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PREFACE  TO  THE  SECOND  EDITION. 


In  presenting  the  second  edition  of  his  text-book  on  the  Practice  of 
Medicine  the  author  desires  to  express  his  appreciation  of  the  cordial 
reception  of  the  work  since  it  first  appeared,  a  reception  which  necessi- 
tated its  being  repeatedly  put  to  press. 

The  present  volume,  prepared  for  the  physician  and  student  of  medicine, 
embodies  the  experience  of  more  than  twenty-two  years  of  active  hospital 
and  private  practice,  during  which  time  the  author  has  been  constantly 
teaching  the  subjects  of  clinical  medicine  and  therapeutics.  With  this 
experience  he  has  attempted  to  present  the  facts  which  the  practitioner 
needs  and  which  the  student  must  thoroughly  grasp  if  he  is  to  be  successful 
in  gaining  his  degree  and  in  practising  his  art. 

In  the  preparation  of  many  portions  of  the  work  careful  collections  of 
statistics  have  been  made,  and  these  have  not  infrequently  given  results 
which  add  materially  to  our  conception  of  the  frequency  of  certain  dis- 
eases at  different  periods  of  life,  of  the  relative  frequency  of  different 
symptoms,  and  the  value  of  certain  plans  of  treatment. 

Particular  pains  have  been  taken  to  present  methods  of  treatment 
clearly  and  in  such  a  way  that  they  may  be  put  in  practice. 

Much  information  that  might  be  included,  which  deals  with  subjects 
which  are  still  uncertain  and  debatable,  has  been  excluded. 

Warm  thanks  are  due  to  my  colleague.  Dr.  W.  M.  L.  Coplin,  Professor 
of  Pathology  in  the  Jefferson  Medical  College,  for  valuable  suggestions  and 
criticisms,  in  which  he  has  shown  not  only  a  complete  grasp  of  his  own 
department  of  medical  study,  but  intimate  knowledge  concerning  the  latest 
developments  in  clinical  medicine. 

The  author  also  desires  to  acknowledge  the  valuable  suggestions,  made 
during  the  preparation  of  this  edition,  of  Dr.  AUer  G.  Ellis.  Demonstrator 
of  Pathology,  and  Dr.  Alfred  Gordon,  Instructor  in  Neurology  in  the  Jeffer- 
son Medical  College. 

The  fact  that  the  United  States  has,  within  the  last  few  years,  become 
possessed  of  territory  in  the  tropics  has  greatly  increased  our  interest  in 
the  many  tropical  diseases  heretofore  scarcely  known  by  practitioners  in  the 
temperate  zone,  and  the  investigations  by  surgeons  in  the  Army,  Navy,  and 
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the  Public  Health  and  Marine  Hospital  Service  have  thrown  much  light  upon 
these  affections.  Further  than  this,  the  investigations  by  English  physicians 
have  broadened  our  views  very  greatly  as  to  tropical  disease.  As  troops 
returning  from  tropical  service  often  bring  with  them  manifestations  of 
these  diseases,  it  behooves  every  practitioner  to  be  able  to  recognize  and 
treat  such  conditions.  It  seems  appropriate,  therefore,  that  a  modem  work 
on  medicine  should  contain  chapters  on  tropical  medicine,  the  more  so  as 
lectures  upon  this  subject  are  now  given  in  many  of  the  great  medical 
schools. 

In  the  preparation  of  this  second  edition  great  care  has  been  taken 
to  embody  the  latest  views  that  have  received  general  acceptance  as  being 
scientifically  and  clinically  correct,  it  being  constantly  borne  in  mind  that 
the  needs  of  the  student  and  practitioner  will  be  best  met  by  excluding 
statements  open  to  criticism  and  presenting  facts  which  will  prove  useful 
in  practice, 

H.  A.  H. 

Sprfce  and  Eightrenth  Streetb* 
Philadeuuia,  January,  1907. 
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DISEASES  DUE  TO  A  SPECIFIC  INFECTION. 


T7PH0ID  FEVER. 

Definition. — ^Typhoid  or  Enteric  fever,  sometimes  called  Autumnal  or 
Gastric  fever,  is  an  acute  infectious  disease  due  to  the  entrance  into 
the  body  of  a  susceptible  individual  of  the  specific  bacillus  of  Eberth, 
commonly  known  as  BacUlus  typhosus.  The  entrance  of  this  organism 
into  the  system  results,  after  a  period  of  from  one  to  three  weeks  in  some 
persons,  but  not  in  all,  in  the  development  of  fever,  anorexia,  headache, 
mental  heaviness,  and  more  or  less  severe  pain  in  the  bowels,  back,  and 
limbs.  The  tongue  is  coated,  and  the  bowels  are  loose  or  constipated. 
With  these  symptoms  are  developed  enlargement  of  the  liver  and  spleen, 
and  swellings  and  ulceration  of  the  lymphoid  structures  of  the  small  and 
large  intestines,  and  a  rose  rash  on  the  skin. 

History. — ^Typhoid  fever  for  many  years  was  confused  with  typhus  fever 
and  malarial  fever,  and  its  very  name  means  "like  typhus."  In  1813  it 
was  considered  as  a  separate  disease,  but  this  separation  was  not  generaUy 
known  by  the  profession  until  Louis,  of  Paris  (1829),  first  emphasized  a 
number  of  its  cardinal  points.  Not  until  1837  was  the  identification  com- 
plete, when  Grerhard,  of  Philadelphia,  published  results  achieved  under 
the  guidance  of  Louis  which  proved  the  malady  to  be  a  distinct  entity. 
More  than  forty  years  later  (1880)  Eberth  isolated  the  specific  bacillus 
and  proved  it  to  be  the  sole  cause  of  the  disease.  Up  to  that  time  various 
causes  had  been  thought  to  exist,  but  it  had  been  recognized  for  many 
years  as  a  "filth  disease,"  and,  therefore,  preventable  to  some  degree. 

Distribution. — Enteric  fever  is  one  of  the  diseases  which  may  be  said  to 
be  pandemic,  since  it  is  found  with  some  degree  of  constancy  all  over  the 
world,  its  prevalence  depending  upon  the  introduction  into  the  body  of 
the  specific  bacillus  usually  with  water  or  food. 

Etiology. — ^The  cause  of  this  disease,  as  just  stated,  is  the  specific  bacillus 
of  Eberth,  a  short,  thick,  actively  motile  bacillus,  with  rounded  ends  and 
flagella,  growing  readily  in  ordinary  suitable  media.  It  is  killed  by  expo- 
sure to  60**  C.  (140°  F.),  but  it  can  withstand  a  freezing  temperature  for  many 
days.  Exposed  to  sunlight  it  is  slowly  killed,  but  drying,  except  in  very 
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tldn  lajcrs,  does  not  destnij  it.  It  remains  alive  for  months,  and  even  for 
years,  id  dodung  and  in  soil,  if  the  conditioos  are  fa%x>rabfe.  It  is  readily 
destrored  bj  the  strongs  germicides,  such  as  carholic  add  (1:200)  and 
bidiloride  erf  mercurr  (1:2000).  The  bacillus  of  Eberth  bears  a  dose 
resemblance  to  the  BactUus  eoii  communis,  which  is  always  present  in  the 
intestine,  aikd  to  the  ao-caDed  paracolon  bacillus  and  the  BatUhu  dtf^enieruE. 

The  secofvl  etiological  factor  in  the  development  of  the  disease  is  the 
mode  bj  which  the  bacillus  gains  access  to  the  bodv.  Almost  invariablj 
this  aoceas  is  through  the  mouth,  stomach,  and  intestine,  more  rarely  by 
inhalation  of  the  bacillus  in  dust  by  the  lungs.  Infection  takes  place  by 
die  mouth  in  a  host  of  ways,  as  by  infecttd  water,  or  milk  diluted  with 
infected  water,  or  chilled  by  infected  ice;  by  vegetables  and  oysters  and 
clams,  which,  when  eaten  raw,  are  often  the  means  of  carrying  infection. 
It  has  recently  been  pro^-ed  at  Ogdensburg,  New  York,  that  infected  ice 
may  transmit  the  organism  after  it  has  been  stored  in  an  ice-house  for  at 
least  nine  months.  In  still  other  instances  persons  nursing  cases  of  this 
disease  get  the  finger-tips  infected  and  so,  on  putting  the  fingers  to  the  mouth, 
introduce  the  organism  into  the  body.  Again,  it  has  been  proved  beyond 
doubt  that  flies  after  lighting  upon  the  discharges  of  a  case  of  tvphoid  fever 
may  carry  the  bacillus  to  otherwise  pure  food,  and  so  spread  the  infection 
as  loQg  as  twenty-three  days  after  feeding  on  infecteil  stools  (Ficher). 
Stokes  describes  an  epidemic  in  a  factory  anploying  1500  women  and  400 
men.  As  many  as  330  of  the  women  were  ill  at  one  time  with  typhoid 
fever,  but  none  of  the  men  fell  ill.  AD  the  men  drank  beer  at  lundieon, 
whereas  aQ  the  wimien  used  milk.  The  milk  was  found  to  have  been  in- 
fected by  flies  from  a  nei^boring  privy.  Cockroaches  may  also  spread 
the  bacillus. 

Erery  great  epidemic  of  the  disease  has  been  due  to  contamination  of  the 
water  supply.  In  the  Maidstone  epidemic  in  England  I  person  in  every  17 
in  the  town  was  infected;  while  in  the  Plymouth  epidemic  in  Pennsylvania 
1  in  every  7  was  stricken,  for  there  were  1200  cases  in  a  population  of  SOOO. 
As  only  a  part  of  these  8000  persons  used  the  contaminated  water,  the  pro- 
portion of  actual  infection  to  exposure  was  far  higher  than  I  in  7.  The 
influetKC  of  a  bad  and  good  water  supply  is  shown  in  Figs.  1 ,  2  and  3. 

In  1888  the  use  of  filteretl  drinking  water  was  liegun  in  the  French  army, 
as  a  restdt  of  which  the  morbirlity  of  typhoid  fever  was  diminished  49  per 
cent,  in  ISOO,  and  the  mortality  34  per  cent. 

Prevention. — From  what  has  just  been  said  it  is  evident  that  typhoid  fever  is 
an  entirely  preventable  disease,  provided  that  the  bacilli  as  they  escape  in 
the  feces,  the  urine,  the  sputum,  and,  perhaps,  in  the  STveat,  are  destroyed  as 
soon  as  they  pass  from  the  patient's  body.  The  destruction  of  the  dis- 
charges and  so  of  the  bacilli  is  therefore  absolutely  essential,  and  in  addition 
car^l  antisepsis  on  the  part  of  the  attendant  as  to  personal  cleanliness 
and  the  protection  of  the  discharges  from  flies  are  to  be  enforced.  As 
careless  or  ignorant  persons  do  not  disinfect  the  stools,  the  additional 
measures  of  prophylaxis  are  the  boiling  of  all  water  that  is  to  l»e  placed 
in  the  mouth,  and  the  use  of  nothing  but  well-cooked  foods,  which  have 
Dot  been  exposed  to  flies  or  dust  after  cooking.    The  vessel  which  receives 
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unboiled  water.  Another  of  the  difficulties  is  that  patients  may.  when  no 
longer  kept  in  the  house  by  the  disease,  continue  to  cast  off  bacilli  in  the 
urine  or  feces  which  are  capable  of  infecting  water  supplies.  This  danger 
Is  of  great  importance,  because  at  each  urination  or  defecation  the  con- 
valescent patient  may  produce  a  new  source  of  infection.  Further,  it  is 
toward  the  close  of  the  attack  and  during  convalescence  that  the  urine 
contiiins  these  specific  organisms  in  pure  culture  and  in  enormous  numbers, 
and  they  may  remain  persistently  present,  not  only  for  days  hut  for  months. 
The  patient  should  be  told  of  this  danger,  should  he  directed  to  disinfect 
his  discharges,  and  should  receive  daily  doses  of  uritone  or  urotropin  to 
destroy  the  bacilli  in  the  urine  before  they  are  passed  in  that  fluid.  If  he 
is  also  informed  that  bacilluria  is  a  danger  to  himself,  in  that  it  may  result 
in  secondary  diseases  in  his  genito-urinary  tract,  he  may  l>e  interested 
enough  to  aid  the  physician  in  arresting  the  spread  of  the  bacillus  by 
adhering  to  a  plan  of  careful  medication. 

All  clothing,  instruments,  beilding,  pillows,  utensils,  l)ath-tiibs  and  ordi- 
nary w£ish-tubs,  which  may  he  contaminated  by  the  discharges  of  a 
patient,  sfiouhl  he  disinfected  thoroughly  as  soon  as  their  function  is  per- 
formed.   The  hands  of  the  nurses  should  be  repeatedly  disinfected. 

Another  preventive  of  typhoid  fever  consists  in  the  injection,  or  inocu- 
lation, of  the  individual  with  bouillon  containing  the  toxins  of  Bac'dhis 
itfpfn)S}iJi,  the  organisms  themselves  being  destroyed  beforehand  by  heat. 
Such  an  injection  produces  local  swelling  and  some  pain,  a  sense  of  nausea 
and  depression,  and  some  febrile  movement,  which  symptoms  speedily 
disappear,  the  patient  at  the  end  of  twenty-four  to  thirty-six  hours  being 
well  again.  A  fortnight  later  the  individual  is  injtK'ted  a  second  time.  It 
is  interesting  to  note  that  these  injections  increase  tlie  bacteriolytic  power 
of  the  blood,  cause  in  some  degree  the  so-called  Widal  reaction,  or  agglutina- 
tion of  the  Bacillus  fyphosus,  to  take  place  when  the  serum  of  the  injectefl 
person  is  used  for  this  test,  and  in  many  hundred  cases  have  probably  ser\'ed 
to  act  as  a  protective  agent  against  infection,  although  the  protection  is  by 
no  means  so  complete  as  that  afforded  by  vaccination  against  smallpox, 
nor  has  it  been  tried  sufficiently  wiilely  to  place  its  use  upon  a  similar  clinical 
basis.  It  has,  however,  had  ct)mplete  tests  in  the  last  few  years.  Thus,  of 
2^*,6o0  individuals  in  South  Africa,  Egypt,  Cyprus,  India,  and  Ireland,  who 
were  similarly  esjxjscd  to  infection  by  typhoid  fever,  7055  received  pre- 
ventive inoculations.  Of  this  number  333,  or  4.72  percent.,  contracted  tlie 
disease;  34.  or  1.03  per  cent.,  died.  Of  the  22.595  who  were  not  inoculatcii. 
2763,  or  12.22  per  cent.,  contracted  the  disease;  507,  or  2.7  per  cent.,  died.' 

It  has  l^een  shown  in  the  United  States  Government  Laboratories  at 
Washington  and  in  the  City  Labonitory  of  Philadelphia  that  the  intro- 
duction of  so  small  an  amount  of  sulphate  of  copper  as  1:1,000,000, 
or  even  1  : 4,000,000,  will  destroy  the  tj'phoid  bacillus  in  a  very  few  hours, 
and  already  this  means  has  been  successfully  used  in  large  reservoirs  for 
the  purification  of  the  water  supply  of  towns.  It  is  said  to  be  efficient,  is 
very  cheap,  and  entirely  harmless  to  human  beings  who  drink  the  water 
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and  to  the  fish  in  the  water.  How  the  copper  acts  is  not  known.  If 
water  containing  typhoid  bacilli  is  placed  in  burnished  copper  vessels  for 
a  few  hours  most  of  the  tjrphoid  germs  are  also  destroyed.  More  recently, 
Gage  and  Clark  have  thrown  doubt  on  thb  method,  and  its  value  must  be 
considered  sub  fudice, 

Fteqnancy. — ^l^hoid  fever  affects  males  oftener  than  females,  and  occurs 
most  frequently  between  fifteen  and  thirty  years  of  age.  It  may,  how- 
ever, affect  infants  or  aged  persons.  It  occurs  more  frequently  in  August, 
September,  and  October  than  any  other  quarter  of  the  year,  but  is  by  no 
means  limited  to  this  period.    (See  Fig.  4.) 
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Chart  from  the  United  Shrtes  ceiuoa,  showinsr  the  period  of  the  year  when  the  mortality  from 
typhoid  fever  reaches  its  maximum. 

Typhoid  fever  is  becoming  less  and  less  frequent,  and  less  severe  all 
over  the  world.  In  Munich  the  mortality  in  the  decade  from  1851  to 
1861  ranged  from  123  in  100,000  inhabitants  to  453  in  100,000  inhabi- 
tants, whereas  in  the  years  from  1890  to  1897  the  mortality  was  from  57  or 
14.8  in  100,000  people  to  10  or  2.5  per  100,000;  in  Vienna  it  has  fallen 
from  120  per  100,000  to  10  per  100,000;  in  Dantzig,  from  100  per  100,000 
to  10.5.  In  Massachusetts  the  mortality  from  typhoid  fever  in  1901  was 
less  than  in  any  year  since  1842.  In  33  cities  in  that  State  it  was  only  one- 
fourth  of  what  it  was  thirty  years  ago.  In  Philadelphia  a  similar  decrease 
is  seen  in  both  mortaUty  and  morbidity.  (See  Fig.  5.)  The  rise  in  mor- 
bidity in  1898  is  due  to  the  soldiers  returning  from  the  Spanish-American 
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.  for  the  careless  sanitation  of  large  camps  always  makes  it  epidemic.  ^^B 
LIS,  in  this  war  about  1  in  every  5  of  the  soldiers  in  the  United  States        1 
iy  became  infected,  and  nearly  S7  per  cent,  of  all  the  deaths  in  the  army        1 
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The  general  mortality  rate  of  the  world  may  be  said  fifty  years  ago  to 
have  been  almost  universally  25  per  cent.,  whereas  it  is  now  from  16  to  10 
per  cent. 

With  advancing  years  of  age  the  morbidity  decreases,  but  the  mortality 
greatly  increases.     (See  Fig.  6.) 

Pathology  and  Morbid  Anatomy. — In  studying  the  morbid  anatomy  of 
typhoid  fever  it  must  be  remembered  that  it  is  not,  when  fully  developed, 
a  local  infection,  restricted  to  one  or  more  foci  from  which  the  Bacillus 
typhosus  distributes  its  toxin  through  the  body.  On  the  contrary,  the 
typhoid  infection  is  practically  universal,  and  the  bacillus  may  be  found  in 
varying  numbers  in  every  organ  of  the  body,  including  the  bone-marrow 
and  sfin.  G)ntrary  to  general  belief,  they  may  not  be  demonstrable  in 
the  intestinal  contents  in  lai^  numbers  until  the  disease  is  well  advanced, 
and  their  presence  in  the  stools  depends  largely  upon  the  intensity  of  the 
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changes  which  take  place  in  the  intestinal  glands.  It  is  true,  however, 
that  the  agminated  glands  (Peyer's  patches)  and  the  solitary  glands  of 
the  small  bowel  are  the  parts  of  the  body  which  usually  are  the  seat  of 
the  most  evident  and  constant  lesions.  On  the  other  hand,  it  is  not  to  be 
forgotten  that  cases  of  undoubted  typhoid  fever  occasionally  occur  in 
which  no  ulceration  of  the  intestinal  mucosa  takes  place. 

The  alterations  from  the  normal  in  the  bowel  may  be  discussed  under 
three  heads:  (1)  a  diffuse  catarrhal  inflammation  of  the  intestinal  mucosa  of 
varying  severity,  but  usually  resulting  in  desquamation  of  epithelium;  (2) 
hypersemia,  swelling,  endothelial  hyperplasia,  necrosis,  and  finally  ulceration 
of  the  agminated  glands  or  Peyer's  patches;  and  (3)  a  similar  change  in  the 
so-called  solitary  lymph  follicles  of  the  intestine,  although  the  changes  in  the 
agminated  glands  are  distinctly  the  more  conspicuous.  These  changes  begin 
in  the  very  earliest  stages  of  onset,  and  do  not  wait  until  the  symptoms  of  the 
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disease  are  well  developed.  If  by  some  accident  the  patient  comes  to  autopsy 
at  this  time,  the  intestinal  mucosa  will  not  only  lie  found  inflamed,  but  in 
addition  the  lymphoid  structures  just  named  will  also  be  found  swollen  and 
reddened  by  hyperperaia.  Their  edges  are  not  well  defined,  and  the  entire 
gland  is  hyperplastic  and  sponp;y.  A  little  later  in  the  progress  of  the  disease 
these  areas  become  less  red  in  hue  and  begin  to  look  somewhat  gray  in 
color;  they  are  firmer  and  project  alx)ve  the  surrounding  mucous  membrane 
to  a  marketl  degree,  so  that  they  extend  well  into  the  lumen  of  the  bowel. 
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inc«ntion  ofa  Peycr  patch  Id  typhoid  ferer,  with  oasocUted  swoUlng  of  ullt&ry  glands. 


Sometimes  the  hyperplasia  within  the  gland  is  so  great  that  its  edges  overhang 
the  surrounding  tissue.  Still  later  the  lymphatic  tissue  may  become  so  infil- 
trated that  neighboring  patches  of  glandular  tissue  coalesce,  and  when 
they  reach  the  stage  of  necrosis  result  in  large  areas  of  slough,  so  that 
the  entire  thickness  of  the  intestinal  wall  may  be  involved  (Fig.  7).  The 
presence  of  so  severe  an  ulcerative  process  naturally  residts  in  deep  infil- 
tration of  the  bowel  wall,  and  the  influininatory  condition  may  extend  to 
the  peritoneal  coat,  so  that  this  serous  membrane  is  reddened  or  even  grayish 
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from  exuded  lymph.  The  severest  forms  of  ulceration  usually  take  place 
in  the  lower  part  of  the  ileum. 

While  ulceration  of  the  tissues  composing  Feyer's  patches  is  the  usual 
result  of  this  infection,  necrosis  does  not  always  ensue.  The  gland  may 
become  red  and  swollen  and  the  inflammatory  process  go  no  farther,  pro- 
ceeding from  this  state  to  that  of  resolution  and  healing.  Not  infrequently 
this  agminated  patch  is  not  equally  affected  in  all  its  parts,  and  this  gives 
it  an  uneven  appearance,  which  is  emphasized  when  the  portions  which 
are  most  affected  ulcerate,  so  that  small  ulcers  are  dotted  over  the  sur- 
face of  the  swelling,  which,  if  the  process  is  severe,  finally  coalesce.  In 
severe  types  of  the  disease  the  process  is  so  well  diffused  that  a  huge 
slough  forms  which,  when  it  drops  off,  leaves  a  swollen,  ulcerated  surface, 
the  excavation  being  usually  veiy  deep.  It  is  this  type  of  necrosis  that 
results  in  perforation,  the  opening  in  the  bowel  wall  being  usually  found 
at  a  point  directiy  opposite  the  mesenteric  attachment.  Rarely  the  perfor- 
ation takes  place  between  the  layers  of  the  mesentery  and  causes  a  retro- 
peritoneal abscess.  Harte  states  that  in  140  cases  out  of  190  the  perforation 
occurred  in  the  small  bowel  within  twelve  inches  of  the  caecum.  If  the 
patient  survives  the  severer  periods  of  the  disease,  the  swelling  of  the 
glandular  tissue  gradually  diminishes,  granulations  develop,  new  connective 
tissue  largely  takes  the  place  once  occupied  by  the  gland,  and  the  ordinary 
intestinal  epithelium  covers  the  exposed  area.  While  it  is  true  that  the 
solitary  glands  are  rarely  so  markedly  affected  as  the  agminated  glands, 
they  may  suffer  much  more  severely  and  be  found  diseased  over  a  lai^r 
area  than  are  the  glands  of  Peyer. 

The  number  of  ulcers  in  the  bowel  in  typhoid  fever  varies  greatly.  Usually 
they  are  limited  in  number,  but  occasionally  they  cover  very  large  areas. 
They  may  be  more  numerous  in  the  ccecum  than  elsewhere  in  the  colon.  Out 
of  577  autopsies  upon  cases  of  this  disease  in  Hamburg  and  in  Leipzig,  the 
csecum  was  ulcerated  in  510,  or  88.39  per  cent.;  the  csecum  and  appendix 
in  247,  or  42.81  per  cent.;  the  colon  in  184  cases,  or  31.89  per  cent.;  the 
jejunum  in  41  cases,  or  7.10  per  cent.;  the  rectum  in  12  cases,  or  2.08  per 
cent-  The  percentage  of  csecal  lesions,  in  these  statistics  of  Curschmann, 
just  given,  is  much  higher  than  is  generally  noted;  40  per  cent,  is  more 
nearly  correct.  As  already  stated,  the  lower  part  of  the  small  bowel  is  the 
area  chiefly  affected. 

Next  to  the  changes  in  the  intestine  the  most  noteworthy  alterations 
may  be  said  to  take  place  in  the  lymph  nodes  of  the  mesenteryj  which  lie 
between  the  intestinal  lesion  and  the  general  system.  These  tissues  go 
through  a  similar  process  of  hypersemia,  swelling,  and  endothelial  prolifer- 
ation, which  usually  falb  short  of  extensive  necrosis.  Small  necrotic  patches 
are  not  infrequent.  More  rarely  large  foci  of  softening  or  even  suppuration 
may  occur  in  these  nodes,  and  as  recovery  takes  place  small  septic  areas 
are  gradually  walled  off  by  lymph,  become  encysted,  or  are  absorbed. 
Rupture  of  enlarged  mesenteric  nodes  has  been  observed. 

The  spleen,  in  addition  to  its  swelling,  which  begins  early  and  lasts  for 
the  first  three  weeks  or  more  of  the  illness,  is  full  and  tense,  and  of  a  darker 
hue  than  normal.    Later,  as  the  attack  wanes,  it  becomes  soft  and  darker 
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in  hue.  The  splenic  blood  ftinusct  are  distended  by  er}'throcytes,  the  endo- 
thelial celis  proliferate,  and  the  pulp  here  and  there  becomes  the  seat  of 
small  areas  of  coagulation  necrosis.  The  splenic  lesions  may  also  consist 
in  infarction  and  rupture,  but  the  tatter  accident  is  very  rare. 

Until  a  few  years  ago  the  prrsctice  of  the  typhoid  bacillus  in  the  blood 
was  unknown,  but  we  now  know  that  this  organism  is  present  in  this  part 
of  the  body  with  great  constancy  during  an  attack  of  typhoid  fever. 
It  is  usually  pi-esent  as  early  as  the  fifth  day  and  persists  until  the  close  of 
the  third  week,  or  even  longer  than  this.  Rosenberger  has  recently  collected 
535  cases  of  typhoid  fever  in  which  ike  bltx)d  was  examined  for  the  bacillus. 
It  was  found  in  80  per  cent,  of  these  cases.  The  examination  of  the  blood 
has  therefore  become  of  great  importance  in  the  early  diagnosis  of  the 
disease.  (See  Diagnosis.)  The  bacillus  probably  gains  access  to  the  blood 
through  the  mesenteric  glands. 

The  liver  is  usually  somewhat  swollen,  but  the  changes  in  its  appearance 
are  not  peculiar  to  this  disease.  Tlie  hepatic  cells  manifest  more  or 
less  cloudy  swelling,  and  areas  of  coagulation  necrosis  containing  endothelial 
cells  are  present.  The  cells  lining  the  hile-tlucts  may  be  swollen,  granular, 
and,  in  some  cases,  undergo  a  process  of  desquamation.  Abscess  of  the 
liver  may  develop  or  gallstones  may  by  their  presence  aid  in  the  produc- 
tion of  a  cholecystitis,  but  more  commonly  t^'phoid  fever  probably  induces 
gallstones.     (See  Complications.) 

The  heart  muttclc  nearly  always  suffers  from  typhoid  infection  in  direct 
proportion  to  the  severity  of  the  toxa?mia  present.  The  myocardium  is 
granular  aufl  may  suffer  from  fatty  or  hyaline  changes.  Very  rarely  the 
endocardium  becomes  affecteil  and  the  specific  bacillus  has  been  obtained 
from  vegetations  on  the  valves. 

The  kidneyn  show  no  typical  changes.  They  usually  show  cloudy  swell- 
ing, and  even  an  acute  nephritis  may  be  present.  Sometimes  as  the  result 
of  a  terminal  infection  multiple  abscesses  may  form  in  the  kidneys  and  a 
croujxius  exudate  in  the  pelvis  of  these  organs  may  develop. 

Reference  is  made  elsewhere  to  the  hniom  nj  the  respiratorff  tract  which 
may  complicate  the  course  of  the  malady,  such  as  lar>*ngeal  perichotuiritis, 
ulcerative  laryngitis,  hypostatic  congestion,  pneumonia  in  both  its  forms, 
pulmonary  infarction,  simple  pleurisy,  and  empyema.    (See  Complications.) 

An  cudarler'disi  (wlucli  may  be  a  thromhoeudarteritis)  has  been  shown 
to  occur  in  a  small  percentage  of  cases,  and  it  is  reasonable  to  assume  that 
the  thrombotic  processes  occasionally  observed  in  the  veins  depend  upon 
a  similar  involvement  of  the  lining  membrane  of  these  vessels. 

Loiigcope  has  sliown  that  the  lesions  in  the  bone-ntarrow  closely  resemble 
the  changes  in  the  lytny^lioid  tissues  of  the  mesentery  and  of  the  bowel. 
There  are  present  numy  lymphoiil  cells,  large  phagcxytes  and  foci  of 
necrosis, 

A  very  important  factor  to  be  recalled  in  the  study  of  the  pathology  of 
typhoid  fever  is  the  presence  of  additional  infecting  micro-organisms 
which  aid  the  Bacillus  typhosus  in  proilucing  severe  lesions  and  often 
are  equally  responsible  for  a  fatal  lennination.  This  view  is,  however, 
based  on  post-mortem  findings,  and  is  not  supported  by  the  results  of 
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ante-mortem  examinations  of  the  hlootl,  for  of  150  cases  of  typhoid  fever  in 
which  the  blood  was  examined  during  life  Cole  found  but  one  in  which 
mixed  infection  was  present;  the  case  was  one  of  staphylococcncmia,  with 
multiple  boils,  and  terminated  in  death. 

Incubation. — ^The  period  of  incubation  of  the  infection  by  typhoid  fever 
is  generally  stated  to  be  from  one  to  three  weeks.  That  the  period  of 
incubation  may  be  nuich  shorter  than  (his  would  seem  to  Ix*  pnjved  by  the 
case  reported  by  Duflocq  and  Voisin  of  a  girl  nineteen  years  of  a^*  who 
deliberately  swallowed  a  virulent  culture  of  the  typhoid  bacillus  with  the 
intention  of  comnntting  suicide.  She  began  to  feel  ill  on  the  third  day, 
bad  fever  oti  the  fourth  day,  rose  spots  on  the  fifth  day,  and  the  Widal 
reaction  ap[)eared  on  the  sixth  day. 

Symptoms, — Typhoid  fever  usually  begins  with  a  sense  of  wretchcilness 
and  general  illness,  no  particular  symptom  being  especially  well  marked, 
unless  it  be  more  or  le^  severe  frontal  headache  and  aching  in  the  back  and 
limbs.  The  j(wial  expression  very  early  in  typhoid  fever  usually  becomes  list- 
less and  later  stupid  and  heavy,  and  the  patient  is  often  a  little  deaf  because 
his  mental  state  is  lieuumbed  rather  than  because  there  is  any  actual  trouble 
with  the  auditory  apparatus.  Not  infrequently  there  may  be  a  considerable 
amount  of  cougli  without  expectoration,  and  there  may  be  exaggeration 
of  the  sounds  of  bronchial  breathing  on  auscultation. 

The  tongue  is  somewhat  coated,  and  very  early  its  edges  become  clean 
and  red,  while  the  central  coating  remains.  Tliis  appearance  of  tiie  tongue 
is  very  characteristic,  even  in  mild  cases. 

IleaAarhe,  thirsty  and  slcepleasnetis  are  usually  prominent  symptoms  during 
the  first  week.  A  mild  fever  develops  simultaneously  and  nose-hlvvd  may 
occur  repeatedly.  Usually  the  liver  and  spleen  become  swollen  toward 
the  end  of  the  first  week,  and  the  belly  becomes  somewhat  tumid  and 
tender. 

ITie  characteristic  eniargcmeul  ftf  the  spleen  in  enteric  fever  may  be 
undemonstrable  because  of  the  distention  of  the  stomach  and  intestine  with 

5;  but  while  the  presence  of  an  enlarged  spleen  is  of  some  imjjortance  in 
*  Teaching  a  diagnosis  of  typhoid  fever,  inability  to  discover  any  increase  in 
its  size  does  not  negative  the  diagnosis  of  typhoid  fever  in  any  degree. 

An  undue  amount  of  gurgling  can  be  felt  and  heard  in  the  right  iliac 
lossa. 

Constipation  is  usual  in  the  first  week,  but  diarrhoea  may  be  marked,  and 
if  loose  the  stools  may  be  brownish,  but  later  resemble  okra-soup  or  jx-a- 
soup. 

The  temperature  in  typhoid  fever  during  the  first  week  rises  step  by 
step.  Each  morning  it  is  higher  than  on  the  previous  morning,  and  each 
evening  higher  than  on  the  night  before,  although  the  morning  temperature 
•is  often  lower  than  that  of  the  preceding  evening.  (See  Fig.  S.)  Usually 
[)y  the  end  of  this  week  it  reaches  in  the  morning  102*^  or  103°,  and  at 
night  103**  to  104°,  and  remains  at  this  level  until  the  fourteenth  or 
twenty-first  day. 

The  pulse  is  more  rapid  than  normal,  ranging  from  90  to  100  beats  per 
minute,  and  it  is  usually  soft  and  compressible;  the  pulse  of  debility,  not 
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of  vigor.  Often  the  pulse  is  a  little  dicrotic-  As  the  disease  progresses  the 
pulse  rate  usually  increases  to  about  110,  but  the  pulse  force  distinctly 
diminishes. 

At  about  the  seventh  to  the  Jiinih  day  a  very  important  diagnostic  sign 
first  makes  its  appearance,  namely^  the  so-called  rose  spots,  which  usually 
develop  on  the  skin  of  the  abdomen  and  chest,  sometimes  on  the  back,  and 
more  rarely  on  the  limbs.  These  spots  are  small,  faint  macules,  usually 
scanty  in  number,  which  lose  their  color  momentarily  when  pressed  upon 
or  when  the  skin  on  which  they  exist  is  stretched  between  the  finger  and 
thumb  of  the  physician.  As  a  nile  these  spots  are  isolated,  but  very  rarely 
they  may  be  so  profuse  as  to  produce  the  appearance  of  an  ordinary  rash. 
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Courae  of  typbold  fever.    {Modiflod  froio  Mohqt.) 


The  tongue  becomes  dry  and  it  may  be  fissured,  the  mental  stupor 
increases,  diarrhoea  is  also  active,  and  the  moderate  tympanites  of  the 
earlier  days  becomes  more  marked.  If  the  patient  has  received  little 
care,  or  if  the  case  is  essentially  severe,  his  condition  is  manifestly  one  of 
profound  toxaemia,  and  by  the  eiid  of  the  second  week  he  is  evidently  at 
the  very  acme  of  his  infection.  Deatli  not  infrequently  takes  place  during 
this  f>eriod  as  a  result  of  profound  toxBemia,  hemorrhage,  perforation,  or 
pulmonary  complications. 

Because  of  the  toxaemia  delirium  may  be  marked,  and  it  is  usually  of 
the  low  muttering  type,  the  patient  seems  to  be  in  a  serai-stupor,  the  teeth 
are  covered  with  sordes,  and  the  tongue  is  foul  and  dry 

These  symptoms  gradually  carry  the  patient  into  his  third  week^  with 
increasing  diarrhaBa^  greater  tifmpanitvn,  deeper  stupor^  and  more  manifest 
signs  of  profound  toxcemia,  with  muscular  tremors  or  true  substditts  tendinnm. 
Emaciation  by  this  time  is  marked  and  the  skin  dry  and  harsh.  The  heart 
is  feeble,  its  sounds  distant  and  muffled,  and  myocardial  degeneration  is 
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manifestly  advanced.  To  the  possibility  of  the  appearance  of  the  fatal 
complications  named  in  the  succeeding  pages  as  appearing  at  the  end  of  the 
second  week  are  added  at  thb  time  still  greater  danger  of  pulmonary  hypo- 
static congestion  and  pneumonia.  The  patient  may  be  so  profoundly 
poisoned  by  the  toxic  products  of  the  disease  that  he  seems  almost 
moribund. 

If  the  pathological  process  is  not  so  severe  that  recovery  is  impossible, 
the  first  sign  of  the  ending  of  the  malady  may  develop  at  any  time  between 
the  fourteenih  and  iweniy^eighth  day,  according  to  the  severity  of  the 
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Part  of  a  chart  showing  the  period  of  steep  curvoi  from  the  fourteenth  to  the  twentieth  day 
of  an  attack  of  typhoid  ferer. 


disease.  This  consists  in  a  slight  modification  of  the  temperature  range 
and  the  development  of  a  low  morning  temperature  with  a  well-maintained 
high  evening  temperature,  so  that  the  daily  range  may  amount  to  from 
2°  to  3°.  This  is  called  the  "period  of  steep  curves"  and  the  appearance 
of  these  steep  curves  at  this  time  in  the  course  of  the  disease  is  usually  a 
promise  of  approaching  convalescence-  An  equally  good  description  of  this 
period  is  that  of  Murchisony  who  called  it  the  "stage  of  changing  fortunes," 
or  that  of  Wunderlich,  who  described  it  as  the  "period  of  ambiguity." 
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The  last  stage  of  the  acute  febrile   period    having   been  reached,  the 

temperature  falls  to  normal  during  the  next  few  days  by  lysis,  and  then 
may  be  subnorraui  until  convalescence  b  well  established,  the  patient 
being  wasted  and  feeble,  but  usually  ravenously  hungry. 

Ari'iMCAL  Forms. — While  the  train  of  symptoms  just  described  may  be  con- 
sidered typical  of  an  attack  of  typhoid  fever  occurring  under  conditions  favor- 
able for  its  ful!  development,  it  is  often  so  modified  by  various  causes  that  a 
large  proportion  of  cases  do  not  present  many  of  the  most  prominent  and  diag- 
nostic symptoms,  but,  in  their  place,  manifestations  so  at  variance  with  those 
of  ordinary  cases  as  to  greatly  perplex  the  physician.  Thus,  very  marked 
variations  in  onset  may  occur  and  completely  mislead  the  medical  attendant 
if  he  be  not  on  his  guard.  In  some  cases  instead  of  manifesting  itself  grad- 
ually the  disease  has  a  sudden  onset  with  a  sharp  chtll  follo\ve<l,  it  may  be, 
by  a  profuse  sweat  and  a  continued  fever.  This  variation  is  perhaps  most 
apt  to  occur  in  children.  Headache  may  l)e  so  severe  in  the  hcgirmlng  as  to 
rouse  the  suspicion  of  meningeal  inHauimation,  and  active  delirium  may 
bean  early  symptom,  being  severe  enough  to  be  maniacal  in  type.  In  other 
instances  a  pneumonia  is  the  earliest  sign  of  the  malady,  while  in  still  others 
a  severe  choleraic  diarrhwa  may  begin  the  illness.  It  is  also  important  to 
recall  the  fact  that  well-developed  signs  of  appendicitis  may  appear,  due 
to  the  swelling  of  the  lymphoid  tissues  of  the  intestine  and  appendix  by 
reason  of  the  infection.  This  has  frequently  resultetl  in  enthusiastic  sur- 
geons removing  the  ap|jendix  only  to  find  it  slightly  diseased  as  part  of  the 
general  lymphatic  change,  the  speedy  appearance  of  the  nxsc  rash  and  per- 
sistent temperature  soon  showing  the  true  character  of  the  case.  Rarely  a 
severe  attack  of  vomiting  begins  the  ilhiess,  and  still  more  rarely  acute 
renal  disease,  nephro-typhoid,  or  the  fi^vre  tijphauk  h  Jorme  rcnale  of  the 
French  observers,  develops. 

Although  diarrhoea  was  correctly  considered  at  one  time  to  be  one  of  the 
most  constant  symptoms  of  enteric  fever  it  is  now  absent  in  more  than  half 
the  cases  during  the  wliole  course  of  the  disease,  and  splenic  enlargement 
in  many  instances  is  too  slight  to  be  discovered,  so  that  it  is  to  l>e  home  in 
mind  that  while  these  two  symptoms  possess  a  positive  diagnostic  vahie  when 
present,  their  absence  in  no  way  contradicts  the  diagnosis  of  typhoid  fever. 

In  other  instances  the  course  of  the  fever  greatly  varies  from  that  just 
described.  It  may  rise  very  abruptly,  and  it  may  end  equally  suddenly,  the 
lysis  being  completed  in  twenty  hours.  Sometimes  the  morning  tem|3erature 
is  the  higher  of  the  two,  although  this  is  rare.  The  regular  course  of  the 
temperature  may  also  be  greatly  altered  V>y  intercurrent  chitls.  (See  Chills.) 
Very  rarely,  strange  as  it  may  seem,  no  febrile  movement  is  present  at  any 
time  in  the  course  of  the  malady. 

The  most  important  variations  from  what  may  be  called  the  normal 
course  of  the  temperature  in  the  second  and  third  week  of  this  disease  are 
those  produced  by  free  hemorrhage  fi*om  an  intestinal  ulcer  and  by  perfora^ 
tion  of  tlie  bowel.  A  siuhlen  fall  of  several  degrees  should  always  arouse 
suspicion  of  one  of  these  accidents,  for  die  drop  in  the  fever  may  be  noted 
before  any  of  the  other  signs  of  hemorrhage  or  perforation  manifest  them- 
selves. 
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Marked  rises  and  falls  of  temperature  are  also  often  seen  in  patients 
who  are  markedly  ansemic  as  the  result  of  hemorrhage.    Abortion  also 
causes    a    marked    fall    of    the 
fever. 

The  course  of  the  temperature 
may  resemble  that  of  remittent 
malaria]  fever,  and  it  has  fre- 
quently misled  physicians  into  the 
belief  that  malarial  infection  and 
not  typhoid  infection  was  present. 
(See  Chills.)  Infectious  complica- 
tions of  the  disease  such  as  otitis 
media,  phlebitis,  f  urunculosis,men- 
ingitis,  and  erysipelas  may  also 
cause  sudden  variations  in  tem- 
perature. And  in  cases  which  have 
been  gravely  ill  it  not  rarely  hap- 
pens tnat  fever  continues  after  the 
typhoid  infection  has  run  its  course 
because  of  post-typhoidal  septicse- 
mia — that  is,  a  multiple  infection 
due  to  the  presence  of  pyogenic 
organisms,  which  have  found  a 
favorable  field  for  growth  in  a 
patient  whose  vitality  has  been 
impaired  by  the  specific  fever. 
As  the  stage  of  convalescence 

approaches,  or  when  it  is  reached, 

a  sharp  return  of  active  febrile 

movement  may  come  on  for  a  day 

or  two,  the  temperature  being  as 

high  or  higher  than  ever  before. 

It  then  returns  to  its  ordinary  level. 

This  is  called  a  recrudescence ^  and 

possesses  no  grave  significance.  It 

often  follows    mental  excitement 

and  the  taking  of  improper  or  too 

much  food.    When  this  rise  of 

temperature  persists,  it  usually  is 

indicative  of   some  complicating 

malady,  or  of  a  relapse  called  an 

"intercurrent  relapse"  if  it  takes 

place  during  the  continuance  of 

the  primary  febrile  period.    (See 

Fig.  10.)  After  the  fever  has  disap- 
peared there  may  be  a  prolonged 

continuance  of  a  slight  evening 

rise  of  temperature  as  the  result  3^,33  xiaHNabHVi 
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of  nervous  irrifahility  and  anjemia,  or  it  depends  upon  the  abuse  of  strych- 
nine, with  the  mistaken  idea  that  it  is  a  valuable  heart  tonic  at  this  time. 
In  other  cases  a  subnormal  temperature  for  the  entire  twenty-four  hours  may 
persist  for  days.  This  is  of  no  importance  save  that  it  indicates  that  the 
patient  is  feeble  and  needs  good  feeding  and  fresh  air.  The  other  variations 
met  with  depend  ui>on  the  age  of  the  patient.  Old  persons  often  have  an 
irregular  febrile  movement,  and  children  may  have  marked  rises  and  falls  of 
temperature  which  do  not  necessarily  indicate  any  complications. 

Persistence  of  distinct  febrile  movement  after  the  fourth  week  in  any  case 
of  typhoid  fever  in  which  a  relajjse  has  n(jt  occurred  nearly  always  means  a 
complicating  or  secon<lary  infection.  The  number  of  cases  of  rapid  tuber- 
culosis called  typhoid  fever,  until  the  persistent  loss  of  flesh  and  fever  forces 
the  correct  diagnosis  upon  the  physician,  is  by  no  means  small.  The  possi- 
bility of  ulcerative  emlocarditis,  cholecystitis  with  ulceration,  with  or  without 
impacted  gallstones,  anil  septic  infection  due  to  suppuration  as  causes  of 
fever  are  to  lie  borne  in  mind  and  their  presence  carefully  looked  for.  (See 
Complications.) 

That  a  patient  with  this  disease  may  suffer  not  only  from  the  nifec- 
tion  due  to  the  bacilli  of  Eberth,  but  from  multiple  infections  by  other 
organisms  which  aid  in  decreasing  his  vital  resistance  should  be  borne  in 
mind. 

Closely  associated  with  the  study  of  the  temperature  is  that  of  chills^ 
They  may  usher  in  an  acute  complicating  inflanmiatory  process,  or  be 
entirely  without  such  significance.  S<mietimes  they  occur  in  cases  which 
suffer  from  constipation,  apparently  as  a  result  of  the  absorption  of  fecal 
poisons.  (See  Fig.  11.)  In  other  cases  they  are  due  to  a  true  coincident 
malarial  infection,  but  it  is  a  noteworthy  fact  that  during  the  course  of 
typhoid  fever,  even  if  the  patient  is  also  suffering  from  malarial  infection, 
the  latter  usually  remains  in  al>eyance  until  the  former  has  about  run  its 
course.  It  is  better  for  the  physician  to  regard  such  chills  as  being  an  indi- 
cation of  some  acute  complication  than  to  consider  them  as  malarial,  unless 
he  can  prove  the  existence  of  the  last  possibility  by  finding  malarial 
organisms  in   the  blood. 

The  skill  is  sometimes  covered  by  a  fugacious  scarlatiniform  rash  in 
the  early  stages.  In  certain  cases  it  desquamates  in  large  flakes  or  in 
fine,  branny  scales,  the  latter  appearing  oftenest  in  those  who  have  been 
actively  bathed  and  rubbed. 

Very  commonly  if  sweating  takes  place,  siidamina,  or  tiny  sweat  drops 
retained  beneath  tlie  superficial  epiderrn  are  found  on  the  abdomen,  chest, 
or  limbs.  Herpes  alx)ut  the  mouth  is  very  rare  in  typhoid  fever,  but  it 
does  occur,  notwitlistanding  the  denial  of  this  fact  by  some  observers. 

Under  the  name  of  tacke  blewUre  or  j)eliomata,  faint  blue  or  steel-gray 
spots  of  fairly  good  size  are  sometimes  met  with.  They  are  not  due  to 
the  disease,  but  are  found  only  in  those  who  are  infested  with  lice.  The 
so-called  tacJie  cerebrale  is  not  characteristic  of  this  disease,  but  is  some- 
times seen  during  its  course,  and  consists  in  a  red  line  with  white  borders 
produced  by  drawing  the  finger-nail  over  the  skin.  It  is  probably  due  to 
vasomotor  palsy  of  the  cutaneous  vessels. 
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Of  the  deeper  lesions  of  the  skin,  we  meet  with  bed-sores,  which  rarely 
occur  in  cases  seen  from  the  first  and  which  receive  proper  care.  They  appear 
usually  over  the  sacrum.  Cases  of  superficial  gangrene  of  the  skin  have 
been  reported  by  Stahl  and  the  author.    Erysipelas  occurs,  usually  of  the 
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face,  by  reason  of  infection  through  fissures  in  the  buccal  or  nasal  mucous 
membrane.  S(5mettines  erysipelas  migrans  develops.  In  very  malif^nant 
cases  petechia  may  be  present. 

Patients  suffering  from  typhoid  fever  rarely  suffer  from  other  eruptive 
diseases,  but  instances  of  scarlet  fever,  chicken-pox,  and  measles  occurring 
as  complications  are  on  record.  In  women  in  particular  the  hair  often  falls 
out  freely  during  or  after  an  attack.  Boils  are  by  no  means  rare  lesions, 
and  even  carbuncles  may  develop  as  a  result  of  multiple  infection. 

The  blood  in  typlioid  fever  suffers  from  an  increasing  ilegree  of  anrrmia 
in  respect  to  the  mnnber  of  the  red  cells  and  of  their  richness  in  hEemoglobin. 
Tiuleed,  the  color-index  is  more  markedly  lowered  than  the  corpuscular 
count.  When  an  inatletpiate  supj)Iy  of  liquitls  iuis  been  allowed  the  result- 
ing concentration  of  the  blood  may  produce  an  apparent  corpuscular  richness 
not  actually  present. 

The  bacteriolytic  power  of  the  blood  in  severe  cases  is  probably  always 
dimitii.shed-  The  Leukocytes  are  slightly  decreased  in  nuinl>er,  the  large 
mononuclear  ant]  transiiional  cells  are  relatively  increased,  and,  according 
to  Thayer,  the  [x^lyniorphonuclear  cells  are  decreased.  Cabot  asserts  that 
a  leukocytosis,  non-inflaniinatory  in  origin,  sometimes  occurs. 

Complications  and  Sequelae.  Ciuculatory  Complications. — The  heart, 
as  alrea<ly  stated,  is  weakened,  and  if  severely  affected  may  tlevelop  em- 
bryocardia  or  fetal  heart  sounds.  There  are  few,  if  any,  diseases  which 
do  not  have  special  predilection  for  the  heart  muscle  or  its  valves,  which  so 
greatly  interfere  witlj  this  organ  as  does  typhoid  fever.  A  pulse  rate  aljovc 
125  is  ominous,  and  one  of  KiO  or  140  dangerous.  The  danger  is  usually  in 
direct  proportion  to  the  feebleness  of  the  first  sound  of  the  heart.  When 
the  cardiac  sounds  are  those  of  the  ftetus  in  utero  (emhryocardia),  the  prog- 
nosis is  grave.  A  very  rapid  pulse  and  irritable  cardiac  action  are  sometimes 
seen  in  cases  in  which  strychtiine  has  l>een  used  to  excess  with  the  idea  that 
it  is  a  stimulant.  A  soft  systolic  murmur  is  occasionally  audible,  which 
may  be  hcemic  in  origin  or  due  to  relative  insufficiency  of  the  mitral  valves. 
Rarely  it  may  be  due  to  endocarditis  or  pericartlitis,  but  pericarditis  is  a 
very  rare  complication  of  typhoid  fever.  Gaudy  and  Gourand  state  that 
pericarditis  arising  during  the  course  of  typhoid  fever  occurs  in  two  forms, 
namely,  the  fibrinous,  which  is  characterized  by  an  abutidunt  pseudo- 
membranous exudation  with  only  slight  serous  efTusion,  and  the  fibrino- 
purulent  form,  in  which  a  considerable  effusion  may  occur.  Pericarditis 
may  exist  alone  or  may  occur  in  connection  with  euflocarditis,  myocarditis, 
pleuritis,  or  pulmonary  complications.  As  a  rule,  it  develops  very  slowly 
and  may  remain  latent,  so  that  only  most. careful  auscultation  over  the 
prcecordial  region  will  reveal  the  presence  of  friction  fremitus,  and  later 
careful  percussion  may  be  required  to  distinguish  an  efTusion,  The  patho- 
genesis of  this  complication  is  obscure.  The  purulent  fonn  when  it  occurs 
may  be  due  to  seconrlary  infection,  although  the  fibrinous  variety  is  pro!>- 
ably  due  to  a  direct  infection  with  the  Eberth  bacillus.  Typhoid  fever 
complicated  by  purulent  pericarditis  is  always  fatal,  but  the  existence  of 
the  serofibrinous  pericarditis  influences  prognosis  slightly  if  at  all,  unless 
the  effusion  be  profuse. 
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Sudden  cardiac  failure  may  occur  as  the  result  of  myocarditis,  or  of 
emboHsra  or  thrombosis  of  the  coronary  arteries,  (rtnn  heart  clot,  throm- 
bosis of  the  cavie  and  pulmonary  veins  or  from  pericarditis  with  effusion. 
Sometimes  the  cardiac  failure  is  gradual  when  due  to  these  causes. 

So  far  as  the  bloodvessels  are  concerned  the  most  common  lesion  is 
phltfbitis,  which  usually  atfects  the  veins  of  the  left  leg,  especially  the  femoral 
vein.  The  frequency  of  involvement  of  the  veins  in  the  left  leg  depends 
upon  the  pressure  exercised  by  the  right  common  iliac  artery  upon  the  left 
common  iliac  vein,  which  tends  to  obstruct  the  flow  of  blood.  Sometimes 
the  tendency  to  the  formation  of  a  thrombus  is  greatly  increased  by  a  local 
infection  of  the  endothelial  lining  of  the  vessel,  and  it  is  not  uncommon  for 
a  severe  chill  or  chills  tn  mark  the  onset  of  the  lesion.  Wright  and  Knapp 
have  recently  shown  that  the  tendency  to  the  formation  of  a  thrombus  in 
typhoid  fever  is  augmented  by  the  increase  of  calcium  in  the  blood.  WTien 
milk  is  the  exclusive  diet  the  rise  in  the  proportion  of  calcium  oxide  sup- 
plied to  the  body  is  very  noteworthy.  They  also  recommend  that  for  the 
prevention  of  this  state  the  physician  add  20  (o  40  grains  of  citrale  of  soda 
to  each  pint  of  milk  taken  by  the  patient  in  order  to  decalcify  it. 

Throinboses  of  extraordinary  size  and  number  may  form  and  extend  from 
the  femoral  vein  to  the  vena  cava.  When  venous  plugging  seriously  inter- 
feres with  the  circulation,  the  gangrene  which  results  is  usually  moist,  but 
in  the  vast  majority  of  cases  of  phlebitis  of  the  leg  partial  recovery  takes 
place,  although  varicosity  of  the  veins  of  the  limb  may  persist  after  con- 
valescence is  completed.  The  rarity  of  plugging  of  the  veins  of  the  upper 
extremity  is  remarkable. 

Arterial  tkrombosis  is  much  more  rare  than  is  venoiu^  thrombosis.  This 
complication  usually  develops  after  the  second  week  of  the  fever,  and  is 
manifested  by  pain  and  tenderness  along  the  course  of  the  vessel  affected. 
Usually  the  leg  is  the  limb  involve<l.  After  a  temporary  increase  in  the 
force  of  pulsation  in  the  affected  vessel  the  pulse  becomes  small  and  may 
lie  lost.  The  part  becomes  cold  and  discolored,  anil  finally  gangrene  ensues. 
In  other  cases,  in  which  the  vessel  which  is  involved  is  small,  recovery  takes 
place  by  the  establishment  of  a  collateral  circulation.  Even  in  the  mild 
cases  the  patient  suffers  afterward  from  fatigue  in  the  affected  limb  on 
exertion,  and  intermittent  claudication  may  develop.  The  condition  is  due 
to  an  arteritis. 

Thayer  has  published  statistics  which  seem  to  indicate  that  typhoid  fever 
is  prone  to  produce  early  senile  changes  in  the  bloodvessels  in  after  years. 

Complications  in  the  Alimentaky  Canal. — The  complications  in  the 
upper  digestive  tract  are  pharjmgitis,  which  is  rarely  severe  enough  to  cause 
much  discomfort,  and  oesophagitis,  which  is  still  more  rare,  although  several 
observers  have  recorded  vlceralion  of  the  oesophagus.  Inflammation  of  the 
parotid  gland  is  a  rare  complication  of  typhoid  fever,  and  usually  occurs 
about  the  third  week  in  cases  of  severe  infection.  This  inflammatory  state 
may  be  due  to  infection  of  the  gland  from  the  mouth  by  ordinary  pus 
organisms,  or  more  rarely  be  due  to  the  specific  bacillus.  Rarely  parotitis 
occurs  in  the  first  week.  In  the  only  case  the  author  has  seen  in  which 
this  complication  developed  at  this  time  there  was  no  pain  or  redness,  and 
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the  swelling  rlisappeared  in  about  ten  days.  It  was  also  bilateral.  In 
wlvanced  typhoid  fever  it  is  usually  bilateral;  is  often  followed  by  ugly 
sloughing,  and  is  a  very  dangerous  complication. 

The  stomach  in  typhoid  fever  is  rarely  much  affected.  Digestion  in  this 
Yiscus  is,  as  a  rule,  feeble  because  in  ail  fevers  there  is  a  lack  of  gastric 
secretion,  and  this  is  particularly  true  of  tvphoid  fever.  Vomiting  may 
come  on  usually  as  a  result  of  indiscretions  in  food  and  medicine.  Some- 
times, however,  late  in  the  disease  a  persistent,  pernicious  vomiting  develops 
which  only  ends  with  exhaustion  and  death.  A  few  cases  of  gastric  ulcer 
occurring  in  typhoid  fever  are  recorded. 

When  there  are  more  than  tliree  or  four  stools  a  day  diarrhoea  is  to  be 
considered  excessive.  Wlien  a  far  greater  number  occur,  it  is  usually 
the  result  of  improper  feeding.  The  stools  are  thin  and  resemble  pea- 
soup  save  that  they  are  apt  to  be  a  little  more  yellow.  They  are  alkaline 
in  reaction,  offensive,  and  may  contain  particles  of  undigested  food,  as 
curds  of  milk,  and  also  small  shreds  of  lymphoid  tissue  from  the  sloughs 
of  the  bowel.  The  specific  bacillus  usually  is  not  to  l)e  found  in  the  stools 
until  about  the  seventh  or  tenth  day.  The  significance  of  active  diarrhoea 
as  to  the  gravity  of  the  case  has  been  much  discussed,  some  believing  that 
it  is  a  sign  of  a  severe  infection.  The  real  significance  is  not  of  severity  of 
infection,  but  of  severity  of  intestinal  involvement,  catarrhal  or  ulcerative, 
although  in  some  cases  even  the  latter  state  does  not  provoke  active  diar- 
rhoea. General  diffuse  pain  in  the  bowels  is  often  present  early  in  tLe 
disease,  but  is  apt  to  disappear  later. 

Hemorrkage  from  the  bowel  in  typhoid  fever  is  one  of  the  inevitable 
complications  in  a  certain  percentage  of  cases,  and  usually  takes  place 
after  the  second  week  of  the  disease.  Very  rarely  slight  loss  of  blood  may 
ficcur  in  the  first  week.  Proper  treatment  of  the  patient  all  through  his 
attack  may  diminish  toxaemia  and  prevent  a  fatal  terminal  infection,  but  no 
form  of  treatment  so  far  devised  has  materially  diminished  the  frequency  of 
hemorrhage  or  the  mortality  from  this  cause,  although  the  frequency  of 
the  occurrence  and  mortal  effects  vary  greatly  in  different  epidemics.  Tlie 
general  average  of  its  occurrence  may  be  placed  at  5  per  cent.  In  52,196  cases 
of  typhoid  fever  collected  from  several  series  of  cases  reported  by  French 
and  German  physicians,  and  from  the  official  reports  of  hospitals  in  the 
United  States  and  Canada,  Englan<j  and  Ireland,  Germany,  Austria,  South 
Africa,  and  Australia,  hemorrhage  is  stated  to  have  occurred  in  2725  cases, 
which  gives  a  percentage  of  5.22.  The  mortality  in  persons  suffering  from 
it  is  about  35  to  50  per  cent.,  although  in  271  coses  of  intestinal  hemorrhage 
complicating  typhoid  fever,  collected  from  the  official  reports  of  hospitals 
in  the  United  States,  Canada,  England,  and  Germany,  71  cases  proved 
fatal,  which  gives  a  percentage  of  26.2.  Hemorrhages  usually  arise  from 
ulcers  in  the  small  intestine  and  are  ver}'  rare  in  children.  The  symptoms 
consist  of  sudden  fall  in  the  temperature  and  it  may  be  in  the  pulse  rate, 
but  this  primary  decrease  is  usually  followed  by  a  more  rapid  pulse  than 
existed  before  the  accident  occurred.  A  diagnosis  of  hemorrhage  is  to  be 
reached  not  only  by  the  observance  of  the  symptoms  just  described,  but 
in  addition  by  the  presence  of  blood  in  the  stools  and  by  examining  the 
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blood  to  discover  a  paucity  of  hsemoglobin.  The  gra\'ity  of  a  hemorrhage 
depends  upon  the  relation  of  the  quantity  of  blood  lost  to  the  vitality  of 
the  patient  and  the  fre(juency  with  whicii  the  bleeding'  occurs.  Thus  a 
fairly  profuse  hemorrhage  in  a  strong  patient  may  be  followed  by  no 
severe  symptoms,  whereas  repeated  small  hemorrhages  may  greatly  exhaust 
the  most  lusty  individual.  When  the  patient  is  at  the  end  of  a  long  and 
severe  attack  of  the  fever,  even  a  comparatively  small  hemorrhage  may  be 
fatal.  The  existence  of  small  losses  of  blood  not  sufficient  in  size  to  be 
manifest  to  the  eye  when  the  stools  are  examined,  may  l>e  discovered  by 
the  tests  for  occult  blood  named  in  the  Article  on  Gastric  Ulcer. 

Perforation  of  the  howdy  the  most  serious  of  all  the  complications  of 
this  disease  that  is  commonly  met  with,  has  no  relation  to  the  severity  of 
tlie  general  symptoms,  for  it  occurs  as  often  in  mild  as  in  severe  cases. 
Indeed,  in  nearly  50  j)er  cent,  of  recorded  cases  this  accident  occurred  in 
raild  cases.  Wlien  perforation  occurs  the  symptoms  are  apt  to  be  ushered 
in  by  agonizing  pain,  usually  felt  in  the  appendicular  region,  which  may  be 
severe  enough  to  rouse  the  patient  from  a  considerable  degree  of  stupor. 
If  the  patient  is  not  too  apathetic  the  pain  is  often  described  as  being  in 
the  lower  zone  of  the  belly  near  the  median  line,  and  most  commonly 
slightly  to  die  right.  The  l)elly-wall  is  sensitive  to  palpation,  speedily 
becomes  tense  and  tympanitic,  and  all  the  sjinptoms  of  a  general  dif- 
fuse peritonitis  may  quickly  ensue.  The  pain  may,  however,  not  be  per- 
sistent, but  pass  away  or  become  modifieil,  as  the  peritoneal  condition 
resulting  from  the  escape  of  fecal  matter  info  its  cavity  becomes  more  and 
more  septic.  The  pulse  becomes  rapid  and  naming,  and  collapse  may 
speedily  assert  itself.  When  this  occurs,  death  speedily  comes  on,  tlie 
patient  d}'ing  in  a  few  hours,  or,  again,  he  may  rally  and  survive  for  several 
days.  Early  death  is,  however,  the  more  common  result.  Thus  in  the 
collection  of  34  cases  made  by  Fitz,  of  Boston,  37.3  per  cent,  dicfl  on  the 
first  day,  21>.5  per  cent,  on  the  second,  and  83.4  per  cent,  in  the  first  week. 
During  the  second  week  9  died,  in  the  third  week  4  died,  and  2  otlier  cases 
hve<l  thirty  and  thirty-eight  days,  respectively.  If  collapse  does  not  ensue, 
the.  rally  of  the  system  results  in  a  rise  of  the  temperature  to  a  point  higher 
than  before  the  accident,  and  this  movement  is  often  accompanied  by 
chills  and  rigors.  Usually  by  the  second  or  tliird  day  the  peritoneal  symp- 
toms become  more  and  more  marked,  the  condition  of  the  patient  more 
and  more  asthenic  and  depressed,  and  death  results  by  the  fourth  day 
from  a  general  peritonitis  with  toxtemia  from  the  absorption  of  toxic  materials. 
In  other  cases  tlie  onset  of  the  perforation  is  insitlious;  the  belly  before  the 
perforation  may  have  been  moderately  tympanitic,  but  now  becomes  intensely 
hard  and  rigid ;  the  pain,  which  in  some  cases  is  so  severe,  does  not  develop, 
but  the  great  fall  in  fever  followed  by  a  rise,  and  this  again  by  rigors,  it 
may  be,  give  evidence  of  the  grave  accident  which  has  occurred.  The 
pulse  becomes  increasingly  rapid  and  running,  and  the  respiration  more 
and  more  costal  and  less  and  less  diaphragmatic,  until  the  patient  sinks  out 
of  life,  without  much,  if  any,  suffering,  in  generally  tlie  same  manner  as  one 
sees  death  come  to  a  case  of  diffuse  septic  peritonitis  due  to  a  pyosalpinx  or 
to  sepdc  appendicitis.     In  such  cases  the  perforation  is  usually  very  small, 
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and  is  so  surroumled  by  adhesions  that  the  escape  of  the  intestinal  con» 
tents  is  very  gradual  and  in:iidious,  infecting  the  peritoneum  without  tlie 
escaping  fluid  being  copious  enough  at  any  one  time  to  produce  great  pain 
or  reaction. 

In  this  connection  it  is  important  to  note  that  a  sudden  fall  in  temperature 
is  not  a  symptom  necessary  to  the  diagnosis  of  intestinal  perforation.  On 
the  contrary,  there  are  many  cases  on  reconl  in  which  a  rise  of  temperature 
has  followed  this  accident. 

The  diagnosis  of  perforation  is  to  \ye  reached  by  the  following  signs  in 
addition  to  those  just  given:  Tlie  band  of  the  physician,  when  lightly  placed 
upon  the  abdominal  wall,  not  only  lievelops  the  fai't  that  it  is  hypersensitive, 
but  that  its  muscles  are  unduly  tense.  If  the  perforation  has  occurred 
very  recently  the  rather  swollen  and  tumid  belly  may  be  slightly  scaphoid. 
Percussion  may  indicate  the  presence  of  gas  in  the  peritoneal  cavity,  and 
the  liver  may  be  pushed  away  from  the  abdominal  wall  in  such  a  manner 
that  the  ordinary  area  of  liver  dulness  is  largely  decreased.  Percussion  of 
the  right  hypochondrium  is,  therefore,  an  essentia!  procedure  in  the  physical 
diagnosis  of  these  cases.  A  fallacy  underlying  this  test  is  the  possibility  of 
a  portion  of  the  colon,  when  greatly  distended  with  gas,  slipping  up  between 
the  liver  and  the  belly  wall,  and  thus  giving  resonance;  but  this  is  a  rare 
occurrence. 

In  some  cases,  however,  as  intimated,  the  symptoms  are  so  insidious  that 
the  absence  of  this  sign  does  not  negative  the  diagnosis  of  perforation. 
Indeed  a  posiuve  diagnosis  may  not  be  possible,  and  cases  are  sometimes 
met  with  in  which  the  perforation  has  not  been  suspected,  and  is  found 
only  at  the  autopsy. 

The  diagnosis  of  peritonitis  due  to  perforation  is  aided,  but  not  confirmed, 
if  an  examination  of  the  blood  reveals  a  leukocytosis  of  poljinorphonuclear 
cells. 

There  are  several  conditions  causing  pain  which  must  Iw  carefully  excluded 
before  the  physician  can  arrive  at  the  diagnosis  of  perforation,  even  if  the 
symptoms  and  signs  just  described  arc  present.  These  are  diaphragmatic 
pleurisy,  pneumonia  of  the  bases,  appendicitis,  iliac  thrombosis,  and  intes- 
tinal obstruction.  Further  than  this,  peritonitis  may  develop  from  extension 
of  the  inflammatory  process  in  the  bowel  or  by  reason  of  the  migra- 
tion of  micro-organisms  through  those  parts  of  the  bowel  wall  which 
have  l>een  impaired  by  the  ulcerative  process.  In  such  cases  the  pain, 
swelling,  and  diaphragmatic  paralysis  may  all  be  present  without  being 
due  to  perforation,  and  so  closely  may  the  symptoms  of  perforation  be 
aped  that  operation  has  been  performed,  with  the  discovery  that  no  perfora- 
tion had  occurred;  thus  in  a  case  under  the  care  of  Hcrringham,  nothing 
was  found  at  the  section  an<l  the  patient  recovered.  Perforation  may  also 
be  simulated  by  suppuration  and  rupture  of  a  swollen  mesenteric  gland. 
Other  causes  of  peritonitis  are  necrosis  of  the  mesenteric  glands,  infarc- 
tion of  the  spleen,  or  the  development  of  abscess  in  an  ovary  or  Fallopian 
tube.  Very  rarely  peritonitis  arises  from  cholecystitis  or  cholangitis,  with 
or  without  gallstones.  Liebermeister  has  recorded  two  cases  in  which 
rupture  of  the  gall-bladder  with  escai>e  of  gallstones  into  the  abdominal 
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cavity  took  place.  An  ulcer  in  the  appendix  may  perforate  or  an  inter- 
current appendicitis  may  complicate  the  case» 

The  percentage  of  fre<jueiicy  of  occurrence  of  perforation  is  generally 
stated  to  be  about  2.2,  but  in  30,906  cases  of  typhoid  fever  collected  from 
several  series  of  cases  reported  by  French  and  German  physicians,  and 
from  the  official  reports  of  hospitals  in  the  United  States  and  Canada, 
England  and  Ireland,  Germany,  Austria,  South  Africa,  and  Australia, 
perforation  is  stated  to  have  occurred  in  1 144  cases,  which  gives  a  percentage 
of  3.69.  The  percentage  of  its  raortulity,  when  surgical  interference  is  not 
resorted  to  at  tlie  most  favorable  time,  is  00  to  05  per  cent.,  and  with 
operative  interference  it  may  i»c  as  high  as  SI  per  cent.     (See'iVeatincut.) 

Perforation  is  very  much  more  frequently  seen  in  men  than  in  women. 
Fitz  in  444  cases  found  71  per  cent,  in  men  and  20  per  cent,  in  women.  In 
21  cases  of  perforation  in  Basle,  15  were  men  and  6  were  women;  and 
Griesinger  in  14  cases  had  10  men  and  4  women.  Murchison  also  found 
in  24  cases  16  men  and  S  women,  although  the  general  mortality  of  the 
disease  among  women  was  slightly  higher  than  among  men.  So,  too, 
Bristowe,  of  I^ndon,  met  with  this  accident  in  men  in  II  of  15  cases,  and, 
again,  Nacke  collected  106  perforation  cases,  of  which  12  were  in  men 
and  34  were  in  women. 

Perforation  is  responsible  for  a  large  proportion  of  the  tleaths  which  occur 
from  typhoid  fever.  Out  of  1721  cases  which  came  to  autopsy  the  per- 
centage of  deaths  due  to  perforation  was  11.3,  according  to  Murchison. 
According  to  Holscher,  it  was  found  in  20O0  Munich  cases  114  times  (5.7 
per  cent.),  and  in  20  out  of  80  of  his  cases  which  ended  in  death.  In  46SO 
cases  tabulated  by  different  writers,  Fitz  found  the  proportion  tu  be  6.58 
per  cent,  which  agrees  with  Holscher's  statistics.  Hoffman  found  that  out 
of  250  deaths  in  typhoid  fever  20  were  due  to  perforation. 

Perforation  takes  place  most  commonly  in  the  third  and  fourth  weeks  of 

the  mala<ly,  but  is  by  no  means  rare  in  the  second  week.    It  occurs  most 

commonly  in  patients  between  twenty  and  thirty  years  of  age.     Elsberg  has 

l3"eported   a  case  of  a  child  of  three  and  a  half  years  wlio  suffered  from 

this  accident,  but  whose  life  was  saved  by  abdominal  section. 

The  relation  of  typhoid  fever  to  appendicitis  is  one  of  great  interest. 
It  has  been  thought  by  some  that  appendicitis  arising  in  typhoid  fever  was 
a  mere  coincidence;  by  others,  that  its  origin  depended  upon  a  general  infec- 
tious process;  and,  again,  by  others,  that  it  was  due  to  the  direct  infection  of 
the  ap[:)endix  with  the  bacillus  of  Eberth.  Probably  all  these  views  hold  true 
in  individual  cases.  The  richness  of  the  ap[>endix  in  lymphoid  tissue,  and 
the  fact  that  typhoid  fever  is  particularly  prone  to  attack  such  tissues, 
renders  this  organ  pecuHarly  susceptilile  on  tlieoretica!  grounds.  That  this 
view  is  correct  is  proved  by  the  research  of  Mopfenhausen.  who  cullerted 
the  appendices  obtained  from  30  cases  of  typhoid  fever  and  studied  them 
under  Stilling  in  the  University  of  Lausanne,  She  concludes  that  moderate 
changes  in  the  appendix  may  be  found  in  nearly  all  cases  of  this  disease, 
that  it  is  most  marked  in  the  earlier  stages  of  the  malady,  and  consists 
chiefly  in  cellular  infiltration,  specific  lesions  being  rare  and  not  suffi- 
cient to  produce  the  more  severe  forms  of  appendicular  disease. 
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True  appendicitis  complicating  typhoid  fever,  in  the  sense  of  inflammation 
of  the  appendix  severe  enough  to  produce  abscess,  is  undoubtedly  a  very 
rare  affection.  Hopfenhausen  has  collected  statistics  of  743  cases  of  appen- 
dicitis, of  which  5  per  cent,  were  due  to  typhoid  fever.  This  must  be  a 
very  much  larger  percentage  than  usually  exists. 

It  is  a  noteworthy  fact  that  appendicular  s}Tnptoms  are  not  infrequent 
in  early  typhoid  fever,  and  often  disappear  under  rest  in  bed,  and  with 
the  full  development  of  tlie  itifcction.  Rarely  the  inflammation  goes  on 
to  the  foniiation  of  an  apj>e[idicular  abscess  or  perforation.  The  swelling 
of  the  lymph  node  in  the  mesoappendix  and  the  presence  of  ulcers  in  the 
Cfficura  explain  why  it  is  that  puin  in  the  appendicular  area  is  by  no  means 
rare.  (See  Plate  I.)  Sudden  pain  in  the  lower  zone  of  the  alxiomen  maybe 
indicative,  not  of  appendicitis,  but  of  the  presence  of  an   iliac  throml)Osis. 

Tympanifcs  in  typhoid  fever  is  always  present  to  some  degree  at  some 
Stage  of  the  disease.  ^Vhen  very  marked,  it  is  an  evil  symptom  because 
it  indicates  active  fermentation  in  the  bowel,  and  the  presence  of  intestinal 
atony,  and  because  the  gas  presses  on  the  abdominal  thoracic  viscera  and 
disturbs  their  functions.  By  distending  the  intestine  it  may  also  predispose 
the  patient  to  a  hemorrhage  or  perforation  by  the  strain  on  a  severely  ulcer- 
ated Peyer's  patch. 

Hepatic  Compucatioms. — The  liver  and  gall-bladder  rarely  show^  signs  of 
active  infection  during  the  early  part  of  an  attack  of  typhoid  fever.  Jaundice 
is  one  of  the  rarest  complications  of  this  disease.  Aside  from  some  swelling 
and  tenderness  in  the  hepatic  region,  no  symptoms  in  the  hypochondrium  are 
usually  observable.  It  is,  however,  important  to  note  that  secondary  involve- 
ment of  the  gall-bladder  as  a  sequel  of  this  malady  is  by  no  means  rare,  a  true 
cholecystitis  developing  in  a  goodly  proportion  of  cases  as  a  result  of  infec- 
tion of  this  viscus  by  the  bacillus  of  Eberth.  This  cholecystitis  may  be 
severe  enough  to  result  in  empyema  of  the  gall-bladder  and  perforation 
of  its  walls  with  symptoms  resembling  intestinal  perforation.  A  still  more 
interesting  fact  is  that  such  a  cholecystitis  due  to  this  organism  may  develop 
many  years  after  the  attack  of  typhoid  fever,  and  again  that  the  clumping 
of  these  organisms  in  the  gall-bladder  may  give  rise  to  the  formation  of 
gallstones. 

Louis,  in  his  work  on  typhoid  fever,  published  in  1836,  states  that  changes 
in  the  bile  and  gall-bladder  occur  more  frequently  in  typhoid  fever  than 
in  other  acute  diseases,  and  cites  3  fatal  cases  in  which  cholecystitis,  unrecog- 
nized during  life,  was  found  at  autopsy.  Grisolle  and  Andra!  mention 
similar  rases.  In  3  instances  French  found  the  gall-bladder  of  persons 
who  had  died  of  typhoid  fever  fiUed  with  turbid  albuminous  fluid,  and 
Rokitansky  speaks  of  having  found  "fibrinous  exudations"  in  the  gall- 
bladder of  several  patients  who  died  from  the  disease.  Murchison  refers 
to  the  cholangitis  and  cholecystitis  which  may  accompany  typhoid  fever, 
and  reports  a  case  of  rupture  of  the  gall-bladder,  followed  by  general  peri- 
tonitis. In  1876  Hagenmiiller  reported  IS  cases  of  cholecystitis  complicating 
typhoid  fever.  He  concluded  that  it  was  a  more  frequent  complication 
than  had  generally  been  supposed.  Ilolscher.  in  the  2000  Munich  autop- 
sies, found  empyema  of  the  gall-bladder  5  times. 
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In  1889  Bemheim  suggested  that  tTphoid  bacilli  might  give  rise  to  gall- 
stones by  producing  alteration  or  stagnation  of  the  bile.  In  1893  Defourt 
reported  19  cases  of  cholelithiasis,  in  which  the  first  attack  of  biliary  colic 
occurred  at  varying  periods  after  typhoid  fever.  Osier  has  reported  a  case 
of  hepatic  colic  occurring  for  the  first  time  in  the  fifth  week  of  typhoid 
fever.  At  operation  nothing  could  be  found  to  account  for  perforation 
of  the  gall-bladder,  but  nine  months  later  a  gallstone  was  discharged. 

Foumier  found  bacteria  in  38  out  of  100  gallstones  which  he  removed 
at  autopsies.  The  colon  bacilli  predominated,  while  the  typhoid  bacilli 
were  found  to  be  second  in  frequency.  Milian,  Chantemesse,  and  Horton 
Smith  report  similar  experiences. 

Chiari  found  typhoid  bacilli  present  in  the  gall-bladder  in  19  out  of  22 
cases,  and  obtained  pure  cultures  from  15.  In  9  out  of  10  cases  at  St. 
Bartholomew's  Hospital,  London,  Bacilli  iyphosi  were  found.  Gushing 
mentions  5  cases  of  cholecystitis  complicating  typhoid  fever,  in  which  pure 
cultures  of  colon  bacilli  were  obtained  from  the  pus.  Marsden  reports  a 
case  in  which  cultures  resembling  Bacillus  typhosus  were  obtained.  Van 
Dungern  obtained  pure  cultures  of  typhoid  bacilli  from  pus  surrounding 
the  ^I-bladder  fourteen  years  and  a  half  after  an  attack  of  typhoid  fever. 
Pure  cultures  have  often  been  obtained  from  six  to  eight  mondis  after  the 
attack  (Chantemesse,  Dupr^). 

Mason  thinks  that  the  bacilli  gain  entrance  through  the  biliary  ducts. 
Councilman  believes  that  they  are  carried  through  the  blood,  and  that  areas 
of  necrosis  in  the  liver  afford  them  portals  of  entrance.  Hagenmiiller,  Mayo 
Robson,  and  Mark  Richardson  believe  that  biliary  complications,  espe- 
cially cholecystitis,  are  due  to  ascending  infection  of  iJie  ducts.  Marsden  is 
of  the  opinion  that  the  most  important  passage  of  bacilli  into  the  gall- 
bladder is  through  the  blood,  the  liver,  and  the  biliary  ducts.  He  is 
undoubtedly  correct. 

Typhoid  cholecystitis  during  the  course  of  the  fever  is  frequently  latent. 
In  more  than  one-half  the  recorded  cases,  either  on  account  of  latency  of 
symptoms  or  typhoidal  stupor,  nothing  unusual  was  observed  during  life. 

The  two  most  constant  symptoms  are  pain  and  swelling,  the  former  being 
paroxysmal  and  most  marked  in  the  region  of  the  gall-bladder  and  under 
the  scapula.  Maurice  Richardson  says  that  it  may  be  in  the  epigastrium 
or  over  McBumey's  point.  According  to  Mayo  Robson,  if  a  line  be  drawn 
from  the  umbilicus  to  the  ninth  rib  on  the  right  side,  there  is  almost  always 
tenderness  at  the  beginning  of  the  second  third  of  this  line.  Jaundice  is 
rarely  met  with,  but  there  may  be  repeated  chills  and  sweats. 

GENiro-URiNAKT  COMPLICATIONS. — Albuminuria  in  typhoid  fever  is  quite 
a  constant  condition,  occurring  as  frequently  as  in  70  per  cent,  of  all  cases, 
and  being  most  marked  in  the  second  week.  Usually  its  presence  is  not  asso- 
ciated with  that  of  tube  casts  unless  the  patient  is  already  a  sufferer  from 
nephritis  prior  to  the  attack.  When  casts  are  present,  the  albumin  is  usu- 
ally present  in  large  amount.  Albuminuria  without  casts  is  not  a  serious 
complication.  Probably  true  nephritis  is  present  in  almost  20  per  cent,  of 
the  cases,  but  this  is  usually  not  productive  of  renal  symptoms.  An  ante- 
cedent nephrids  may  take  on  renewed  activity  and  a  true  hemorrhagic 
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nephritis  may  occur,  usually  in  severe  cases  only.  The  urine  is  apt  to  be 
scanty  anil  of  high  specific  gravity  unless  the  physician  insists  upon  the 
patient  drinking  freely  of  water. 

Pyuria  in  slight  degree  is  common.  Blumer  says  it  occurs  in  17  per  cent., 
but  it  is  a  noteworthy  fact  that  pyelitis  due  to  typhoid  fever  is  alraost  unknown. 
Wliile  this  is  true,  it  is  also  of  interest  to  note  that  enormous  numbers  of 
the  bacillus  of  Eberth  are  to  be  found  in  the  urine  after  the  second  week 
of  the  disease,  and  often  fur  into  convalescence.  Petruschky  has  estimated 
that  1  c.c.  may  contain  170,000,000  bacilU.  A  profuse  polyuria  is  often 
pre-sent  when  the  stage  of  convalescence  is  entered  upon. 

Orchitis  and  epididyimtis  rarely  occur  as  a  result  of  a  direct  infection  with 
the  specific  bacillus.  They  differ  from  the  changt^s  due  to  gonorrhoL-a  in 
that  they  are  less  painful  and  more  rapid  in  their  course  to  suppuration  or 
recovery.  They  are  usually  unilateral  and  the  testicle  is  first  affected. 
Typhoidal  cystitis  due  to  the  presence  of  the  bacilUis  of  Eberth  rarely  occurs. 

Respir\tory  Comtucation's. — The  respiratory  disorders  met  with  in 
connection  with  the  course  of  typhoid  fever,  aside  from  tlie  bronchitis  already 
mentioned,  are  quite  numerous.  In  the  later  stages  of  the  disease  we  may 
meet  with  severe  larynfjeal  ulceration,  which  in  turn  maybe  complicated  by 
perichondritis  or  ledenia  of  the  glottis.  Hoffman  found  2S  cases  of  ulcer  of 
the  larynx  in  250  autopsies  in  this  disease,  and  Gricsinger  in  26  per  cent,  of 
those  dying  of  the  malady,  so  that  it  is  by  no  means  rare.  Keen  collected 
14(3  cases  of  severe  laryngeal  disease  due  to  this  cause,  and  found  that 
necrosis  of  the  laryngeal  cartilages  when  it  occurred  was  a  very  fatal 
complication,  deatli  occurring  in  95  per  cent,  of  the  cases. 

Intense  hypostatic  congest  ion  is  one  of  the  most  constant  pulmonary 
changes  seen  at  autopsy;  in  some  cases  the  blood  may  inundate  the  air 
vesicles,  causing  solidification.  How  often  this  change  is  agonal  cannot  be 
determined  with  any  degree  of  certainty,  but  as  it  depends  on  more  or  less 
prolonged  maintenance  of  one  position  aided  by  an  enfeebled  circulation 
the  danger  can  be  greatly  lessened,  if  not  avoided,  by  frequent  changes 
in  posture. 

Pneumonia  develops  in  typhoid  fever  in  three  forms  and  in  different  stages 
of  the  disease:  (1)  As  an  acute  lobar  pneumonia  ushering  in  the  attack  of 
enteric  fever,  and  due  to  the  Micrucoccus  lanceohilus,  or,  it  is  thought  by 
some,  to  the  infection  of  the  lung  by  the  bacillus  of  Eberth,  the  so-called 
"^pneumotyphoid."  True  croupous  pneumonia  in  the  later  stages  is  very 
rare.  (2)  Bronchopneumonia,  probably  arising  from  terminal  infection  or 
by  hypostatic  congestion  due  to  the  profound  toxjcmia  and  cardiac  degenera- 
tion and  feebleness,  is  more  common.  (3)  Acute  tuberculous  pneumonia 
sometimes  seizes  the  typhoid  fever  patient  when  he  seems  about  to  begin 
his  convalescence. 

It  is  not  to  be  forgotten  that  infarction  of  the  lung  may  occur  as  the 
result  of  cardiac  or  venous  emboli.  Such  an  infarction  may  mislead  the 
physician  into  a  diagnosis  of  lobar  or  lobular  pneumonia  by  reason  of 
the  dulnass  on  percussion,  the  rise  of  temperature,  and  blood-tinged 
sputum.  An  infarction  may,  if  the  patient  survives,  result  in  pulmonary 
abscess  or  gangrene. 
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Phuruty  arises  very  rarely  as  a  primary  lesion.  It  is  usually  secondary  to 
infarction,  pneumonia,  or  gangrene.  Cases  of  empyema  due  to  the  specific 
bacillus  have,  however,  been  recorded. 

Nervois  Complications. — The  nervous  disturbances  vary  very  greatly. 
In  the  average  case  there  is  in  the  early  part  of  the  onset  no  mental  change 
save  that  of  unfitness  for  mental  occupation,  with  dreamful  sleep  which  is  apt 
to  be  restless.  Later  the  patient  continually  doxes  off,  yet  awakens  easily,  and 
for  a  moment  may  be  a  little  confused  lietween  the  mental  impressions  Lett 
on  his  brain  by  the  dream  and  the  conditions  he  finds  about  htm  on  returning 
to  consciousness.  Still  later,  if  the  infection  is  severe,  he  becomes  more 
apatheiic  when  awake,  less  easily  aruusei!  when  asleep,  and  often  delirious 
in  his  sleep,  his  dreams  being  evidently  vivid,  so  that  he  keeps  muttering 
the  conversation  he  thinks  he  is  actually  having,  or  calls  out  loudly,  as  his 
dream  seems  to  lead  him  to  a  point  where  an  imperative  call  or  sudden 
action  is  needed.  Sf)metinies  the  ildu.s^'tnus  in  (he  delirium  nmount  to 
imperative  conceptions,  and  the  patient  believes  that  lie  is  away  from  home 
and  must  return  there  at  once,  or  that  he  is  l>eing  restrained  by  force,  or, 
again,  that  some  member  of  his  family  is  in  distress  and  needs  his  aid  or 
is  calling  for  him.  Often  this  form  of  mental  disturbance  is  painful  to 
witness,  difficult  to  overcome,  and  harassing  to  the  patient.  In  these  cases 
the  hands  may  be  moved  continually  in  active  motions,  as  if  to  illustrate 
the  ideas  of  the  patient.  Such  cases  are  apt  to  be  grave  if  for  no  other 
reason  than  that  they  exhaust  themselves  if  relief  is  not  given.  The 
more  encouraging  type  of  delirium  is  of  the  quiet,  muttering  form,  as  if 
the  patient  was  gently  ''speaking  in  his  sleep"  as  in  health,  and  this  may 
be  taken  as  tlie  natural  form  of  delirium  in  the  disease.  Later  the  stupid 
condition  becomes  more  and  more  marked  in  some  cases,  and  absolute 
mental  stillness  is  reached,  in  which  only  rough  shaking  or  loud  calling 
will  arouse  the  patient.  In  severe  cases  with  marked  toxaemia  we  find  at 
times  a  state  of  mental  confusion,  staring  eyes,  and  semi-stupor,  with  pe> 
sistent  muttering,  the  so-called  coma  vigil. 

During  convalescence  wp7</a/  n6errfl//ow,  depending  usually  upon  exhaus- 
tion, may  develop.    The  prognosis  in  such  cases  is  usually  good. 

Rarely  in  the  course  of  typhoid  fever  symptoms  of  irrilutton  or  injlavtvia- 
iion  of  the  meninges  of  the  brain  develop,  and  it  b  important  to  remember 
that  these  symptoms  may  arise  from  several  causes.  The  most  common  of 
these  is  congestion  and  engorgement  of  the  meningeal  vessels  without  any 
true  inflammatory  process;  the  next  most  common  form  is  that  due  to  the 
extension  of  an  infection  from  abscess  in  the  middle  ear;  the  third  form  is 
that  in  which  there  is  infection  with  the  streptococcus  or  pneumococcus, 
and  very  rarely  the  meningitis  is  due  to  the  bacillus  of  Eberth.  Cole 
has  recorded  three  instances  in  which  the  typhoid  bacillus  was  obtained 
from  the  cerebnispinal  fluid  by  lumbar  puncture  in  typhoid  fever.  In  one 
the  meningitis  was  serous,  in  another  purulent:  the  character  of  the  other 
is  not  stated. 

The  frequency  of  this  complication  in  the  different  periods  of  the  disease 
when  due  to  true  typhoid  infection  of  the  meninges  is  in  direct  ratio  to 
the   length  of   the   malady,  namely,  in  the  third  or  fourth  week.     In  the 
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great  majority  of  instances  in  which  the  complication  has  appeared  the 
patient  was  under  thirty  years,  and  usually  between  twenty  and  thirty 
years.  That  is  the  period  in  which  typhoid  fever  is  most  commonly 
seen. 

In  every  case  of  true  typhoid  TneningitlSf  so  far  recorded,  death  has 
occurred,  but  this  is  a  statement  which  does  not  possess  as  great  prognostic 
value  as  would  app>ear  at  first  glance,  since  an  absolute  diagnosis  of  true 
typhoid  meningitis  can  not  be  made  during  life,  for  the  positive  test  is 
the  bacteriological  examination  of  the  skull  contents.  Nevertheless,  the 
presence  of  marked  meningeal  symptoms  Is  of  the  gravest  import  m  all 
cases. 

Sometimes,  because  of  degenerative  changes  in  the  vessels,  a  hemorrhagic 
effusion  into  the  meninges  of  the  brain  takes  place,  but  this  does  not 
commonly  produce  marked  symptoms  unless  it  is  profuse. 

Convulsions,  generalized  or  localized,  with  coma  and  delirium  may  arise 
from  tlirombosis  of  the  cerebral  sinuses  or  of  the  cerebral  arteries,  but  they 
are  very  rare  from  any  cause.  Murchison  only  met  with  them  in  G  cases  out 
of  2960.  If  due  to  the  lesions  named,  they  indicate  a  fatal  tennination 
in  the  near  future.  In  Osier's  case  death  followed  convulsions^  produced  by 
thrombosis  of  the  branches  of  the  left  midtUe  cerebral  artery,  in  twelve 
hours.  If  they  occur  in  neurotic  children  or  females,  the  outlook  is  not 
so  gloomy,  as  they  probably  do  not  depend  upon  an  actual  lesion  in  the 
brain. 

Sometimes  acute  otitis  media  produces  violent  headache  and  finally 
symptoms  of  meningitis,  but  its  presence  is  often  unrecognized  as  a  cause 
until  a  discharge  takes  place  from  the  ear. 

Neuritis^  generalized  or  localized,  is  met  wi(h  occasionally  in  the  later 
stages,  producing  wrist-drop  or  toe-drop,  and  sometimes  causing  severe 
pain.  ^Vhen  there  is  a  multiple  neuritis  the  sjTnptoms  may  closely  resemble 
locomotor  ataxia  or  anterior  poliomyelitLs.  Sometimes  the  skin  of  the  toes 
or  of  the  whole  foot  l>ecomes  exquisitely  sensitive. 

When  hemiplegia  occurs,  which  is  quite  rare,  it  results  from  cerebral 
embolism  or  thrombosis  or  verj'  rarely  from  actual  hemorrhage. 

CoMPUCATioNs  IN  THE  BoNES,  JoiNTs,  AND  MuscLEs. — Secondary 
ilisease  of  the  bones,  consisting  of  posi-iypkoidal  osteomtjelitis  due  to  the 
s]>ecific  Imcilhis  or  to  infection  by  associated  micro-organisms,  may  occur. 
The  tibia  and  the  ribs  are  the  lx)nes  most  commonly  involved,  and  the 
changes  are  subacute  or  chronic  rather  than  acute.  So,  too,  arthritis  may 
be  due  to  pyogenic  micro-organisms  or  to  the  Eberth  bacillus,  and  is  usually 
of  a  subacute  or  chronic  type.  Spontaneous  dislocation  of  the  A //>  may  occur 
in  very  rare  instances. 

Many  years  ago  V.  P.  Gibney,  of  New  York,  descril^,  under  the  name 
of  typhoid  spine,  a  condition  in  which  there  develops,  often  some  days 
after  the  patient  is  up  and  about,  and  often  only  after  some  very  slight  jar 
or  trauma,  great  tenderness  of  the  spine,  with  pain  in  the  back,  and  in  the 
legs  when  they  are  moved.  Usually  it  is  held  that  this  condition  is  not 
dependent  upon  a  spondylitis,  neuritis,  or  Pott's  disease,  and  is  probably 
a  neurosis  closely  allied  to  the  neuroses  seen  in  cases  of  severe  trauma. 
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Fraenkel  has  recently  shown  that  in  fatal  cases  of  typhoid  fever  the 
bacillus  may  be  obtained  from  the  cancellous  tissue  of  the  bodies  of 
the  vertebrae  and  some  of  these  cases  of  so-called  tj'phoid  spine  may  be 
instances  of  osteomyelitis  involving  these  structures. 

Sometimes  in  the  stage  of  convalescence  a  curious  state  is  developed  in 
which  the  muscles  of  the  lower  extremities  become  painful,  somewhat 
brawny,  and  even  slight  redness  may  appear  in  the  skin  covering  them. 
Usually  this  is  unilateral,  but  it  may  be  bilateral.  Most  commonly  it 
affects  the  calf  of  the  leg,  and  pain  is  developed  on  pressure  or  on  move- 
ment, active  or  passive.  This  is  due  to  a  myositis.  It  should  not  be 
confused  with  phlegmasia  dolens  due  to  thrombosis. 

Typhoid  Fever  Complicating  Pregnancy. — In  a  very  large  number  of 
cases  of  typhoid  fever  complicating  pregnancy,  abortion  or  premature  labor 
comes  on.  Corbin  collected  364  cases  of  typhoid  fever  occurring  in  pregnant 
women,  and  Fellner,  of  Vienna,  has  added  7  others  to  this  number,  making  a 
total  of  371  cases.  Of  these  371  cases  228,  or  61  per  cent.,  ended  in  prema- 
ture births,  and  in  202  cases  pregnancy  terminated  before  the  sixth  month. 
Most  of  the  full-term  children  were  bom  dead,  and  those  who  were  bom 
alive  were  weak  and  did  not  long  survive.  The  mortality  in  the  mother 
under  these  circumstances  is  about  16  per  cent. 

Diagnosifl. — ^The  diagnosis  of  typhoid  fever  is  to  be  based  on  the  char- 
acteristic ascent  of  the  temperature,  the  general  malaise  of  the  patient,  the 
peculiarly  coated  tongue  with  red  edges,  the  tumid  belly,  and  the  develop- 
ment of  the  rash  about  the  seventh  to  the  ninth  day.  If  to  these  symptoms 
are  added  an  enlargement  of  the  spleen  and  liver,  the  diagnosis  becomes 
still  more  certain,  and  is  confirmed  if  the  laboratory  tests  mentioned  on 
the  following  pages  are  positive.  The  laboratory  aids  to  diagnosis  are 
the  Widal  or  a^lutination  test;  the  isolation  of  the  bacillus  from  the 
blood,  from  the  stools,  from  the  urine,  and  from  the  rose  spots,  and 
the  diazo  reaction.  The  objection  to  these  tests  is  the  difficulty  as  to 
technique  for  the  general  practitioner,  and,  more  important  still,  the  fact 
that  some  of  them  are  obtainable  in  many  instances  so  late  in  the  course 
of  the  disease  as  only  to  confirm  the  clinical  diagnosis  already  made.  (See 
page  48.) 

Typhoid  fever  must  be  separated  from  a  number  of  maladies  which 
closely  resemble  it.  Pure  typhoid  infection  may  result  in  the  production 
of  a  fever  which  closely  follows  the  remittent  or  intermittent  malarial 
types,  and  which  is  often  associated  with  so  much  gastric  disturbance  and 
vomiting  and  so  lacking  in  the  more  prominent  typhoid  symptoms  usually 
seen  that  the  picture  of  remittent  malarial  fever  is  clear,  while  the  true 
picture  of  typhoid  fever  is  clouded.  Again,  there  can  be  no  doubt  that 
cases  of  tme  malarial  infection  occur  in  which  the  symptoms  so  closely 
resemble  those  of  typhoid  fever  that  a  purely  clinical  diagnosis  is  almost 
impossible  if  an  epidemic  of  typhoid  fever  is  in  full  swing  at  the  time. 
Finally,  there  can  also  be  no  doubt  that  it  is  possible  for  the  patient  to  have 
a  double  infection  with  the  bacillus  of  Eberth  and  the  plasmodium  of 
Laveran,  in  which  case,  however,  the  malarial  manifestations  are  usually 
dwarfed  by  the  typhoid  poison,  and  only  are  marked  at  the  onset  of  the 
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enteric  fever  and  at  its  termination.  To  this  mixed  infection  the  term 
typhomalarial  fever  may  he  correctly  applied  to  indicate  not  a  separate 
disease,  but  a  diiuble  infection.  EfYraologicallyj  this  term  might  also  be 
used  to  define  a  condition  of  malarial  fever  in  which,  because  of  profound 
debility  ^  the  patient  was  in  a  typhoid  state — that  is,  in  a  condition  of  which 
typhoid  fever  is  a  type.  Practically,  however,  it  should  be  discarded  or 
limited  in  its  use  to  the  double  infection  just  descriV)ed. 

How  far  constant  fever  occurring  day  after  day  and  associated  with 
manifestations  of  general  loss  of  strength  and  debility  can  be  relied  upon 
in  the  diagnosis  of  typhoid  fever  is  hard  to  determine.  Certain  it  is  that  if 
a  physician  makes  a  diagnosis  of  enteric  fever  u|x>n  these  symptoms  alone, 
without  bearing  in  mind  the  fact  tliat  similar  conditions  are  equally  well 
developeil  umler  other  forms  of  infection,  he  will  find  himself  in  error  in 
not  a  few  instances.  Chief  among  these  conditions  may  be  mentioned 
tuberculosis  of  the  lungs  or  peritoneum,  that  form  of  influenza  in  which 
the  chief  symptoms  are  alMloininal,  cases  of  ulcerative  endocarditis,  septi- 
cnemia,  and  pyiemia,  and  those  of  cliolecystitis  with  ulceration,  as  from 
impacted  gallstones.  It  must  not  be  forgotten,  too,  that  syphilitic  fever 
may  in  very  susceptible  persons  resemble  typhoid  infection.  The  febrile 
movement,  rose  rash  (if  it  l)e  scanty),  malaise,  and  signs  of  general  infection 
in  this  disease  may  readily  mislead  the  physician.  Again,  in  the  more 
advanced,  or  tertiary,  stages  of  syphiHs  a  prolonged  low,  septic  fever  may 
be  present.  Any  case  of  so-called  typhoid  fever  which  lasts  more  than 
four  weeks  without  the  attack  being  prrtlongcd  by  a  relapse  is  almost 
certainly  suffering  from  another  disease,  often  tuberculosis. 

It  is  not  to  be  forgotten  that  trichiniasis  may  resemble  typhoid  fever, 
for  in  it  we  have  fever,  pains  in  the  limbs  and  back,  headache,  stupor,  and 
nausea,  with  pain  in  the  belly  and  diarrhoea. 

The  differentiation  of  typhoid  from  other  fevers  is  aided  by  a  study  of 
the  following  table: 


Typfuiid  Fner. 
Onset  fp>adaa]. 
Fare  dull  Hnd  npntbetic. 

Deiiriuni  a  late  symptom. 
(Vinm  a  late  H}'rnj>toni. 
Eruj>lion  very  ]nlt\ 

Eruption  chiefly   on  inirik,  well  defined,  ami 
nppenn*    in  several  crops  of  titnaU  rose-rwi 

8]>0U. 

Leiikooyle«  decreased. 
Widal  t<wt  iKwilive. 
Bacilli  of  Eberth  in  blood. 

l\tphoid  Fever, 
Rash  appears  in  cropfj. 
ProroBe  Hweate  rare. 
Temperature  rurve-s  regular. 
Pulne  rarvly  over  100. 
Baoiilas  ofEberili  in  blood. 
Widal  test  pnsitive. 
No  eye  changen. 
Respirations  slightly  increased. 
Cyanosis  rare. 


Typkwt  Fewr. 

Onset  abrupt. 

Face  livid,  anTinus,  Hwollen,  cOT^unctiva  red- 
dened.    Pupils  contracted. 

Delirium  an  early  symptom. 

Comn  an  early  symptom. 

Eruption  early. 

Eruption  over  trunk  nnd  limbs  and  ill- 
deliuod.  Does  not  appear  in  crops,  and  la 
dusk;  red  or  peicohial  in  character. 

Leukocytes  increased. 

Widal  test  negative. 

Bacilli  absent. 

Acute  Miliary  TuberctUosis. 
Rash,  if  present,  not  in  crops. 
Profuse  sweats  constant. 
Temj>erttture  curves  irregular. 
Pulse  usually  rapid. 
Absent  from  blood. 
Negative. 

Choroidal  tubercles. 
Greatly  increased. 
Cyanosis  oommon. 
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Regular  temperature. 
Ko  marked  blood  change. 
Herpes  very  rare. 
Boee  rash  on  trunk  chiefly. 
Cer^roepinal  fluid  negative. 

Typhoid  Fever. 

Onset  gradual. 
Fever  gradoally  rises. 
Chills  rare  in  onset 
Unaffected  by  quinine. 
Heavy  fadal  expresuon. 

Herpes  rare. 

Earl  J  delirium  rare. 

Anaemia  moderate. 

Moderate  reduction  in  leukocytes. 

Koeerash. 

Bacilli  in  blood. 


Irregular  temperature. 

Increase  in  polynuclear  white  cells. 

Very  common. 

Petechise  over  whole  surface. 

Positive  for  the  specific  bacillus. 

.^Sstivo-auturmuil  Fever. 

Onset  acute. 
Fever  rises  irregularly. 
Severe  chills  common. 
Improved  by  quinine. 

Anxious  fades  with  slightly  icteroid  conjunc- 
tiva. 
Herpes  common. 
Early  delirium  common. 
Antemia  marked. 
Great  reduction  in  leukocytes. 
No  rash. 
Plasmodium  in  blood. 


Typhoid  Fever, 


Onset  gradual. 
Enlarged  spleen. 
Koeerash. 
Prostration  gradual. 
Lasts  several  weeks. 


Influenxu 

Onset  sudden. 

No  enlargement  of  spleen. 

No  rash. 

Prostration  rapid. 

Lasts  a  few  days. 


Typhoid  Fever, 

Onset  gradoai. 

Nervous  symptoms  moderate. 

No  leukocytosis. 

Widal  test  positive. 

^cilli  in  blood. 

Lasts  weeks. 

Disease  of  youth. 


Typhoid  Pneumonia, 

Onset  more  rapid. 
Nervous  symptoms  severe. 
Marked  leukocytosis. 
Widal  test  negative. 
None  in  blood. 
Lasts  a  shorter  time. 
Disease  of  old  age. 


Typhoid  Fever, 


No  cardiac  murmurs. 
Regular  temperature. 
Sweats  rare. 
No  leukocytosis. 
No  cardiac  dyspnoea. 
No  petechise. 
No  in&rctiona. 
No  leukocytosis. 
Widal  test  positive. 
No  retinal  emboli. 
No  chills. 
Bacilli  in  blood. 


Ulcerative  Endocarditis, 

Cardiac  murmurs. 

Irregular  septic  temperature. 

Sweats  common. 

Marked  leukocytosis. 

Cardiac  dyspnoea. 

Petechise. 

Infarctions. 

Leukocytosis. 

Negative. 

Retinal  emboli. 

Repeated  chills. 

No  bacilli  in  blood. 


Typhoid  Fever, 


Koeerash. 

Face  not  swollen. 
Muscles  normal. 
Eosinophiles  decreased. 
A  common  disease. 


Trichiniatis, 


No  rash. 
Face  swollen. 
Myositis. 

Eosinophiles  numerous. 
A  rare  disease. 
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For  the  diagnosis  of  paratyphoid  fever  from  typhoid  fever,  sec  the  article 
on  that  disease. 

Tests, — The  so-called  Widal  test  depends  upon  the  fact  that  if  a  small 
amount  of  blood,  or  hlood  serum,  or  even  the  brea.st  milk  or  tears  from  a 
patient  having  or  recently  having  had  typhoid  fever,  are  brought  in  proper 
dilutions  in  contact  with  living  typhoid  bacilli  these  organisms  soon  cease 
to  move,  that  is,  lose  their  motihty,  and  gradually  come  together  In  clumps, 
or,  in  other  words,  agglutinate. 

Nahrt  and  Bolton  have  found  that  agglutinating  properties  are  trans- 
mitted from  mother  to  child  by  means  of  the  milk,  and  that  the  typhoid 
bacillus,  when  present  in  the  foetus,  produces  agglutinins  in  its  blood. 
They  were  unable  to  determine  whether  agglutinins  were  transmitted  from 
mother  to  foetus  through  the  placenta. 

The  typhoi<i  bacilli  to  be  employed  in  the  test  are  not  such  as  have  been 
recently  isolated  from  a  case  of  typhoid  fever,  but  those  which  have  been 
modified  by  repeated  transplantation  on  artificial  media.  These  bacilli  are 
kept  in  sealed  tubes  of  nutrient  agar-agar  in  an  ice-chest;  from  such  a  stock 
culture  inoculations  are  made,  and  when  the  test  is  to  be  used  are  placed 
in  broth-bouillon,  incubated  for  twenty-four  hours  at  a  temperature  of  37°  C, 
and  then  employed  for  the  test.  It  is  essential  that  it  be  proved  beforehand 
that  this  culture  is  composed  of  organisms  reacting  to  known  typhoid 
serum  and  not  to  healthy  serum.  From  thi.s  test  culture  a  proper  dilution 
IS  made  by  adding  the  bacilli  to  blood  diluted  with  normal  salt  solution, 
A  hanging  drop  is  now  placed  under  the  microscope  and  examined  with 
a  magnifying  power  of  about  800  diameters.  The  bacilli  should  appear  as 
actively  motile  organisms  which  do  not  clump. 

The  finger-tip  or  lobe  of  the  ear  is  pricked,  and  by  means  of  the  "white 
pipette"  of  a  blood-cell  counting  apparatus  the  blood  is  drawn  up  to  the 
mark  O.a  Then  the  pipette  is  dipped  in  distilled  water  and  the  water  is 
drawn  up  till  the  figure  11  is  reache<l.  This  gives  us  a  dilution  of  1:20. 
One  drop  of  the  mixture  of  bacilli  in  salt  solution  and  one  drop  of  the  diluted 
blood  are  then  placed  on  a  cover-glass,  which  is  inverted  over  a  hollow  slide 
anrl  the  drop  examined.  A  positive  reaction  consists  in  an  ab.soiute  immo- 
bilization of  all  the  bacilli  and  of  a  clum[)ing  of  a  majority  of  them.  This 
reaction  shouhl  occur  in  five  minutes  if  the  dilution  of  blood  has  been  1 :20j 
and  in  thirty  minutes  if  it  has  been  1:40,  ami  in  two  hours  if  the  dilution 
has  been  1:60.  A  rapid  clumping  with  a  weak  dilution  is  to  l>e  regarded 
as  a  very  positive  test.  On  the  other  liand,  it  is  to  be  remembered  that  a 
dilution  of  blood  in  the  proportion  of  1 :  10  may  give  a  reaction  even  if  nor- 
mal blood  is  usetl.  An  exact  estimate  of  the  strength  of  the  solution  and  of 
die  time  of  reaction  is  therefore  of  importance. 

This  test  is  an  exceedingly  accurate  one,  if  properly  employed.  Tlie  chief 
diflficuUy  about  it  is  that  the  reaction  is  often  absent  until  the  .seventh  or 
even  the  twelfth  day  of  the  disease.  Out  of  over  SOOO  cases  reported  by  a 
number  of  observers,  the  test  was  positive  in  04  per  cent.  A  negative  result 
is  unimportant  if  it  is  obtained  prior  to  the  third  week.  But  cases  have  been 
recorded  in  which  bacilli  have  been  isolated  from  the  blood  during  life  and 
at  autopsy  the  lesions  were  those  of  typhoid  fever,  but  at  no  time  during 
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the  course  of  the  disease  did  the  blood  yield  the  sig^Iuti native  reaction. 
Repeated  tests  should  also  be  made  before  it  is  decided  (hat  the  blood  does 
not  give  the  reaction.  When  dried  blood  is  used  its  volume  as  near  as  may  be 
should  be  restored  by  the  addition  of  distilled  water,  and  from  this  the  proper 
dilution  is  to  l>e  prepared  and  the  resulting  dilution  used  as  already  indi- 
cated. The  fallacies  of  this  test  lie  in  the  possibility  that  the  patient  may 
have  had  typhoid  fever  at  some  previous  time  and  so  give  the  reaction, 
and  in  mistaking  irregular  and  delayed  clumping  as  true  agglutination  or 
as  a  partial  reaction. 

This  test  has  now  been  brought  within  the  reach  of  everyone  by  the  use 
of  an  agglutoraeter  which  has  been  placed  on  the  market  by  a  well-known 
bouse.     (See  Fig.  12.) 

Pig.  J2 
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Aggluto&Mter  for  Uie  ttggtuUoailon  leit  for  typhoid  ferer. 

Tliis  apparatus  is  designed  to  obviate  the  use  of  the  microscope  and  the 
fresh  live  culture  of  typhoid  bacilli  necessary  in  the  Wida!  test  when  made 
in  the  old  way.  Laborator}-  experiments  have  shown  it  equal  in  delicacy 
to  the  former  method.  The  limits  of  the  reaction  are  more  distinct  than  in 
the  old  process. 

One  bottle  of  a  sterile  pennanent  su.spension  of  tyi>hoid  bacilli  is  fur- 
nished, together  with  four  test  tubes,  one  lancet  ami  tul>e  for  collecting 
blood,  one  vial  for  diluting  the  sennu,  one  suiull  pipette  fur  di.stributing 
die  diluted  senim,  and  one  lai^e  pipette  witli  tw<»  graduations  (each  cor- 
responding to  ten  dro]>s  of  the  size  delivered  by  the  snudi  pipette)  for 
filling  the  tubes  with  suspension.     The  three  tubes  labelle<l  50,  KJO,  and 

K),  are  to  be  usetl  for  the  test;  the  Fourth  is  a  control  tube  to  which  no 
tnim  should  be  adde<l. 

IjcX  bluod  How  into  the  blowl  tube  until  the  bottom  is  covered  witli  a 
layer  one-eighth  to  one-fourth  inch  thick.  The  blood  ^\ill  How  much  more 
4 


.]>n]\y  if  the  ioV>c  of  the  ear  is  s(|ueeze<l  intermittently  between  th 
,  and  index  finger. 

(Tork  the  tube  and  replace  in  an  upright  position. 

In  a  short  time  (an  hi>ur)  the  seniin  will  have  separate*!,  or  may  lie  readily 

I  made  to  do  so  Ijv  carefully  looseniiit;  (he  edges  of  tht-  oli»t  witli  iUv  lancei. 
After  the  seniin  has  separated,  insert  the  ])ipefte  into  the  Ithnnl  Inhe,  the 
point  resting  in  the  latend  <lepre.ssion,  atxl  incline  both  slightly,  when  the 
serum  will  readily  enter  the  pipette. 
Add  one  dro[)  of  stMum  to  ten  drops  of  clear  water  in  the  diluting  tube, 
and  sliake  well.     If  the  diluted  scnim  is  cloudy,  let  it  dear  by  stiinding 
a  few  minutes  l>efore  ilistributin^'  to  the  tubes  of  suspension. 
By  means  of  tfie  larj^e  pipette  put  20  drops   (two  graduations)  of  the 
suspension  of  typhoid  bacilli  in  each  of  the  four  test-tubes. 

Add  the  sennit  dilution  to  the  t^'phoid  suspension  in  the  following  amounts: 

four  dnjps  julded  lo  \he  tube  nuirked '>()  gives  a  dilution  of  l:oO;  two  dnjps 

added  to  the  tube  marked  UK)  gives  a  dilution  of  1:1(X);  one  drop  addeii  to 

the  tube  markeil  2tK)  gives  a  tlilution  of  1 :  2(X). 

No  sennn  shouhl  be  added  to  die  contrtil  tube. 

After  adding  the  senun  dilution,  cork  the  lubes  and  shake  well.     Put 

I  away  in  a  warm  ]>laee. 
Exiunine  the  Uilyes  at  the  enti  of  one  and  four  hours,  and  again  on  the 
follow^ing  day.  "^rhe  rapiihty  of  the  reaction  depen<ts  both  upon  the  agglu- 
tinating power  of  tlie  blood  sennn  and  the  temperature  at  which  the  tubes 
are  kept.  The  reactifm  may  l>e  stvn  with  tlie  greatest  distiiH-tness  when  one 
stands  near  the  middle  of  die  ro:)  n  facing  a  window.  The  tuix^s  should  I>e 
held  on  a  level  with  the  eye  and  incline*!  slightly  away  from  the  obser\er. 
When  the  reaction  is  positive,   fiocculex  a]>pear  in   one  or  more  of  the 

ktube^,    depending    u[)on    the    agglutinating    power    of     the   senmi    tested. 
These  flakes  are  small  at  hrst  and  disseminated  through  the  fluid,     'lliey 
graihially  inerea.se  in  size  and  settle  to  the  bottom  of  the  tube. 
In  a  coinplete  reliction  the  supernatant  fluid  is  perfectly  clear. 
In  a  positive  but  incomplete  reaction,  fl*>cciiles  are  seen  in  the  still  cloudy 
fluid. 
H    In  a  negative  reaction  the  fluid  in  the  tubes  remains  uniformly  clouded, 
"is  in  the  control. 

All  apparatus  and  corks  should  be  thoroughly  washed  before  using  a 
secoial  tinte. 

feThe  diazo  reaction,  sometimes  calleii  Ehrlichs  reactiim,  <k'pends  upon 
e  fact  that  in  typhoid  fever  the  urine  of  the  patiejit  contains  a  chromogen 
which,  when  treatc<l  with  diaxo-benzene-sulphonic  acid  and  amm4mia,  pro- 
ducer a  <listinct  red  hue  in  the  urine,  which  may  be  as  dcej)  as  garnet  reri. 
Other  discitse.s  give  this  reaction,  such  as  tuberculosis  and  some  cases  of 
pneumonia,  but  it  is  of  considerable  value  in  detennining  (he  j)resence  of 
tj'phoid  fever  if  taken  in  conjunction  with  other  signs.  It  is  usually  present 
as  early  as  the  sixth  day,  and  lasts  until  about  the  eighteenth  day.  The  test 
itself  consists  in  using  two  solutions,  <  )ne  of  these  consists  of  a  5  per  cent, 
solution  of  hy<lr<K"hloric  acid  to  wliicli  has  been  atldtMJ  sulphauilic  acid  in 
rthe  proportion  of  1  gnun  for  each   M)  c.c.     The  other  Ls  a  0.5  percent. 
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solution  of  sodium  nitrite.  Wien  the  test  is  to  be  made  the  two  solutions 
are  mixed  in  the  proportion  of  40:1.  Eqiia!  parts  nf  urine  and  this  mix- 
ture are  then  shaken  together  and  rendered  alkaline  hy  the  addition  of 
ammonium  hydrate,  which  is  allowed  to  flow  down  the  side  of  the  tube, 
forming  the  layer  above  the  mixture  just  named.  At  the  dividing  line 
between  these  two  fluids  the  reaction  apj>ears.  If  typhoid  fever  is  present 
a  garnet-red  hue  develops.  If  it  is  not  present,  only  an  orange  tint  is 
seen  unless  one  of  the  other  maladies  which  give  this  test  is  present.  After 
the  test  tube  containing  these  liquids  has  stood  for  some  time  a  green 

liment  forms,  which  Ehrlich  considers  very  characteristic  of  a  true 
tion. 

Another  method  of  reaching  a  positive  diagnosis  is  the  examination  of 
the  blootl  itself  for  the  specific  bacillus,  which,  as  already  state<l,  is  present 
in  this  fluid  in  nearly  all,  if  not  all,  cases  of  typhoid  fever.  ^\Tiile  it  is 
true  that  this  examination  is  not  possible  for  one  who  is  not  trained  in  its 
technique  from  the  bacteriological  standpoint,  it  is  also  a  fact  that  this  test 
is  not  open  to  the  fallacies  of  the  Widal  test,  and  that  the  bacilli  are  often 
found  as  early  as  the  fifth  day,  whereas  the  Widal  test  is  frequently  not 
positive  till  the  ninth  day,  or  even  later.  The  urine  and  stools  may  be 
rjjKamined  for  the  specific  infecting  micro-organism,  but  they  are  rarely  dis- 
coverable in  these  discharges  early  enough  to  aid  tljc  diagnosis. 

The  Widal  test  and  the  discovery  of  the  bacillus  of  ElxTth  in  the  blood 
enable  us  to  differentiate  true  typhoid  fever  from  paratyphoid  fever- 
Finally,  it  is  to  be  remembered  as  a  valuable  diagnostic  fact  that  the 
fever  of  the  first  stages  of  typhoid  fever  is  more  resistant  to  the  cold  bath 
than  in  any  other  malady,  although  it  yields  readily  enough  later  on  in 
the  course  of  the  malady  to  this  therapeutic  measure. 

Prognosis. — The  prognosis  in  typhoid  fever  depends  upon  several  important 
factors.  One  of  these  is  the  time  at  which  the  patient  comes  under  medical 
care,  not  because  active  medication  is  of  great  advantage,  but  rather  because 
patients  that  go  to  be^l  late  in  the  onset  of  the  disease  usually  become  more 
seriously  ill  than  those  who  conserve  their  vital  forces  by  rest  from  the  very 
beginning  of  the  mahuly.  Patients  who  travel  long  distances  in  the  early 
stages  of  typhoid  are  wont  to  have  severe  attacLs,  and  if,  after  the  disease 
is  well  developed,  travelling  is  resorted  to  the  illness  nearly  always  increases 
in  violence.  Another  factor  is  the  state  of  the  [latient  at  the  lieginning  of 
the  mala/.iy,  as  to  his  vital  resistance  and  general  health.  Fat  persons  usually 
do  not  withstand  it  well.  Children  nearly  always  recover  from  typlioid 
fever  in  its  uncomplicated  forms,  and  age<l  persons,  while  rarely  aiTecteti, 
succumb  when  attacked  in  direct  proportion  to  their  years.     (See  Fig.  6.) 

A  third  factor  is  the  degree  of  toxamiia  which  develops  in  severe  cases, 
particularly  if  they  are  not  treated  skilfully  at  first. 

Aside  from  these  general  considerations  it  is  impossible  to  make  an 
accurate  prognosis  as  to  tlie  severity  of  the  attack  or  probable  recovery  of 
the  patient  in  the  first  week  of  the  disease,  because  the  malady  develops 
slowly  and  because  a  fatal  termination  is  nearly  always  due  to  some 
intercurrent  complication  which  cannot  he  foreseen.  Even  when  the 
disease  is  ushered  in  with  violence  of  all  the  symptoms,  particularly  an 
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exceedingly  high  temperature,  it  often  happens  that  it  follows  a  very  short 
and  fairly  mild  course,  so  that  a  severe  onset  justifies  the  physician  in 
expecting  a  speedy  recovery  in  many  instances.  When,  however,  compli- 
cating conditions  such  as  pulmonary,  cerebral,  or  meningeal  manifestations 
develop,  the  prognosis  is  of  course  correspondingly  grave. 

Recovery  in  typhoifl  fever,  under  the  raoniem  and  favorable  methods  of 
treatment,  takes  place  in  about  93  per  cent,  of  cases  in  the  best  types  of 
private  practice  and  in  hospitals  in  which  the  patients  are  receive<]  early 
and  in  fairly  gowl  condition.  In  private  practice  among  the  poor  it  is  much 
lower.  In  army  practice  the  mortality  may  vary  from  2  or  3  per  c^nt.  in 
time  of  peace  to  50  per  cent,  in  time  of  war,  illustrating  very  well  the  fact, 
already  stated,  that  early  rest  in  bed,  perfect  quiet  of  mind  and  body,  and 
proper  nursing  are  most  favorable  in  their  influence,  whereas  an  absence 
of  these  aids  to  recovery  is  most  harmful.  Under  the  cold-bath  treatment 
of  typhoid  fever,  when  it  is  instituted  early,  the  mortality  of  about  7  per  cent. 
is  largely  due  to  those  unavoidable  accidents,  hemorrhage  and  perforation 
of  the  bowel. 

Much  depends  in  all  cases  upon  the  severity  of  the  infection.  In  some 
widespread  epidemics  the  mortality  is  singularly  low  even  when  tlie  care 
of  the  patients  is  not  in  many  cases  very  skilful;  in  others  it  is  corre- 
spondingly high.  In  the  United  States  army  in  the  Spanish  war  it  was 
only  7  per  cent.,  a  remarkably  low  rate  for  war  time;  whereas  in  the 
Boer  war  the  English  troops  suffered  from  a  <leath  rate  of  nearly  21 
per  cent. 

Sudden  death  sometimes  occurs  in  typhoid  fever  without  the  autopsy 
revealing  any  adequate  cause,  the  real  cause  l>eing  in  all  probability  an 
acute  cardiac  dilatution. 

Treatment. — The  following  is  the  plan  pursued  by  the  author  in  the 
treatint-nt  of  this  disease.  As  soon  as  the  patient  comes  under  observation, 
unless  his  bowels  have  already  been  moved  by  the  aid  of  calomel,  he  is  given 
1  to  2  grains  of  this  drug  in  quarter-grain  doses  every  hour.  If  his  bowels  are 
not  moved  in  twelve  hours,  a  movement  is  prtMluoed  by  tlie  aid  of  a  large 
rectal  injection  of  soap  and  water,  ant]  if  need  be  by  the  ingestion  of  a  Seid- 
litz  powder.  Twelve  hours  later  he  receives  5  to  10  minims  of  dilute  hydro- 
chloric acid  with  a  teaspoonful  of  essence  of  pepsin  ;  this  is  repeated  regu- 
larly every  six  hours  throughout  the  disease  after  food. 

FhiiROTUKRAPY. — An  onler  is  given  that  if  the  temperature  rises  as  high  as 
102.5°  the  patient  is  to  be  rubbed  with  tepid,  cool,  cold,  or  ice-water,  or  even 
with  a  piece  of  ice,  according  to  the  degree  with  wliich  his  temperature  resists 
the  bath  and  according  to  the  degree  of  toxiemia  present.  If  toxaemia  is  very 
great,  it  is  often  necessary  to  give  a  thorough,  brief  and  brisk,  rub-off  vnih  a 
small  piece  of  ice,  not  so  much  to  reduce  the  fever  as  to  cause  reaction  and 
arouse  the  patient's  vitality.  With  this  application  of  cold,  in  different  degrees 
according  to  the  needs  of  the  case,  there  must  be  employed  by  another 
nurse,  or  by  the  free  hand  of  the  nurse  who  uses  the  cold,  active  friction  to 
the  skin  as  the  cold  comes  in  contact  with  the  Integument,  because  friction 
increases  the  heat  loss  50  per  cent.,  aids  in  [Jrt»dticing  those  most  essential 
conditions,  reaction  and  equalization  of  thecapillary  circulation, and  prevents 
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the  patient  from  being  chilled.  It  is  a  cardinal  rule  that  if  the  patient  has 
been  ill  so  long  that  reaction  does  not  occur  under  the  bath,  it  is  contra- 
indicated  and  we  must  endeavor  by  gentle  measures  and  the  use  of  tepid 
or  even  of  hot  water  to  redevelop  the  power  of  the  body  to  react.  In 
other  words,  that  temperature  of  water  should  be  used  which  is  necessary 
when  combined  with  active  friction  to  reduce  the  temperature  at  least  2^ 
in  fifteen  to  twenty  minutes,  provided  reaction  can  be  produced.  Without 
reaction  we  simply  increase  internal  congestions  by  the  use  of  cold  water. 
It  is  interesting  to  note  that  Hirschfeld  has  treated  over  1000  cases  with 
tepid  immersion  baths  of  80^  to  90°  with  a  mortality  of  only  3.4  per  cent. 

Whenever  cold  is  used,  an  ice-bag  or  cold  cloth  should  be  applied  to  the 
head  to  prevent  cerebral  congestion. 

While  the  method  of  bathing  just  described  is  that  nearly  always  pursued 
by  the  writer,  it  is  proper  to  give  definite  information  concerning  the  so-called 
Brand  method  of  cold  bathing,  a  plan  which  was  iotroduced  by  Brand,  of 
Stettin,  many  years  ago,  but  which  has  only  received  its  full  share  of  credit 
during  the  past  fifteen  years.  This  plan  consists  in  immersing  the  patient, 
when  his  temperature  reaches  102°  or  102.5°,  in  a  tub  of  water  the  tempera- 
ture of  which  b  70°,  and  keeping  him  there  with  active  friction  for  fifteen 
or  twenty  minutes,  until  the  temperature  is  reduced  to  100°.  In  order  to 
combat  chilling  and  aid  the  circulation  it  is  customary  to  give  the  patient 
one-half  to  one  ounce  of  whiskey  before,  during,  or  after  the  bath.  The  bath 
is  repeated  whenever  the  temperature  rises  to  102°.  Usually  it  is  needed 
every  two  or  three  hours.  In  order  that  the  patient's  strength  may  be 
conserved  he  should  be  lifted  into  and  out  of  the  tub.  When  cold  is  prop- 
erly used  it  should,  after  the  first  week  of  the  disease,  produce  changes  in 
the  temperature,  as  shown  in  the  following  chart  (Fig.  13). 

This  so-called  plunge  bath,  or  Brand  bath,  is  a  remedy  of  the  greatest 
possible  value,  but  is  not  needed  in  every  case  as  a  matter  of  routine. 
When  used  it  is  essential  to  produce  reaction  and  to  use  friction,  and  to 
apply  ice  to  the  head.  The  indications  for  its  use  are  identical  with 
those  juist  named.  It  is  actually  contraindicated  in  the  very  young  and  very 
old,  in  whom  it  is  often  diflBcult  to  produce  reaction,  and  if  the  case  comes 
under  treatment  so  late  as  the  beginning  of  the  third  week,  since  reaction  to 
cold  is  usually  then  lost.  The  presence  of  a  complicating  pneumonia  also 
oontraindicates  it.  Other  disadvantages  are  that  the  back  cannot  be  rubbed, 
although  the  muscles  in  that  part  of  the  body  contain  much  heat  and  the 
skin  is  most  prone  to  suffer  from  bed-sores,  and  that  the  patient  must 
be  lifted  or  raise  himself  out  of  the  tub.  The  temperature  of  the  plunge 
bath  when  its  use  is  deemed  wise  should  not  be  placed  at  a  tepid  level  and 
then  reduced  while  the  patient  is  in  the  water,  as  this  does  not  administer 
a  stimulating  and  awakening  shock  to  the  system,  but  simply  chills  the 
patient,  thereby  doing  no  good,  for  the  object  in  using  water  in  typhoid 
fever  is  to  produce  reaction,  eliminate  poisons,  and  reduce  temperature,  and 
the  means  by  which  this  is  best  accomplished  can  be  determined  in  each 
case  by  the  physician. 

Personally  the  writer  has  never  failed  to  successfully  accomplish  all 
these  results  by  cold  rubbing,  with  friction,  if  it  is  properly  given,  but 


54 


DISEASES  DUE  TO  A   SPECIFIC  INFECTION 


many  physicians  prefer  to  follow  the  method  of  Brand  as  a  routine 
practice.  An  enormous  array  of  statistics  prove  its  value  as  a  life-saving 
agent/ 

Some  form  of  bath  at  least  once  a  day  is  absolutely  necessary  even  if  the 
terapenUure  never  exceeils  nonnaU  to  establish  cleanliness  and  equalize  the 
circulation  everywhere,  and  he  who  treats  typhoid  fever  without  resort  to 
efficient  hydrotherapy,  if  it  can  be  used,  is  not  doing  all  for  his  patient  that 
can  be  done. 

The  use  of  hydrotlierapy  greatly  lowers  the  mortality,  saving  about  10  in 
every  100  cases,  but  it  does  not  diminish  the  frequency  of  perforation  or 
hemorrhage,  and  it  apparently  increases  the  frequency  of  relapse.  This 
may  be  due  to  the  fact  that  more  are  saved  to  run  tlie  chance  of  relapse. 
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but  also  may  depend  ujwn  the  fact  tliat  mild  cases  are  more  prone  to 
relapse  than  severe  ones.  Hydrotherapy  does  not  shorten  the  duration  of 
the  fever,  but  it  often  shortens  the  length  of  the  illness  by  preventing 
complications. 

Diet.— The  diet  consists  of  milk  in  the  first  week  and  often  for  most  of  the 
second  week,  about  a  quart  to  a  quart  and  a  half  a  day  being  given,  so 
divided  that  the  patient  gets  it  every  three  or  four  hours.  It  is  followed 
by  the  acid  and  pepsin  already  named,  unless  the  stomach  is  irritable,  when 
a  little  lime-water  may  be  given  as  a  substitute,  or  a  little  Celestins  Vichy 
water  may  be  used.  When  the  digestion  of  milk  is  diificutt  it  is  well  to 
add  to  it  hot  water  or  to  dilute  it  >vith  an  alkaline  or  carlwnated  water. 
If  the  taste  of  the  milk  is  unpleasant  to  the  patient,  it  may  be  flavored 
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by  the  addition  of  vanilla,  nutmeg,  coffee,  tea,  or  cocoa  in  small  amounts. 
After  the  first  week  or  ten  days  the  patient  is  allowed  from  one  to  two  soft- 
boiled  eggs  each  day,  so  soft  that  they  can  better  be  taken  as  a  drink  than 
eaten  with  a  spoon,  and  flavored  with  a  little  salt,  Well-boiletl  rice  strained 
through  a  ?ii\^  sieve,  and  even  thin  cornstarch  or  barley-gruel,  if  well 
cooked,  may  be  given  at  this  time  with  advantage,  particularly  if  at  the 
same  time  a  little  taka-diastase  is  used  to  aid  their  digestion.  The  auttior 
is  firmly  convinced  that  by  this  means  terminal  infections  and  general 
feebleness  can  be  largely  avoided  and  the  patient  hrouglit  to  the  stage  of 
convalescence  ready  for  speetly  return  to  health  and  with  greater  vital 
force.  Broths  and  other  licjuid  aniniai  sou])a  are  inadvisable,  for  tliey  are 
good  culture-media,  and  often  tentl  to  increase  tymjjanites  and  diarrha?a. 
They  are  largely  used  by  many  physicians,  but  never  by  the  writer.  AVhen 
curds  appear  in  the  stools,  the  quantity  of  milk  should  be  diminished  or  it 
should  be  i>eptonized,  or  its  digestion  aided  by  the  use  of  pancreatin  given 
after  it  is  taken.  The  use  of  5  to  IDgiaias  of  citrate  of  soda  in  the  milk 
will  also  prevent  the  formation  of  curds. 

Tile  use  of  cows'  milk  in  large  amounts  for  a  considerable  time  has  l>een 
shown  to  increjLse  the  cougulahillty  of  the  blood,  as  cows*  milk  contains 
an  excess  of  ealcivun  salts.  Wright  has  suggested  that  this  is  one  of  the 
reasons  why  thn)nilK>:sis  is  so  coirniiori  in  tyjjhoid  fever.  To  prevent  the 
increase  m  coagulability  a  mixed  diet  should  lie  given  and  a  few  grains  of 
citric  acid  Ix'  administered  daily  for  a  few  days  at  inter\'als  of  a  week. 

Medicines. — Drugs  are  not  to  be  given  if  they  can  be  avoided — that 
is,  tliey  are  not  to  l>e  useil  unless  they  are  certainly  needed  to  combat  some 
definite  condition  which  should  be  alleviated.  In  the  great  majority  of 
caaeSp  if  not  in  all,  the  so-called  antipyretic  drugs  are  not  only  useless  but 
harmful,  and  particularly  harmful  if  their  use  is  resorted  to  simultaneously 
with  bathing.  Their  only  justifiable  use  in  a  case  which  can  be  properly 
nursed  and  bathed  is  for  the  purpose  of  relieving  headache  and  backache, 
when  they  may  he  given  in  small  doses,  such  as  2  grains  of  acetanilid  three  or 
four  times  a  day.  Quinine  is  of  little,  if  any,  value  except  as  a  tonic  in 
small  doses. 

Stimidanis  are  to  be  used  when  the  pulse  is  actually  weak  and  the  car- 
diac first  sound  distant  or  feeble.  The  best  of  them  is  whiskey  or  brandy, 
diluted  with  milk  or  water,  and  given  in  doses  of  half  an  ounce  every  tliree 
to  six  hours  as  neetJed.  Many  cases  do  better  witliout  any  stimulation, 
whereas  others  need  much  larger  doses  of  alcohol  than  those  just  named. 
Digitalis  is  rarely  of  any  service  because  it  does  not  act  well  in  the  presence 
of  fever,  rarely  supports  the  degenerated  muscle  fibres  of  the  heart,  and  is 
apt  to  disorder  the  stomach.  When  the  cardiac  condition  is  desperate, 
Hoffmann's  anod\*ne  in  drachm  doses  every  two  Imurs  in  cool  water  is 
very  valuable.  When  profound  adynamia  develops  and  the  patient  is 
critically  ill,  uiuch  good  may  result  from  the  injection  hypodermically  of 
i  grain  of  camphor  in  30  drops  of  sterilized  olive  oil  every  eight  hours 
for  five  or  six  doses.  Another  me{ho<l  of  value  when  the  vascular  system 
is  relaxed  and  the  patient  adynamic  is  the  use  of  h\-podermoclysis,  adding 
lo  the  pint  of  a  0.9  per  cent,  saline  solution  1  drachm  of  adrenalin  chloride 
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solution  of  the  strength  of  1:1000.  Strychnine  may  also  be  used,  but  it  is 
a  mistake  to  employ  it  for  more  than  a  few  doses  in  tlie  active  stage  of  this 
disease.  It  is  better  to  keep  it  in  reserve  for  attacks  of  sudden  circulatory 
failure. 

Antisepsis. — Absolute  intestinal  antisepsis  can  not  be  produced  by  any 
known  means,  although  it  is  possible  to  modify  very  materially  the  growth  of 
micro-organisms  in  the  bowel  by  the  use  of  proper  remedies.  If  the  physician 
takes  the  ground  that  by  the  use  of  these  substances  he  destroys  the  Bacillus 
typhosus  and  so  benefits  the  patient,  he  is  largely  in  error,  and  his  use  of  them 
is  not  rational  because  the  bacillus  in  the  early  stages  at  best  is  not  free  in  the 
bowel,  and  in  the  later  stages  is  wdely  distribute*!  in  every  part  of  the  Ixxiy. 
If,  on  the  other  hand,  these  remedies  are  given  to  combat  intestinal  fer- 
mentation, as  shown  by  fouUsraelUng  stools  and  tympanites  and  other 
evidences  of  an  excessive  growth  of  the  non-specific  bacteria  which  throng 
the  bowel  during  the  progress  of  tliis  disease,  his  use  of  them  is  rational  in 
that  by  this  means  other  toxic  materials  are  prevented  from  being  gene- 
rate<i  in  excess.  So  far  as  we  know,  the  most  active  and  harmless  intes- 
tinal antiseptic  is  acetozone  given  in  the  daily  dose  of  30  grains  dissolved  in  J 
gallon  of  pure  water  flavored  with  some  one  of  tlie  volatile  oils,  but  not 
with  sugar.  This  quantity  may  be  given  the  patient  as  a  drink  in  the 
course  of  one  or  two  days.  Another  is  the  sulphix^arbolate  of  zinc  in  the 
dose  of  2  to  3  grains  in  pill  form  three  or  four  times  a  day.  Still  another 
drug  of  far  older  use  is  turpentine  in  emulsion  in  the  dose  of  10  to  20  drops 
three  or  four  times  a  day.  The  hitter  I  prefer.  In  many  of  these  cases  also 
the  use  of  a  few  small  doses  of  calomel  or  salol  is  advantageous. 

TftKATMEiNT  OF  SPECIAL  SYMPTOMS. — Consiipoi'wn  is  to  be  relieved  pref- 
erably by  the  use  of  enemata  of  soap  and  water,  to  which  may  be  added 
in  obstinate  cases  a  teAspoonful  or  two  of  glycerin.  Many  of  these  patients 
have  no  constipation  in  the  sense  that  the  ileum  or  colon  is  sluggish;  but» 
on  the  other  hand,  the  sigmoid  flexure  becomes  packed  with  hardened 
feces,  and  mechanical  obstruction  occurs.  The  use  of  purgatives  by  the 
mouth  is  therefore  useless  unless  very  strong  drugs  are  used,  which  are  dan- 
gerous. If  it  is  thought  that  the  l>owels  are  really  sluggish  a  httle  cascara 
Tida  (20  to  30  minims  of  the  non-bitter  extract)  may  be  given  each  evening. 
iarrhcM,  if  excessive — that  is,  more  than  three  or  four  stools  a  day — 
may  be  controlled  by  5  to  10  drop  doses  of  aromatic  sulphuric  add  in  simple 
elixir  or  by  adding  to  these  two  ingredients  a  half  drachm  of  fluid  extract  of 
haematoxylon.  If  much  fermentation  is  present,  an  intestinal  antiseptic 
should  be  used,  such  as  zinc  sulphocarlwlute  or  acetozone. 

Vomiting  is  to  be  primarily  preventetl  by  regulating  the  diet  as  already 
referred  to.  If  it  persists,  as  little  food  and  drink  should  be  given  as  pos- 
able  for  a  few  houre  to  let  the  stomach  rest;  and  if  there  be  much  nervous 
irritability,  60  grains  of  sodium  bromide  in  a  little  starch-water  should  be 
given  by  the  rectum  to  quiet  the  vomiting  centre.  Counterirritation  should 
be  applied  over  the  epigastrium  in  the  form  of  a  mustani  plaster  or  turpentine 
stupe.  If  alcohol  is  being  used  as  a  stimulant  its  use  must  be  stopped,  or, 
if  this  is  impossible,  dien  a  yery  old  brandy  or  wine  should  be  sut^tituted 
for  the  whiskey  and  given  in  very  small  quantities. 
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For  tympanites  a  turpentine  stupe  is  to  be  placed  over  the  belly,  if  possible, 
before  the  gas  accumulates  in  any  amount,  and  if  it  persists  a  rectal  injec- 
tion of  the  emulsion  of  asafoetida,  with  or  without  a  drachm  or  two  of  tur- 
pentine, should  be  given.  The  eflSciency  of  this  injection  may  be  much 
ucreased  in  the  way  of  expelling  gas,  and  if  marked  adynamia  is  present, 
by  adding  half  an  ounce  of  Hoffmann's  anodyne  to  the  injection.  Turpen- 
tine in  the  dose  of  10  drops,  in  emulsion  or  capsule,  may  also  be  given  by 
the  mouth  for  this  condition.  When  the  gas  fails  to  come  away,  its  passage 
may  be  aided  by  the  introduction  of  a  long  rectal  rubber  tube. 

Hemorrhage  from  the  bowd  does  not  offer  very  much  opportunity  for 
direct  rational  treatment.  In  the  majority  of  instances  the  best  we  can  do 
in  the  way  of  real  benefit  to  the  patient  is  the  maintenance  of  body  heat 
by  the  application  of  hot  bottles;  and  if  the  circulation  becomes  markedly 
feeble,  the  employment  of  normal  salt  solution  by  hypodermoclysis,  a  pint 
of  it  being  given  once,  twice,  or  thrice  in  the  succeeding  twenty-four  hours, 
according  to  the  needs  of  the  patient.  Bandages  may  be  applied  to  the 
limbs  to  limit  the  circulation  to  the  vital  parts,  and  the  foot  of  the  bed 
be  raised  for  a  similar  purpose.  The  large  number  of  remedies  which 
have  been  suggested  for  the  direct  control  of  the  hemorrhage  indicate  how 
feeble  they  all  are.  There  is  no  more  reason  for  supposing  that  astringents 
given  by  the  mouth  can  check  hemorrhage  from  an  ulcerated  vessel  in  the 
bowel  than  that  they  can  check  a  hemorrhage  from  a  branch  of  the  anterior 
tibial  artery;  and  when  they  are  given  and  hemorrhage  ceases,  the  arrest 
is  due  more  to  coincidence  than  to  the  effect  of  any  drug.  If  any  remedy 
of  this  type  is  of  value,  it  is  probably  Monsel's  salt  (ferri  subsulphas), 
which  should  be  given  in  a  hard  pill  or  compressed  tablet  enclosed  in  a  cap- 
sule, with  the  hope  that  it  will  escape  from  the  stomach  into  the  intestine 
without  being  dissolved,  and  thereby  exert  its  styptic  influence.  Of  course, 
if  it  is  dissolved  in  the  stomach,  its  chemical  characteristics  are  altered. 
Many  physicians  apply  a  small  ice-bag  over  the  centre  of  the  belly  to  influ- 
ence the  circulation  in  the  small  intestine,  with  the  hope  that  in  that  way 
hemorrhage  will  be  controlled.  There  is  no  objection  to  this  plan  of  treat- 
ment, and  the  author  often  resorts  to  it;  but  it  should  be  used  with  caution, 
if  the  hemorrhage  is  severe,  lest  it  aid  in  devitalizing  the  patient  by  abstract- 
ing heat.  Simultaneously  with  the  application  of  the  ice-bag  to  the  belly, 
hot  bottles  should  be  applied  to  the  other  parts  of  the  body,  for  it  is  to  be 
remembered  that  the  loss  of  bodily  heat  is  an  important  factor,  not  only 
because  the  vital  processes  can  not  be  well  performed  at  a  low  temperature, 
but  also  because  the  sudden  reduction  of  temperature  caused  by  the  hemor- 
rhage deprives  the  heart  and  other  organs  of  the  stimulating  effect  of  the 
fever  which  has  been  present  for  days.  Another  popular  method  of  treat- 
ment is  the  administration  of  a  pill  containing  a  grain  of  opium  and  a  grain 
of  acetate  of  lead;  the  opium  being  expected  to  diminish  peristalsis  and  so 
aid  clotting,  and  the  lead  to  act  as  a  styptic.  The  opium  is  probably  of 
value,  but  it  is  doubtful  if  the  lead  ever  reaches  the  bleeding  spot  without 
becoming  altered  by  the  gastric  and  intestinal  juices.  When  there  seems 
to  be  continued  oozing  of  blood  from  a  large  intestinal  ulcer  without  free 
hemorrhage,  the  administration  of  turpentine  and  the  use  of  adrenalin 
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chloride  is  to  he  seriously  considered,  as  there  is  reason  to  believe  that  they 
both  control  capillary  hemorrhage.  Wright  and  his  co-laborers  have 
shown  that  tlie  hypodermic  use  of  calcium  lactate  and  the  internal  use 
of  calcium  chloriile  increase  the  coagulability  of  the  blood  an<l  these  salts 
may  be  used.  (Set*  Purpura.)  After  tlie  hemorrhage  has  ceased,  particularly 
as  convalescence  Js  begun,  small  doses  of  iron  should  be  administered  to 
combat  the  amemia. 

The  trcaimcni  of  perforaiioji  of  the  bowel  from  a  medical  point  of  view 
consists  in  giving  opium  to  relieve  pain,  ami  employing  heat  and  stimulants 
to  combat  shock.  If  a  skilled  abdominal  surgeon  can  be  obtained,  all 
sucli  cases  should  be  operated  upon  at  once,  since  the  mortality  under 
operation  is  less  than  with  no  operation.  Stadstics  seem  to  show  a  mor- 
tality of  about  80  per  cent,  with  operation  and  95  per  cent,  without  it.  My 
colleague,  Dr.  Keen,  has  published  158  cases,  which  were  all  he  and  Dr. 
Tinker  could  find  in  literature  up  to  January  1,  1900.  They  gave  a  recovery 
percentage  of  23.41.  I  have  collected  54  case^  which  have  been  reported 
since  January  1,  1M0»  and  find  that  'Sb  of  the  number  were  followed  by 
recovery.  This  gives  a  recovery  percentage  of  61.54»  which  is  far  too  high 
for  the  general  run  of  cases.  Harte  and  Ashliurst  place  the  recovery  after 
operation  at  2(»  per  cent.  Among  children  the  results  have  been  excel- 
lent. Out  of  25  cases  collected  by  Elsberg  16  recovered,  a  ix>stoj>erative 
mortality  of  only  36  per  cent.  These  figures  are  of  value  as  showing 
that  recovery  may  take  place,  but  they  do  not  give  the  real  percentage 
of  deaths,  for  most  of  the  cases  that  are  operated  upon  and  die  are  not  re- 
ported. I  have  seen  3  of  these  within  a  year.  To  be  successful  the 
operation  ought  to  be  performed  at  the  earliest  possible  moment  after 
perforation,  although  if  the  patient  w^hen  seen  is  profoundly  shocked 
it  may  be  necessary  to  rally  him  by  stimulation  before  the  operation  is  com- 
menced or  even  postpone  operation  until  sufficient  time  has  elapsed  to  allow 
him  to  rally. 

Statistics  clearly  prove  that  the  prospect  of  recovery  from  perforation 
treated  by  operation  steadily  diminishes  with  each  hour  that  passes  after 
the  accident  occurs.  Cases  are  on  record,  however,  and  I  have  seen  more 
than  one,  in  which  perforation  took  place  and  recovery  occurred  without 
operation. 

Persistent  insomnia  is  rarely  a  troublesome  symptom  in  typhoid  fever. 
Although  patients  complain  of  w^akefulness  at  night,  careful  observation 
will  usually  show  that  they  get  sufficient  sleep  in  twenty-four  hours.  In 
some  cases,  however,  when  they  are  wakeful,  largely  because  of  active 
delirium,  and  are  rapidly  exiiausting  their  vital  forces  by  continued  nervous 
activity,  life  can  be  saved  by  the  hypodermic  injection  of  i  grain  of 
morphine,  to  which  may  be  added  y^^y  grain  of  nitroglycerin  to  prevent 
secondary  nausea  ami  <lepression. 

The  application  of  an  ice-bag  to  the  head  throughout  the  attack  will 
usually  prevent  ordinary  delirium  from  ber^oming  excessive. 

Bed-sores  are  usually  preventeil  by  the  friction  applied  to  all  portions  of 
the  skin  in  the  baths  which  are  given  every  few  hours.  If  they  appear  over 
the  sacnjm,  the  patient  should  lie  as  much  as  possible  on  his  sides,  all  bony 
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prominences  on  which  the  patient  rests  being  protected  from  contact  with 
the  bed  by  circular  air-cushions.  When  the  skin  first  reddens  the  irritation 
may  be  allayed  by  painting  it  with  a  solution  of  nitrate  of  silver,  20  grains 
to  the  ouDce.  If  the  bed-sore  has  begun  to  form,  a  useful  dressing  consists 
in  equal  parts  of  powdered  chloretone  and  boric  acid.  If  the  slough  becomes 
large,  all  that  jx>rtion  which  is  actually  dead  should  he  cut  away,  the  part 
thoroughly  sprayed  with  peroxide  of  hydrogen,  dried  by  the  gentle  application 
of  soft  lint,  and  then  dressed  with  the  dusting-powder  just  named. 

The  treatment  of  the  other  complications  of  ty^jhoid  fever  will  be  found 
under  the  headings  of  the  respective  diseases,  sucli  as  Pneumonia,  etc. 

During  convalescence  the  patient  should  be  fed  with  increasing  qiiantities 
of  nutritious,  easily  digested  food,  but  stimulants  if  possible  should  be 
avoided.  If  the  patient  is  out  of  be<]  care  should  be  taken  tliat  food  is 
not  ingested  until  after  he  has  lain  down  to  rest,  in  onler  that  he  may  not  be 
tired  and  so  lack  nervous  energy  during  the  progress  of  the  digestive 
processes. 

As  already  pointed  out  when  discussing  the  prevention  of  typhoid  fever, 
urotTOpin  or  uritone  should  be  given  in  doses  of  5  grains  three  times  a  day 
in  water,  to  destroy  the  bacilli  whicli  are  usually  present  In  the  urine. 

The  ordinary  diet  should  not  be  restored  until  from  two  to  three  weeks 

after  all  fever  has  ceased.    The  author  has  often  been  impressed  with  the 

fact  that  the  use  of  green  vegetables,  such  as  lettuce,  spinach,  asparagus, 

I  and  similar  substances,  seem  to  exercise  a  most  valuable  influence  in  con- 

^valescence  in  typhoid   fever,  perhaps  because  they  antagonize  scorbutic 

tendencies. 

PARATYPHOID  FEVER, 


Paratyphoid  fever  is  a  disease  caused  by  infection  with  paratyphoid 
bacilli,  and  presents  a  symptom-complex  closely  resembling  or  indistin- 
guishable from  that  of  typhoid  fever. 

Bacteriology. — The  paratyphoid  bacilli  belong  to  a  group  of  organisms 
intermet^liate  between  the  Bacillus  tiffhosus  and  Bacillus  coli  comviunis, 
Buxton  has  shown  that  by  appropriate  methods  organisms  occupying  this 
position  may  be  divided  into  several  groups;  one  resembhng  the  colon 
bacillus,  for  which  he  proposes  to  use  the  name  paracolon;  another  group 
closely  allied  to  the  typhoid  bacillus,  called  the  paratyphoid,  and  pro- 
ducing the  condition  tenner!  paratyphoid  fever.  The  last-named  group 
may  by  appropriate  culturul  niethods  be  further  divided  into  a  species  cul- 
turally unlike  the  paracolon  ty^w,  and  a  second  distinct  species  resembling 
the  paracolon  group. 

Pathology. — Differing  anatomically  from  typhoid  fever  in  essential 
details,  this  disease  possesses  no  characteristic  morbid  anatomy,  resembling 
in  this  respect  the  other  forms  of  septicaemia.  The  most  constant  change 
is  splenic  enlargement,  which  was  present  in  all  of  the  cases  coming  to 
autopsy.  In  3  cases  ulcers  were  present  in  the  intestine,  but  they  resem- 
ble<j  the  ulcers  of  dysentery  more  than  those  of  typhoid;  in  2  cases  the 
ulcera  were  numerous;  in  I  case  with  abundant  hemorrhage  the  most 
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extensive  ulceration  was  observed.  The  patches  of  Peyer  and  the  solitary 
follicles  are  but  slightly  if  at  all  changed.  The  meseuteric  glands  are  but 
slightly  altered;  focal  necroses,  not  containing  endothelial  cells,  occur  in 
the  liver.  The  proliferative  and  phagocytic  endothelial  changes  of  typhoid 
are  practically  absent.  There  are  no  constant  changes  found  in  other 
organs,  although  toxaemia  in  severe  cases  may  induce  its  usual  anatomical 
chani^es.  Gutig  examined  the  blood  of  six  paratj^hoid  patients  and  found 
that  the  neutrophiles  are  diminished  during  the  early  stages  of  the  disease. 
The  lymphocytes  also  are  diminished  at  first,  but  become  increased  later 
in  the  disease,  and  in  convalescence  they  constitute  more  than  half  the 
entire  number  of  white  cells.  The  eosinophiles  disappear  from  the  blood 
during  the  fever,  but  reappear  just  before  or  shortly  after  the  temperature 
becomes  nonnal. 

The  bacilli  have  been  found  in  the  heart's  blood,  in  a  cardiac  thrombus, 
in  the  liver,  lungs,  spleen,  adrenal  bodies,  cerebral  cortex,  and  in  the  fluid 
of  pericardial  and  pleuritic  effusions. 

Cases  have  been  reported  from  France,  Germany,  Holland,  Roumania, 
England,  the  United  States,  and  the  PhiUppine  Islands.  The  disease 
affects  chiefly  young  adults,  and,  like  typhoid  fever,  is  more  prevalent  in 
autumn  than  at  other  seasons  of  the  year.  V.  Sion  and  V.  Negal  and 
De  Feyfer  and  Keyser  found  that  the  epidemics  under  their  observation  were 
produced  by  drinking  infected  water.  Hunermann  traced  several  cases 
occurring  among  children  to  one  of  their  number  who  had  suffered  from  a 
mild  infection.  Of  the  other  recorded  cases  nothing  definite  concerning 
the  moile  of  infection  is  known. 

Symptoms. — The  disease  may  be  mild  or  severe.  The  onset  is  gradual,  and 
the  symptoms  of  invasion  are  the  same  as  thase  met  with  in  typhoid  fever, 
namely,  headache,  Ui.Hsiixuic,  and  Hlight  bronchitis.  During  the  course  of 
the  disease  the  spleen  becomes  enlarged,  rose  spots  may  appear,  and  the 
patient  develops  the  typhoid  state.  In  Gushing  s  case  a  relapse  occurred. 
Johnston  states  that  diarrh<Ba  and  termination  of  the  fever  by  crisis  are  of 
more  frequent  occurrence  than  in  typhoid  fever.  Brion  found  diarrhoea 
in  18  per  cent,  of  the  recorded  cases.  In  uncomplicated  cases  no  leuko- 
cytosis has  been  observed.  Hemorrhage  from  the  bowel  occurred  in  5 
per  cent. 

Complications. — Pratt  has  published  a  list  of  complications  which  includes 
all  that  have  occurred  in  the  84  recorded  cases.  He  divides  them  into  three 
categories,  viz.:  1.  Those  occurring  in  cases  caused  by  Bacillus  para- 
Ujpfwsns  a,  2.  Those  occurring  in  cases  caused  by  liacillufi  paralyphosus  ^3. 
3.  Those  occurring  in  cases  in  which  the  species  of  the  causative  organism 
was  not  determined.  He  has  shown  that  the  complications  of  paratyphoid 
fever  are  of  about  the  same  character  and  frequency  as  those  of  true  typhoid 
fever. 

Diagnosis. — ^The  diagnosis  depends  upon  the  isolation  and  cultivation 
of  a  paratyphoid  bacillus  from  the  patient's  blood,  urine,  or  feces,  or  from 
a  localized  lesion.     Bacilli  thus  obtained  should  be  agglutinated  by  the 

Eatient's  blood  serum,  and  the  hitter  should  agglutinate  known  paratyphoid 
acilli.    In  case  an  organism  cannot  be  recovered  Pratt  thinks  a  diagnosis 
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of  paratyphoid  is  justifiable  if  the  patient's  blood  serum  agglutinates  known 
strains  of  paratyphoid  bacilli.  While  the  Widal  reaction  is  usually  nega- 
tive, or  positive  only  in  very  low  dilution,  Johnston  believes  that  all  cases  in 
which  it  is  negative  must  not  be  regarded  as  cases  of  paratyphoid  rather  than 
true  typhoid  fever. 

FrognoBiB- — ^The  prognosis  would  seem  to  be  favorable,  as  only  3  deaths 
have  occurred  in  83  undoubted  cases  of  the  disease,  and  1  of  these  was  a 
niixed  infection  with  the  Bacillus  typhosus. 

Treatment. — ^This  is  identical  with  that  of  true  typhoid  fever. 


TTPHUS  FEVER. 

Definition. — Tophus  fever  is  an  acute^  infectious,  self-limited  disease  of 
sudden  onset  which  is  characterized  by  fever,  mental  apathy,  and  the  develop- 
ment of  a  rash  which  does  not  recur  in  crops  as  does  the  rose  rash  of  typhoid 
fever.  It  is  particularly  prone  to  attack  large  numbers  of  persons  in  unhealthy 
surroundings,  and  is  distinctly  a  disease  of  starvation  or  overcrowding.  The 
period  of  incubation  of  typhus  fever  as  a  rule  varies  from  eight  to  fourteen 
days,  but  there  can  be  no  doubt  that  many  cases  have  been  attacked  within 
seven  days  after  exposure.  A  few  cases  are  said  to  have  developed  as  early 
as  the  fourth  day.  Typhus  fever  is  one  of  the  most  contagious  of  the  acute 
infectious  maladies. 

Some  confusion  has  arisen  in  the  past  between  typhus  and  typhoid  fever, 
but  at  present,  they  are  clearly  differentiated,  although  it  is  worthy  of  note 
that  the  symptoms  of  enteric  fever  are  so,  much  like  typhus  fever  in  their 
d^ree  of  adynamia  that  it  is  called  "typhoid"  or  like  typhus,  while  German 
writers  of  the  present  day  still  call  typhoid  fever  "  ileotyphus." 

Typhus  fever  is  sometimes  called  Spotted  Fever,  Ship  Fever,  Putrid 
Fever,  or  Hunger  Typhus. 

The  infection  probably  reproduces  itself  solely  in  the  body  of  the  infected 
patient,  and  is  spread  by  direct  contact  with  the  patient  or  by  his  garments 
or  discharges.     It  is  not  transmitted  any  great  distance  through  pure  air. 

History. — ^Typhus  fever  was  first  described  as  occurring  in  1083  by  G)rradi, 
but  it  was  not  fully  recognized  as  a  distinct  malady  till  1546.  when  Fracas- 
torius  wrote  of  the  affection  as  he  had  seen  it  in  Verona  in  1505  and  1508. 
Several  epidemics  are  reported  as  having  occurred  during  the  last  half  of 
the  sixteenth  centuiy,  in  the  eighteenth  century,  and  in  the  early  part  of  the 
nineteenth  centuiy  in  various  parts  of  Europe;  a  most  virulent  epidemic 
ravaging  Ireland  and  England  in  1846.  In  America  it  first  appeared  in 
the  New  England  States  in  1807,  and  in  Philadelphia  in  1812,  where  it  is 
stud  to  have  existed  in  isolated  cases  until  1836. 

Distribution. — ^Typhus  fever  seems  to  occur  in  all  parts  of  the  world  if  the 
conditions  favorable  to  its  development  are  present  in  the  sense  of  unhealthy 
surroundings  and  provided  the  necessary  germ  is  introduced.  Because  of 
its  intimate  association  with  unsanitary  conditions  it  has  been  epidemic  in 
great  armies,  during  famine,  and  on  ships  in  which  the  crew  or  passengers 
often  were  huddled  together  for  long  periods  of  time.    On  the  continent 
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if  ZaniK  X  ^piEads  osoally  from  cftst  to  vest  and  is  dissemizuited  diiefly 
jr  -tm  jmacx  iiaaaea  when  tfacj  trmTcl  from  phce  to  pface.  Persia, 
'"ima,  Tiinguy.  and  Tnrfcey  are  never  free  from  tvpims  ferer,  and  small 
-SMieims  v-caaomilly  arise  from,  dicse  sovzrcesw  Sumctimes  anaQ  epidemics 
IT  smaoic  sses  arise  wfdioot  tx  being  paesBakt  to  find  any  aomce  of  infec- 
mn.  1!je  dsease  is  Gccccdingjk  rare  in  the  United  Stares*  but  die  possi- 
tStt  ri  J5  -leiiiuicnce  nuzsc  always  be  bonse  m  mod  by  qoaranttne  officers 
BKi  iirr3fl=ans  in  chaise  of  lar^  hosphak  in  cwiwded  citiesw 

SWiv. — ^  already  stated.  typhiK  fever  £9  a  mabdy  which  depends  upon 
a  aaesm;  suae  and  the  presence  of  onsanrtary  confitions  for  its  develop- 
iirii,,  Tib  meaSc  contagion,  wfaasevcr  it  may  be.  retains  its  virulence  for 
aas  liSEOvis  if  Time  in  garments  and  in  foxniQire.  Much  difference  in  its 
nffrhiiwaieg  also  edsts.  for  in  some  cpkkmics  nearfr  eiqvoue  exposed  b 
TiiBn  jL  whaeas  in  otbos  buc  few  are  aSecfied.  Keisch  has  advanced 
iie  -iienrj  diar  the  micro-organism  of  the  disease  is  ooe  which  is  osuallj 
lemgn.  hot  may  become  mal^tiant  onder  Etvotabte  stateSw  Hie  specific 
3Dcn-ruqESuuan  has  aev^  been  Gsoiaied.  ahfaoagji  several  invest^tors 
t^f9i  Maimed  vfs  <iiscoverv. 

^^poflue  &r  a  con^dderable  period  of  time  to  the  atmosphere  of  a  room 
trxusi  ^  piMriy  v«itiLLted  and  which  contains  trphus  patients  is  die  most 
■sEsiii'-^  waj  of  coacracting  the  dL?ea^.  whereas  if  ventilation  is  good  and 
iie  ^isssnsKti  person  in  perfect  heahh  there  b  moeh  kss  danger  of  infection. 
^Ten  a  lar^e  omnber  of  cases  of  typhas  fever  are  gtouped  together  in 
a  -varrL  die  infection  becomes  very  virulent  and  both  the  attendants  and  the 
siiTKiBns  aze^coem^y  prone  to  contract  the  disease.  Now  diat  vaccinaticMi, 
ucamphdiermc  serum^  and  andpi^Eue  inocubtions  protect  die  physician 
jot  oorae  from  diese  infecdou^  d^eases^  dine  is  no  malady  so  apt  to 
sack  diem  ami  against  which  there  is  ^o  fittle  piophvlactic  aid  as  nrphus. 

The  mnst  infectious  period  of  the  disease  is  in  the  earbr  stages  and  at  the 
befizhc  of  the  fever,  aldiough  Moore  asserts  that  it  is  nuist  contagious  during 
f*navalescence.  It  is  also  iofectious  even  duriosc  the  stage  of  incubaticMi. 
3dd  cases  are  probably  as  capable  of  spreading  dhe  infectioa  as  severe  ones. 
Aiber  die  febrile  condition  hat?  pa^ssed  away  there  b  leason  to  believe  that 
the  patient  ceases  to  be  a  direct  source  of  infection,  and  if  an  attendant 
who  «!omes  in  contact  with  him  for  the  fir?t  time  now  contracts  die  disease, 
it  must  be  from  the  poison  which  has  fotmd  lodgement  in  the  '■^'^^'^g  of 
die  patient  (iurioj^  his  tUnetss^  S>  fer  as  we  know,  the  most  common 
mean:!!  bv  w^hich  infection  sjuns  access  to  the  bo»^  is  by  the  ot^uts  of  res- 
piration and  perchance  by  the  skiu.  Indeed,  some  clinicians  of  espetieoce 
assert  th^t  actual  contact  between  the  Kxiy  of  the  patient  and  diat  of  the 
atteniiant  is  necessary  for  infection  to  take  place,  but  this  is  not  gesKtaOy 
cnncedeii.  Certain  it  is  that  a  ^■er^■  brief  period  of  exposure  is  sufficient  f<i 
the  rransmission  of  the  disease.  The  infectious  a^nt  or  agents  of  trphus 
fever  is  rarely  if  ever  carried  by  water  or  ^*ther  liquid  media.  Lowered 
-.-iraiiry  ot  the  individual  itaturally  iucteases  his  susceptibility.  The  influ- 
'?no«t  .^t  a^  and  se\  is  wni-  sliirhi.  for  all  a^ces,  after  early  infency,  senn 
er.ually  >u<cepdble.  the  ir^eater  jHevknuinarxv  of  the  raalaiiy  between  twenty 
anii  forty  probably  beini:  due  to  iiKteasevl  oj^K»rtuuities  for  exposure. 
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The  influence  of  climate  and  season  upon  the  spread  of  typhus  fever  is 
only  an  indirect  one,  in  that  the  poor  ventilation  of  the  houses  of  the  lower 
classes  during  the  winter  months  aids  in  the  dissemination  of  the  disease 
among  the  occupants,  whereas  in  summer  the  better  supply  of  fresh  air 
and  the  greater  amount  of  out-door  life  tends  to  <limin[sh  tlie  danger  of 
infection. 

Prevention. — There  is  no  disease  in  the  prevention  of  which  fresh  air 
plays  so  large  a  part  as  it  does  in  typhus  fever.  Indeed,  it  may  be  stated 
that  if  a  healthy  man  be  supplieil  with  plenty  of  fresh  air  while  in  the  pres- 
ence of  the  sick  he  will  have  a  fair  chance  of  escape,  whereas  if  the  air  of  the 
room  be  impure  infection  is  almost  certain,  for,  as  already  stated ,  typhus  fever 
is  a  malady  of  darkness  and  poor  ventilation.  Practical  ex|)erience  seems  to 
indicate  that  the  various  thsinfectants  usually  employed  have  little  value  in 
preventing  its  spread  unless  they  are  used  in  concentrated  form  upon  the 
gannents  which  have  been  infected.  By  far  the  best  means  of  preventini;:  tlie 
spread  of  typhus  fever  are  the  Jidmission  of  a  plentiful  supply  of  fresh  air  and 
sunshine,  the  application  of  steam  or  scalding  water  to  all  woodwork  and 
clothing,  or  the  use  of  dry  heat  if  steam  heat  cannot  be  employed.  The 
bed-clothing  and  mattresses  should  be  destroyetl  by  fire.  The  vakie  of 
formaldehyde  gas  as  a  disinfectant  is  still  undecided  for  preventing  the 
spread  of  this  disease. 

Pathology  and  Morbid  Anatomy. — Typhus  fever,  unlike  typhoid  fever,  has 
no  peculiar  morbid  anatomy,  and  it  is  therefore  impossible  from  autopsy 
findings  alone  to  determine  that  the  cause  of  death  has  been  typhus.  The 
skin,  it  is  true,  may  show  very  soon  after  death  numerous  petechia%  and 
early  decomposition  constantly  occurs  after  death  from  this  di.sease.  The 
hoAy  is  usually  not  greatly  emaciated  because  the  disease  lasts  so  short  a 
time.  The  muscles,  which  are  somewhat  dr)\  may  also  show,  when  exam- 
ined under  the  microscope,  signs  of  granular  or  fatty  degeneration  just  as 
they  do  in  t^-phoid  fever. 

The  respiratory  passages  may  lie  inflamed  or  congested.  Thus  there 
may  be  laryngeal  ulceration  as  in  typhoid  fever  and  a  considerable  degree 
of  bronchitis.  Often  hypostatic  congestion  of  the  lungs  is  present.  In 
other  instances  a  true  lobar  pneumonia  occurs.  Indeed,  C'urschmann  says 
it  occurred  in  15  f>er  cent,  of  his  cases.  The  heart  muscle  is  friable  and 
suffers  from  the  form  of  myocarditis  seen  in  alt  infectious  diseases,  and 
die  blood  is  found  to  be  darker  and  more  li(|uid  than  normal.  It  is  a  note- 
worthy fact  that  the  intestines  show  no  lesions  whatever  either  in  Peyer's 
[matches  or  in  the  solitary  glands.  If  such  lesions  are  present  the  disease  is 
typhoid,  not  typhus,  fever.  The  liver  is  usually  swollen  and  is  found  to  be 
the  seat  of  cloudy  swelling,  while  the  spleen  is  also  enlarge<l  to  some  degree 
but  ver)'  soft.  It  may  contain  infarcts.  TJie  kidneys  are  also  the  seat  of 
cloudy  swelling. 

Symptoms. — The  symptoms  of  typhus  fever  are  quite  characteristic. 
Unlike  those  of  tj'phoid  fever,  the  invasion  if  umially  abrupt,  the  patient 
suddenly  feeling  ill  aljout  twelve  days  after  exposure,  and  being  seized  by  a 
chill  or  series  of  chills,  with  headache,  backache,  and  general  prostraiioiu 
The  jever  rises  rapidly,  reaching  its  acme  it  may  be  as  early  as  the  second 
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day,  but  as  a  rule  it  rises  steadily  during  the  first  four  or  five  days,  and 
during  this  period  of  rise  the  characteristic  morning  remissions  of  ^phoid 
fever  do  not  occur  to  so  marked  a  d^ree.  By  the  fifth  day  the  temperature 
often  reaches  105**  or  even  107^,  but  when  the  infection  is  not  severe  it 
may  not  go  above  103°.  After  having  reached  its  highest  point  it  remains 
fairiy  constant  with  a  slight  decrease  each  morning,  the  evening  tem- 
perature, however,  remaining  high  until  the  period  of  crisis,  at  about  the 
I  fourteenth  day.     In  cases  characterized  by  severe  infection  the  tempera- 

ture may  continue  to  rise  until  it  reaches  as  high  as  109°,  when  death  usually 
occurs.  To  those  cases  in  which  the  temperature  reaches  this  very  hi^ 
point  vrithin  the  first  few  days  of  the  illness  the  term  Typhxts  Sidemu  is 
usually  applied. 

The  pulse  is  full  and  rapid,  but  usually  not  so  feeble  as  in  the  early 
stages  of  typhoid  fever,  llie  face  is  deeply  flushed  the  conjunctiva  con- 
gested, and  the  expression  one  of  apathy,  although  in  some  cases  delirium 
varying  from  mild  wandering  to  actual  maniacal  violence  may  be  met  with. 
Sometimes  the  delirium  is  wild  (delirium  ferox),  sometimes  it  is  like  that 
of  delirium  tremens,  and  sometimes  it  is  low  and  muttering — the  ^rfdio- 
mania  of  Galen.  If  the  toxiemia  is  severe  extreme  prostration  and  feeble- 
ness may  ensue  by  the  tenth  day. 

In  from  three  to  five  days  the  eruption  appears  upon  the  abdomen  and 
chest,  and  soon  spreads  to  the  l^s,  arms,  and  face.  It  possesses  two  pecu- 
liar characteristics.  In  the  first  place  it  is  papular,  as  in  typhoid  fever,  but 
the  spots  are  rarely  as  rosy  as  they  are  in  that  disease,  and  may  finally 
become  as  dark  as  actual  petechise,  which  indeed  they  really  are.  The 
second  peculiarity  is  that  there  seems  to  be  a  subcuticular  eruption  or  area 
of  congestion,  or  motding,  so  that  the  skin  is  marbled  or  mottled.  Unlike 
the  rash  of  typhoid  fever,  that  of  typhus  does  not  disappear  on  pressure, 
and  is  distinctly  manifest  after  death.  Even  if  the  case  is  mild  the  petechial 
character  of  the  rash  is  present.  In  some  instances  the  skin  is  said  to  ^ve 
off  a  peculiar,  musty  or  mouse-like  odor.  In  children  the  rash  may  be  so 
profuse  as  to  resemble  an  attack  of  malignant  measles. 

As  the  disease  advances  to  the  second  week  the  evidences  of  toxsemia 
become  more  marked.  The  active  delirium  which  perchance  was  present 
at  first  is  replaced  by  stupor  and  coma  vigil  with  subsultus  tendinum,  the 
tongue  is  dry  and  heavily  coated,  the  teeth  covered  vnih  sordes,  and  the 
heart's  action  rapid  and  feeble.  The  respirations  are  quickened  but  shallow, 
and  diarrhoea  may  be  marked.  This  stage  is  called  the  "putrid,"  "malig- 
nant," or  "typhoid"  stage  of  the  malady.  It  is  essentially  one  of  profound 
toxsemia,  and  the  patient  lies  in  a  state  of  deep  prostration,  indifferent  to 
all  sounds  and  objects  in  the  immediate  vicinity,  mumbling  a  few  disjointed 
sentences,  his  tongue  being  so  coated  and  dry  that  it  is  almost  impossible 
for  him  to  move  it.  The  pupils  are  often  strongly  contracted  and  the  ten- 
dons twitch,  while  there  may  also  be  carphologia,  or  picking  at  the  bed- 
clothes. Finally,  if  the  illness  becomes  more  severe,  tiie  patient  lies  with 
open  eyes,  gazing  into  space,  with  dilated  pupils,  a  thready,  imperceptible 
pulse,  and  a  cold,  clammy  skin,  which  heralds  the  approach  of  death,  which 
is  due  to  the  toxaemia,  asthenia,  and  hj'postatic  pulmonary  congestion. 
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If  the  patient  survives  the  early  stages  of  attack,  the  fever  usually  encis 
by  the  twelfth  or  fourteenth  day  and  the  temperature  utider<i[oes  niucli  more 
rapid  defervescence  than  it  does  in  typlioid  fever.  Indeed,  it  is  generally 
thought  that  the  fever  ends  by  crisis;  so  that  the  patient  passes,  during  a 
prolonged  sleep,  from  a  state  of  severe  illness  with  a  clouded  mind  to  early 
convalescence  with  a  clear  mind,  a  critical  fall  of  ivmpvrature  taking  place. 
This  remarkable  change  in  the  aspect  oF  the  case  has  been  alluded  to  by 
some  authors  as  quite  pathognomonic  of  typhus  fever,  but  thestutement  that 
the  fall  of  the  temperature  is  always  by  crisis  is  not  universally  conceded 
to  be  correct.  Thus,  Moore,  of  Dublin,  states  that  the  end  is  by  crisis; 
while  Curschmann  asserts  that  in  the  great  majority  of  cases  it  ends  by 
lysis,  although  lie  admits  that  a  critical  fall  occasionally  takes  place,  covering 
a  period  of  from  two  to  three  days.  This  is  hardly  a  crisis  in  the  usual 
acceptation  of  the  term. 

Whatever  may  be  the  true  method  of  the  fall  of  temperature,  it  is  certainly 
a  fact  that  convalescence  is  rapidly  established;  so  that  the  patient  pro- 
ceeds to  complete  recovery  more  rapidly  than  after  typhoid  fever,  health 
being  completely  restored,  it  may  be,  by  the  end  of  a  month. 

Relapse  in  typhus  fever  very  rarely  takes  place,  and  in  tlie  vast  majority 
of  cases  one  attiick  produces  immunity  against  further  infection. 

The  complications  of  typhus  fever  are  those  which  we  would  expect  to 
meet  with  in  the  presence  of  any  severe  infection.  Bronchopneumonia  or 
lobar  pneumonia  may  occur.  In  very  poorly  nourished  individuals  noma 
may  develop,  and  symptoms  of  generalized  paralysis  develop  as  the  result 
of  neuritis.  So,  too,  septic  arthritis  and  infection  of  the  parotid  glands  may 
occur. 

Diagnosis. — Several  characteristics  of  typhus  fever  have  already  been 
emphasized.  The  most  noteworthy  of  these  are:  the  sudden  accession  of 
the  disease,  the  rapid  rise  of  temperature  without  morning  remission,  the 
development  of  a  peculiar  rash  l>etween  tlie  third  and  fifdi  day,  the  dusky 

>pearance  of  the  face,  the  musty  odor  of  the  skin,  and  the  early  appcitr- 
iice  of  active  delirium  or  pmfouiid  apiatliy.  All  these  symptoms  are  quite 
different  from  those  met  with  ordinarily  in  typhoid  fever,  but  it  is  not  to 
be  forgotten  that  sometime.s  typhoid  fever  begins  suddeni}'  and  presents 
manifestations  closely  resembling  those  of  typhus;  so  that  during  the  pres- 
ence of  an  epidemic  of  typhus  or  typhoid  fever  cases  of  either  one  of  these 
diseases  may  readily  be  overlnr.ikcd.  In  the  differentiation  the  early  devel- 
opment of  the  rash  (third  to  fifth  day)  in  typhus  fever  is  of  great  practical 
value,  and  the  distribution  of  the  rash  i.s  still  more  helpful  in  aiding  a 
decision;  for  the  rash  of  typhus  fever,  If  profuse,  involves  the  extremities 

well  us  the  trunk,  whereas  that  of  typhoid  fever  is  chiefly  limited  to  the 

«dy;  a  profuse  and  dusky  rose  rash  on  the  hands  and  legs  is  therefure 
distinctly  in  favor  of  typhus  fever.  Again,  the  rash  of  typhus  fever  is  con- 
stant, whereas  that  of  typhoi*!  fever  fades  and  recurs  in  crops.  St»metiraes 
however,  the  rash  of  typhus  fever,  like  that  of  typhoid  fever,  is  very  scant, 
only  a  few  rose  spots  being  present.  Indeed,  the  disease  may  occur  without 
any  exanthema  being  manifest. 

As  the  illness  progresses  much  additional  dilTerential  information 
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can  be  gained  if  the  case  be  one  of  typhoid  fever  by  the  discovery  of 
the  Widal  reaction,  the  recovery  of  the  Bacillus  typhoftus  in  the  blood  and 
in  the  rose  spots.  Then,  too,  typhoid  fever  does  not  end  so  abruptly  nor 
so  early  as  does  typhus  fever.  Muhgiiiitit  inea.sles  and  variola  may  in 
their  earliest  stages  resemble  typhus,  but  tlieir  later  course  clearly  separates 
them. 

RelapsinjEj  fever  is  separated  from  typhus  fever  by  the  clear  mental  con- 
dition of  the  patient  notwithstanding  his  hi^jh  tempemture,  by  the  lack  of 
petechias,  and  the  absence,  as  a  rule,  of  severe  initial  symptoms. 

Prognosis. — The  prognosis  in  typhus  fever  varies  greatly  with  the  pre- 
vious cnndition  of  the  patient,  and  also  to  some  degree  with  the  seventy  of 
the  epidemic.  Usually  the  mortality  rate  varies  from  10  to  20  per  cent,  in 
young  adults,  but  in  chiltlren  it  is  often  nmch  less  than  this.  In  advanced 
years  the  mortality  is  very  high. 

Curschmann  has  stated  that  "olrl  age  makes  itself  felt  as  early  as  the 
fortieth  year  and  that  after  fifty  almost  50  per  cent,  die."  The  accompanying 
chart.  Fig.  14,  made  from  the  statistics  of  Murehison,  Guttstadt,  and 
Curschmann  indicates  further  the  influence  of  age  on  the  prognosis. 

Death  in  typhus  fever  rarely  occurs  before  the  second  week.  After  the 
end  of  the  second  week  it  seldom  takes  place  except  as  the  result  of  some 
untoward  complication. 

Treatment. — The  treatment  of  typhus  fever  is  in  many  respects  identical 
with  that  now  recognized  as  useful  in  typhoid  fever.  The  patient  should 
be  isolated,  of  course,  and  provided  with  an  abundance  of  light  and  air. 
As  already  stated,  in  no  disease  are  these  aids  to  health  more  essential  for 
recovery.  As  the  course  of  the  mahidy  is  one  toward  profoutid  a,sthenia, 
easily  assimilated  or  predigested  foods  should  be  given  as  freely  as  the 
patient  can  utilize  them.  Alilk  to  which  is  adde^i  a  little  pancreatin  and 
sodinra  bicarbonate,  barley-  and  rice-gruel  in  which  is  placed  some  taka- 
dia.stase,  and  copious  draughts  of  water  to  (lush  the  kidneys  and  aid  in  the 
elimination  of  poisons  arc  to  be  administerevl.  The  fever  is  t<*  Ik-  treated 
by  cool  or  cohl  bathing  as  the  patient  lies  in  bed,  according  to  the  directions 
given  under  typhoid  fever,  and  eold  is  to  be  kept  applied  to  the  head  con- 
tinuously. The  coal-tar  antipmtics  are  not  to  be  used  if  they  can  be 
avoided.  When  signs  of  cerebral  and  j>uhnr)iiary  hyj»ostatic  coFigestion 
manifest  themselves  the  patient  may  f>e  imtnerseri  in  a  bath  of  about  00°, 
and  cold  water  at  60°  pourefi  over  his  head  an<l  shoulders  as  a  douche, 
active  friction  of  the  body  and  limbs  being  performed  by  the  nurse  for 
several  minutes  before  the  sick  man  is  returned  to  his  bed.  Should  the  cir- 
culation fail,  alcohol  in  the  fonn  of  whiskey  or  brandy,  well  dthUed  with 
water,  is  to  be  employed  for  the  purpose  of  supporting  tlie  heart  and  nervous 
system.  Camphor  in  \  grain  doses  is  useful  for  this  purpose.  If  the  nervous 
restlessness  of  the  patient  is  sufficient  to  endauj^er  life  by  the  resulting 
exhaustion,  a  hypodermic  injection  of  morphine  may  be  given  to  produce 
sleep  or  nervous  quiet. 

The  bowels  should  be  kept  open  by  the  use  of  gentle  laxatives,  or  \ye 
evacuate<l  by  a  saline  purge  if  obstinately  conlined.  The  activity  of  the 
kidneys  must  abo  be  maintained  by  the  use  of  alkaline  diuretics  and  sweet 
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spirit  of  nitre  and  by  the  free  administration  of  a  pure  drinking  water. 
As  retention  of  urine  often  occurs,  the  state  of  the  bladder  must  be  care- 
fully watched. 


Fio.  14 


Showing  the  decreafllng  morbidity  and  increasinK  mortality  percentage  of  typhua  fevor  with  advanc- 
InK  years.  Solid  line  represents  morbidity  from  Murchlaon's  statistics.  Broken  line,  mortality  percent- 
age from  the  statistics  of  Murchison,  Guttstadt,  and  Curschmanii. 
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RELAPSING  FEVER. 


Definition. — Relapsing  fever,  as  its  name  indicates,  is  characterized  by 
an  attack  cjf  fever  which  lasts  about  six  days^  this  in  (urn  is  followed  by  a 
period  in  which  fever  is  nbsent,  and  this  again  by  a  recurrence  of  a  period 
of  fever.  These  aUernating  ]>erio<ls  may  be  re[>eated  three  or  four  times. 
It  is  tine  to  a  spe<'ific  micro-organism,  the  so-called  spirillum  or  spirochaete 
of  OlK'rmeier.  Sometimes  it  is  called  Fehris  Recurrent,  "Seven  Days' 
Fever/'  and  "Famine  Fever." 

History.- -The  lustt»ryof  relapsing  fever  is,  when  camparetl  to  some  other 
infcctifMis  diseases,  fairly  mo*!eni,  for  the  first  descriptions  of  it  occurred 
in  meilicul  literature  al)oiit  1729,  although  it  was  not  until  1739  that  Hutty 
gave  a  clear  dp-scription  of  its  course.  After  this  for  nearly  a  century  no 
reports  of  its  existence  are  to  he  founrl,  but  between  1842  and  1S.52  it 
appeared  over  a  wide  area,  occurring  in  I-Ingland,  Ireland,  Scotland,  Ger- 
many, and  finally  in  A^lerica^to  which  country  it  was  brougtit  by  a  ship- 
load of  immigrants  who  came  from  Ijverpo<il  and  landed  in  Philadelphia 
in  1844.  It  l>ecame  epidemic  in  the  United  States  in  the  decade  from  18(31 
to  1S70»  anti  it  is  interesting  to  note  tliat  as  the  American,  Gerliard,  first 
aitled  in  the  diiFerentiution  of  typhoid  fever  from  typhus  in  PhiladelpluajSo 
Pepper,  Rhoads,  and  Parry,  of  the  same  city,  have  contributed  to  me«lical 
literature  the  best  account  of  the  disease  as  it  has  appeared  in  this  country, 
having  observed  a  larger  number  of  cases  than  any  other  clinicians. 

Distribution. — Relapsing  fever  has  occurred  in  almost  all  parts  of  the 
civilixol  worhh 

Etiology. — It  has  been  claimed  that  filthy  surroundings  and  bad  food 
are  active  in  the  development  of  relapsing  fever,  but  they  probably  exercise 
a  general  influence  by  lowering  vitality  rather  than  by  directly  aiding  Infec- 
tion. Sex,  age,  and  nationality  exercise  no  influence,  and  it  is  doubtful  if 
any  one  season  of  the  year  increases  the  prevalence  of  the  disease.  The 
actual  cause  of  relapsing;  fever,  as  already  stated,  is  a  spirillum  known  as 
the  spirillum  of  Olicrtneler,  which  is  constantly  found  in  the  blood  of  patients 
suffering  from  the  disease  during  the  stage  of  fever.  It  is  absent  from  the 
blood  in  tlie  intermissions,  although  small,  glistening  bodies,  said  to  be 
spores,  Ciin  he  seen.  The  disease  is  contagious,  that  is  it  requires  contact 
with  the  patient  or  with  his  garments  for  the  infection  to  be  spread.  Patients 
may  be  infecte<l  by  insects,  for  example  by  bed-btigs  which  have  previously 
bitten  patients  sulTerIng  from  relapsing  fever.  That  the  disease  is  ever 
conveyed  by  the  air  is  tloubtfuL 

Pathology  and  Morbid  Anatomy. — The  changes  produced  in  the  body  by 
relapsing  fever  are  not  only  not  marked,  but  not  at  all  characteristic.  The 
spleen  an<l  liver  are  swollen  and  engorged,  as  in  nearly  all  febrile  infectious 
diseases,  u[id  the  voluntary  muscles  may  undergo  granular  degeneration. 
Similar  changes  may  be  found  also  in  the  heart  muscle.  Sometimes  multiple 
infarctions  and  hyperplasia  of  the  bone-marrow  are  present  and  ecchymotic 
spots,  which  are  found  ante-mortem,  are  seen  in  the  sldn  and  subcutaneous 
tissues. 
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SymptomB. — As  a  rule  about  six  or  seven  days  after  exposure  to  the  dis- 
ease the  infected  person  is  abruptly  seized  by  a  severe  chill,  or  more  rarely  by 
headache  and  vomiiing.  The  face  becomes  flushed,  but  the  expression  is 
not  dull  and  apathetic  as  it  is  in  typhus  or  typhoid  fever,  unless  the  infection 


I 


is  very  severe,  when  typhoid  symptoms  may  soon  develop.  A  moderate 
degree  of  jaundice  also  is  present  in  many  cases.  No  characteristic  eruption 
appears  on  the  skin,  although  small  petechise  or  ecchymotic  spots  may 


DISEASES  DUE  TO  A   SPECIFIC  INFECTION 

occur  in  severe  cases.     Many  observers  have  recorded  the  presence  of  a 

■  disagreeable,  musty  odor  about  the  patient. 
The  febrile  movement  is  the  most  notable  manifestation  of  the  disease. 
The  fever  begins  to  rise  while  the  stage  of  chill  is  still  young,  and  reaches 
102^  or  103''  in  the  first  twenty-four  hours  and  104°  or  106°  in  the  next 
twenty-four  hours.  During  the  febrile  stage  of  alx>ut  six  days  tliis  level 
of  temperature  is  fairly  constantly  maintained,  although  irregular  remis- 
sions of  1°  or  2°  may  occur.  Sometimes  the  fever  reaches  108°.  In  some 
cases  the  primary  febrile  period  lasts  only  two  days.  While  the  febrile 
movement  just  described  is  diaracteristic,  its  ending  is  more  so,  for  a  crit- 
ical fall  of  temperature  takes  place  with  a  suddenness  and  completeness 
which  is  rarely  met  with  in  any  other  disease  unless  it  be  croupous  pneu- 
monia {Fig.  15).  Not  rarely  it  falls  C°  in  three  hours,  although  a  fall  of 
1**  an  hour  is  more  common.  The  rapid  fall  may  carry  the  temperature 
a  little  below  normal,  .\fter  a  few  days  of  no  fever  tfie  relapse  takes 
place  with  the  same  sudden  onset  as  occurred  with  the  primary  attack. 
It  runs  a  course  in  all  respects  like  the  original  seizure,  but  it  more  com- 
monly ends  by  lysis  than  does  the  first  paroxysm.  The  third  and  fourth 
»  attacks,  if  they  occur,  are  usually  milder  than  the  first  two.    The  duration 

»of  the  period  of  intermission  varies  from  one  to  ten  days,  although 
it  is  usually  six  days  or  a  week,  and  the  duration  of  the  entire  illness 
may  vary  from  eighteen    to  ninety  days,  according   to    the    nuniljcr  of 

I  relapses. 
The  pulse  during  the  early  attacks  is  rapid,  and  it  may  be  bounding, 
but  if  the  patient  be  enfeebled  by  prolongation  of  the  illness  it  may  be 
small  and  compressible.     Severe  frontal  and  occipital   headache  is  often 
experienced  by  the  patient  in  the  first  attack,  hut  delirium  is  rare  except  it 

the  due  to  serious  complications  or  to  very  high  fever. 
Prognosis. — The  prognosis  as  to   ultimate   recovery  is  quite  good,  the 
mortality  of  the  disease  usually  tieing  about  4  |>er  cent. 

Treatment. — There  is  no  specific  treatment  for  relapsing  fever.  Good 
nursing,  careful  feeding,  and  the  use  of  stimulants,  if  the  patient  is  feeble, 
are  of  course  needful.  The  action  of  the  1j<3WtIs  and  kiilneys,  as  in  all  infec- 
tious diseases,  shouKl  be  carefully  attended  tu.  No  results  from  the  use  of 
hydrotherapy  in  relapsing  fever  have  been  publishetl  so  far  as  the  writer  is 
aware,  but  the  course  of  the  febrile  movement  scarcely  indicates  this  plan 
of  treatment. 
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VARIOLA. 

Definition. — Variola,  or  smallpox,  is  an  acute  infectious  disease  affecting 
the  entire  body,  but  manifesting  itself  chiefly  by  the  development  upon  the 
skin,  more  particularly  that  of  the  face  and  forearms,  of  an  exanthem  which 
is  at  first  macular,  then  papular,  then  vesicular,  pustular,  and  finally 
uinbilicated. 

History. — Smallpox  is  one  of  the  ancient  diseases,  for  records  exist  which 
show  it  to  have  occurred  many  centuries  Iwfore  the  time  of  Christ.  The 
first  authentic  medical  record  of  the  malady  did  not  appear,  however, 
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before  the  tenth  century,  when  Rhazes,  of  Bagdad,  wrote  his  Treatise  on 
Smallpox  and  Measles.  It  is  generally  considered  that  smallpox  did  not 
gain  entrance  to  Europe  till  about  a.d.  710,  when  the  Arabs  conquered 
the  Spanianls.  It  reached  Germany  about  the  tenth  century,  at  which  time 
it  also  appeared  in  England.  At  times  since  the  tenth  century  it  has  swept 
away  thousands  of  persons  in  a  single  epidemic,  and  very  few  escaped 
its  ravages.  Indeed,  a  large  part  of  the  population  of  Ix>ndon  were  at  one 
time  pock-marked.  It  was  first  introduced  into  Mexico  in  1520,  and  into 
Massachusetts  in  1633.  Until  the  uitroduction  of  vaccination  it  was  one 
of  the  most  death-dealing  maladies  known  to  man.  (For  the  influence  of 
vaccination  in  diminishing  smallpox  see  article  on  Vaccinia.) 

DiBtribution. — Smallpox  has  occurred  in  all  parts  of  the  civilized  world, 
from  the  Arctic  to  the  Tropics,  and  is  of  equal  virulence  in  very  cold  and 
in  very  warm  climates. 

Etiology. — Variola  is  believed  by  some  to  be  due  to  a  parasite  namefl  by 
Guarnieri,  in  1892,  the  Cytoryctes  variolce,  and  carefully  studied  by  Wasie- 
lewski  in  1901,  Its  evolution  has  been  more  fully  known  by  the  labors 
of  G>uncilman,  Magrath,  and  Brinckerhoff  in  1903  and  BrinckerhoflF  and 
Tyzzer  in  1905,  the  latter  being  an  extensive  investigation  of  experimental 
variola  and  vaccine  in  Philippine  monkeys.  These  in  every  respect  con- 
firm the  previous  findings  in  human  beings.  Basing  his  views  upon  pre- 
viously accomplished  work,  but  especially  upon  the  study  of  Councilman 
and  his  students,  Calkins  has  attempted  to  formulate  the  different  stages 
in  the  life  history  of  the  parasite.  A  full  review  of  these  and  previous 
inquiries  into  the  nature  of  the  specific  organism  of  variola  and  vaccinia 
will  be  found  in  the  Journal  of  Medical  Research,  February,  1904,  vol. 
xi..  No.  1,  pp.  8-360  and  January,  1906,  vol.  xiv.,  No.  2,  pp.  209-359.  (For 
the  process  of  the  development  of  this  organism  see  Pathology  and  Morbid 
Anatomy.) 

The  disease  affects  persons  who  may  be  exposed  to  it  at  all  ages, 
and  remarkably  few  people  who  are  unvaccinated  are  able  to  resist  the 
infection,  not  more  than  from  1  to  5  per  cent.  The  negro  race  is  peculiarly 
susceptible,  and  in  this  race  the  rate  of  mortality  from  the  disease  is 
usually  very  high.  Smallpox  affects  males  more  frequently  than  females. 
It  is  more  common  in  the  winter  and  spring  than  in  the  summer,  per- 
haps because  of  the  crowding  in  the  homes  of  the  poor  during  the  cold 
months. 

The  contagion  of  smallpox  is  spread  in  several  ways — viz.,  directly,  that 
is,  by  contact  with  the  patient's  body  and  his  clothing;  and  indirectly,  by 
the  air.  Stokes  has  recently  published  a  paper  indicating  that  the  infec- 
tion usually  enters  the  body  through  the  lungs,  A  nurse  may  convey  the 
disease  from  a  patient  to  a  healthy  individual,  and  rats,  mice,  and  flies 
may  do  likewise.  The  patient  ill  of  smallpox  is  capable  of  infecting  a 
healthy  person  from  the  initial  stage  of  the  disease  to  the  moment  when, 
recovery  having  occurred,  every  particle  of  pustule  or  desquamating  skin 
has  been  cast  off.  The  most  contagious  periods  are,  however,  those  of 
vesication,  pustulation,  and  exfoliation. 

The  fact  that  the  disease  is  spread  by  aerial  convection  is  never  to  be 


forgotten,  and  it  may  be  carried  in  this  way  from  a  few  feet  to  several  yards 
(Fig.  Ki),  Mucli  tjiflierence  of  opinion,  however,  exists  among  those  who 
have  studied  the  q:iestion  of  aerial  convection.  Power,  of  Fulham,  and 
Barry,  of  Sheffield,  England,  found  a  noticeable  influence  exercised  hy  the 
propin*juity  of  a  smallpox  hospital,  but  Savill,  from  investigations  carried 
on  at  Warrington,  came  to  the  tM>nclusion  that  aerial  currents  influenced  the 
spread  of  the  disease  but  little.  It  must  be  remembered,  moreover,  that 
before  we  accept  these  figures  as  to  aerial  convection  we  must  be  sure  that 
the  contagion  was  actually  carried  by  the  air  and  not  by  insects  or  animals, 
I  know  of  one  sjiiallpox  hospital  from  which  flies,  mice,  rats,  and  cats 
passed  freely,  and  surrounding  which  smallpox  was  almost  constantly 
;>resent. 

Kia   U\ 

4000  feet. 


0.0'J  pcf  ci^'iii. 
Diairmin  nbowinR  the  percttutaffe  of  oeri&l  convection  of  Bniallpoz.    (Moore.) 

Bodies  dead  of  smallpox  can  also  spread  the  disease  among  those  who 
handle  them. 
H     The  severity  of  the  infection  depends  not  so  much  upon  the  violence  of 
Hthe  disease  in  the  giver  a.s  in  the  susceptibility  of  the  receiver  of  tlie  malady. 
A  miltl  case  may  therefore  be  provocative  of  most  vinilent  epidemic. 

Incubation. — The  period  of  incubation  of  smallpox  varies  from  five  to 
twenty  days,  but  as  a  rule  it  is  about  twelve  days.  Cases  occurring  in  less 
than  five  days  after  exposure  are  very  rare. 
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Prevention. — There  is  one  measure  above  all  others  to  be  used  in  the 
prevention  of  smallpox,  and  that  is  vaccination,  which  liy  its  beneficent 
influence  has  changetl  smallpox  from  a  common  and  fearful  .scourge  of  man- 
kind to  a  disease  so  rare  that  many  physicians  practice  a  lifetime  without 
seeing  a  case.     (See  Vaccine  and  Vaccination), 

It  is  very  important  to  bear  in  mind  the  clinical  fact  that  vaccination 
not  only  protects  the  patient  who  may  be  subsequently  exposed  to  small- 
pox, but  also  that  it  protects  the  patient  who,  having  been  so  exposed,  is 
subsequently  vaccinated.  Even  if  the  vaccination  be  performed  so  long 
after  the  exposure  that  smallpox  nevertheless  develops,  die  severity  of  the 
disease  will  Ijc  moilified,  the  degree  of  modification  being  in  direct  ratio  to 
tlie  length  of  time  between  vaccination  and  tlie  appearance  of  the  variola. 

A  most  interesting  illustration  of  this  has  l>een  sent  me  most  kindly  by 
Dr.  Allan  Warner,  of  the  Borough  Isolation  Hospital,  Leicester,  England. 
The  history  of  the  cases  is  as  follows: 

A  boy,  aged  fourteen  years,  unvaccinated,  sickened  with  smallpox  on 
April  14.  He  was  removed  to  the  hospital  on  April  18,  where  he  had  a 
severe  confluent  attack.  The  father  consented  to  his  wife  and  three  children 
being  vaccinated,  stating  that  personally  he  would  not  be  vaccinated,  but 
would  be  a  "test,"  to  see  if  there  was  anything  in  it.  Ten  days  later  his 
daughter,  age<l  three  years,  developed  a  smallpox  eruption;  she  had  less 
than  one  hundred  spots  and  never  appeareci  ill.  No  other  person  in  the 
house  suffered  from  smallpox  except  the  father,  vaccinated  in  infancy,  his 
eruption  appearing  fourteen  days  aCter  the  son  had  been  removed  to  the 
hospital.  A  photograph  of  the  father  and  daughter,  taken  on  the  twelfth  day 
of  the  father's  eruption,  may  be  seen  in  Fig.  17,  and  requires  no  comment. 

In  cases  of  urgency  it  is  generally  held  that  humanized  virus  is  more  valu- 
able than  calf  virus,  but  as  humanized  virus  is  often  difficult  to  obtain  it 
is  belter  to  vaccinate  the  patient  in  different  places  with  glycerinated  vac- 
cine made  by  different  maimfacturers,  since  in  this  way  there  is  little  doubt 
but  that  one  will  surely  take. 

The  second  preventive  measure  of  importance  is  the  absolute  isolation  of 
the  patient,  and  the  third  the  complete  disinfection  or  destruction  of  all 
garments  and  bed-clothing  which  have  been  about  the  sick  person,  includ- 
ing those  worn  by  his  attendants.  Finally,  all  individuals  exposed  to  the 
contagion  should  be  quarantined  for  a  perimJ  of  twenty-one  days,  in 
order  that  the  physician  may  be  sure  that  they  are  not  going  to  be  attacked 
and  so  spread  the  infection. 

Frequency. — Smallpox  is  so  constantly  present  in  the  poorer  part  of  large 
cities  that  it  may  be  said  to  be  almost  endemic  in  alt  of  thera,  but  to  a  very 
moderate  degree.  Occasionally  w^hen  a  considerable  number  of  unvac- 
cinated persons  have  accumulated  in  a  city  or  country  district,  the  disease 
"bursts  out  in  a  small  epidemic,  and  sometimes,  without  any  such  apparent 
ause,  certain  districts  seem  to  be  affected,  many  unvaccinated  persons 
being  attacked.  During  the  winter  of  1901  and  1902  smallpox  appeared 
,  almost  all  over  the  Unite<J  States  in  scattered  localities.  It  can,  however, 
Eftlways  be  stamped  out  by  house-to-house  vaccination,  and  its  spread 
"epeuds  upon  imperfect  quarantine  and  inefficient  vaccination. 
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1064  per  million,  while  in  1889  it  was  1  per  million,  and  in  1890  nil  per 
million. 

During  1904  the  disease  was  totally  eradicated  from  New  York  and 
Philadelphia  by  vaccination  and  quarantine. 

Pathology  and  Morbid  Anatomy. — The  most  noteworthy  lesion  produced 
by  smallpox  takes  place  in  the  skin.  The  dermal  papillse  become  hyper- 
fiemic,  the  cells  of  the  rete  Malpighii  swell  and  so  raise  the  epiderm,  and 
under  this  epiderm  serum  exudes  and  pushes  the  stratum  still  farther 
upward.  The  cells  of  the  rete  are  more  or  less  elongated,  pigmented,  and 
form  fibrils  extending  from  the  epiderm  to  the  base  of  the  inflamed  zone  in 
the  derma,  constituting  the  vacuolar  focal  degeneration  described  by  Coun- 
cilman, Magrath,  and  Brinckerhoff.  In  this  reticulum  still  further  serous 
exudation  occurs,  and  so  forms  a  vesicle  which  increases  at  its  margin, 
where  the  exudation  takes  place  very  rapidly,  while  degenerative  and 
necrotic  changes  progress  in  the  epithelium  of  the  area  involved.  As  a 
result  the  area  under  and  around  the  vesicle  becomes  indurated  and  we 
have  the  characteristic  hard  pock  of  variola.  The  persistence  of  this  free 
exudation  at  the  margin  of  the  pock  and  the  greater  density  of  the  centre 
lead  to  depression  of  the  latter,  giving  rise  to  umbilication.  Wright  has 
shown  that  the  central  depression  in  the  pock  may  be  due  to  diphtheroid 
degeneration.  It  may  also  be  due  to  retraction  by  a  hair  or  small  gland. 
Coundbnan,  Magrath,  and  Brinckerhoff  do  not  believe  that  the  pock  is 
always  produced  by  the  same  cause,  but  that  a  number  of  factors  enter 
into  its  formation. 

Following  thb  stage,  the  serum  in  the  pock  is  infiltrated  with  leuko- 
cytes, and  these  becoming  great  in  number,  the  contents  of  the  pock 
become  opaque  or  turbid,  and  finally  resemble  pus.  Sometimes  if  the 
inflammation  in  the  adjoining  pocks  is  very  severe  the  deeper  layers  of 
the  skin  become  involved,  undergo  necrosis,  and  so  great  local  destruction 
of  tissue  takes  place.  After  this  stage  epithelial  regeneration  progresses 
beneath  the  scab,  which  dries  up  and  ultimately  falls  off,  leaving  a  red  or 
pink  depression  in  the  skin,  which  depends  for  its  depth  upon  the  degree 
of  pustulation  or  necrosis  present  during  the  acute  stage.  Not  only  do 
vesicles  form  on  the  skin,  but  upon  the  mucous  membrane  of  the  mouth, 
pharynx,  tongue,  and  even  the  rectum,  anus,  vagina,  penis,  and  conjunctiva 
in  some  cases. 

The  changes  just  noted  probably  arise  from  the  minute  organism  recently 
studied  by  Councilman  and  his  assistants.  He  has  described  its  development 
in  the  following  words:  "  In  the  lower  layers  of  skin  epithelia.  Before  there  is 
present  any  anatomical  evidence  of  vesicle  formation,  there  are  found 
small,  structureless  bodies  from  one  to  four  microns  in  diameter.  The  cells 
present,  at  this  time,  little  or  no  evidence  of  degeneration.  The  bodies, 
one  or  more  in  number,  lie  in  vacuoles  in  the  cells.  The  vacuoles  are,  at 
first,  but  little  larger  than  the  enclosed  bodies.  The  bodies  increase  in 
size,  and  evidence  of  structure,  consisting  of  granules  more  distinctly 
stained,  and  lying  in  definite  spaces,  begin  to  appear.  With  the  increase 
in  size  of  the  body,  the  vacuole  of  the  cell  enlarges  until  a  large,  central 
space  around  the  nucleus  is  formed.    At  this  time  there  is  but  little  evi- 
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dence  of  degeneration  of  the  nucleus.  The  body  continues  to  increase 
and  becomes  granulur,  the  granules  lying  in  a  reticular  structure.  The 
form  of  the  larger  bodies  is  irregular  and  suggests  an  amoeboid  character. 
They  may  become  as  large  as,  or  larger  than,  the  nucleus  of  an  epithehal 
cell.  A  definite  nucleus  has  not  been  made  out  in  them,  unless  the 
reticular  structure  which  stains  more  intensely  than  the  rest  of  the  body 
be  so  considered.  At  this  time  segmentation  takes  place,  leading  to  the 
formation  of  small,  round  bodies  about  one  micron  in  diameter.  All  this 
is  best  seen  in  the  acute  hemorrhagic  cases.  It  may  also  be  seen  in  the 
advancing  edge  of  a  young  vesicle,  the  bodies  becoming  larger  and  more 
definite  in  structure  as  the  formation  of  the  vesicle  advances.  The 
bodies  in  the  celU  we  regard  as  living  organisms,  and  the  gradual 
growth  and  Imul  segmentation  as  a  cycle  in  its  life  history.  Up  to  this 
time  the  nuclei,  although  showing  such  evidences  of  degeneration  as  the 
massing  of  chromatin  in  the  periphery^  are  not  greatly  altered. 

"At  the  period  of  segmentation,  and  when  most  of  the  intracellular 
l)odies  have  disappeared,  small,  round  or  oval,  ring-like  bodies  appear  in 
the  nucleus.  These  increase  in  size  and  acquire  a  definite  structure,  con- 
sisting of  a  series  of  vacuoles  around  a  large,  central  vacuole.  The  rim  of 
the  central  vacuole  stains  moi-e  distinctly  than  do  other  parts  of  the  body. 
One  or  more  of  these  bodies  may  appear  in  a  single  nucleus.  When  several 
are  present  they  are  smaller,  but  have  ttie  same  structure.  The  bodies 
become  larger;  the  nuclear  rim  grows  less  distinct,  and  finally  disappears, 
and  the  body  lies  in  a  completely  degenerated  cell,  or  this  break.'j  down, 
setting  free  the  body.  With  the  growth  and  development  of  the  intranuclear 
body  the  vacuolar  structure  becomes  less  evitlent,  and  finally  a  structure 
is  forme<l  which  contains  numerous  fine  vacuoles.  At  this  time  sniiill,  cir- 
cular boilies  begin  to  appear  in  it,  and  groups  of  these  are  surrounded  by 
a  faint  ring,  which  probably  represents  the  remains  of  the  body  in  which 
they  were  formed." 

Myocartlial  degeneration  is  present  in  most  cases,  and  a  variolous  myo- 
carditis has  l>een  descriljeiJ. 

Ill  general  the  cardiovascular  changes  of  smallpo.\  resemble  similar 
alterations  occurring  in  other  infectious  diseases. 

Proliferative  changes  occur  in  luemntapoietic  organs  (spleen^  lymph 
nodes,  and  marrow),  associated  with  the  production  of  basophilic  mono- 
nuclear cells  which  enter  tlie  circulation  and  also  pliagoc\'tic  endothelial 
elements.  The  ba.sophilic  monoiuiclear  cells  infiltrate  the  testicle  and  usually 
the  kidney,  liver,  and  ailrenals. 

Cloudy  swelling  occurs  in  the  glandular  viscera  and  a  diffuse  toxic 
<legeneration  takes  place  in  the  liver,  kidneys,  adrenals,  and  testicles. 

Phar)'ngitis  and  fatal  bronchopneumonia  occur;  le.ss  amimonly  croupous 
pneumonia  and  pulmonary  abscess  or  gangrene  develop. 

Endocanlitis,  pleurisy,  and  empyema  are  infrequent. 

The  kidneys  are  more  or  less  altered  in  all  ca,ses;  in  milder  degrees 
this  may  amount  to  little  more  than  intense  cloudy  changi^s.  but  in  other 
cases  acute  diffuse,  glomerular,  or,  less  commonly,  suppurative  nephritis 
occurs. 
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Many  of  the  lesions  producetl  in  the  internal  organs  in  smallpox  are  the 
result  of  the  secondary  infection  from  tlie  skin  and  respiratory  tract,  and 
this  usually  depen*ls  upon  the  presence  of  the  Streptococciuf  pyogenes. 

As  in  most  of  the  acute  infectious  itiseases,  bronchitis  is  present  in  many 
cases  of  variola,  and  the  secretion  of  the  broncliial  mucous  membrane  may 
be  profuse  and  mucopurulent. 

Bronchopneumonia  may  also  develop. 

When  hemorrha^ric  small[>ox  takes  j)lacc  we  have  transudations  of  blood 
into  the  pocks  ami  into  the  conjunctiva,  the  retina,  the  muscles,  the  sub- 
pleural  tissues,  into  all  the  ab<lominal  organs,  and  into  the  kidneys  and 
the  perirenal  fat. 

Submucous  extravasations  also  take  place  in  all  the  organs  of  the  botly 
Ilneti  with  mucous  membrane. 

STinptoms. — After  an  incubation  period  of  about  twelve  days  tlie  symp- 
toms develop.  As  in  many  acute  infections,  headache  and  backache  are  the 
predominant  initial  symptoms  of  smallpox,  but  they  are  peculiar  in  their 
severity  in  this  disease,  so  that  their  very  intensity  possesses  diagnostic 
significance.  Sometimes  the  pain  in  the  back  extends  down  the  posterior 
portions  of  the  legs.  Rigors  also  occur  and  pain  in  (he  eptga^^irivvi  and 
voviiiing  may  come  on.  Sometimes  drowsiness  and  sleep  with  muscular 
twitching  develops  as  a  prominent  initial  sign  in  children.  The  vrine  is 
ojlen  scnniijy  loaded  with  urates,  and  usually  contains  some  alLiumin,  The 
tempenJure  in  smallpox  is  usually  high  from  the  on.set,  so  that  it  may 
rejich  104°  as  early  as  the  latter  part  of  t!ie  lirst  ^Jay,  and  105°  or  106°  by 
the  end  of  the  first  forty-eight  hours.  It  maintains  this  high  degree  with 
very  slight  remission  until  the  eruption  is  developed.  The  pulse  is  rapid 
often  as  high  as  120  per  minute,  in  adults,  and  uidess  profound  depression 
is  very  early  manifested  it  is  fairly  strong.  The  abdominal  organs  present 
no  signs  of  any  importance,  but  constipation  is  more  frequently  present  than 
is  diarrhoea. 

The  true  variolous  eruption  makes  its  appearance,  in  the  majority  of 
fcases,  on  the  third  day,  although  many  writers  state  that  it  appears  most 
commonly  on  the  fourth  day,  while  others  insist  that  it  appears  on  the 
second.  The  facts  are  that  the  time  of  the  appearance  of  the  rash  varies 
materially  in  different  cases,  for  it  is  tlelayed  in  mild  attueks  and  dtnclops 
early  In  severe  ones.  Sydenham  said  of  the  contfuent  form  of  this  disease: 
''This  kind  usually  comes  out  on  the  lliird  day,  sometimes  earlier,  but 
ely  ever  later;  w^hereas  the  distinct  (discrete)  form  appears  on  the 
''fourth  day  or  later,  but  rarely  L>efore.''  Boerhaave  said:  '*The  slower  the 
small  pocks  come  out,  the  milder  they  prove  and  the  better  they  ripen.  Those 
appearing  on  the  first  day  of  the  illness  are  esteemed  the  worst  kind;  those 
on  the  second,  milder;  those  on  the  thini,  still  more  gentle,  and  on  the  fourth 
the  most  favorable."  Very  rarely  indeed  the  rash  may  be  delayed  till  the 
fifth  day,  but  this  is  an  unfavorable  sign. 

It  must  be  borne  in  mind  that  the  first  signs  of  the  eruption  may  be  very 
scanty.  But  one  or  two  papules  may  l>e  present  on  the  face  or  hand  or 
forearm.  In  other  instances  the  papules  arc  very  numerous  on  the  face, 
the  extensor  surfaces  of  the  forearms,  and  then  on  the  trunk,  these  being 
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the  parts  which  are  particularly  prone  to  present  the  first  sign  of  the  erup- 
tion. In  still  other  cases  the  entire  surface  of  the  body  is  speedily  covered 
and  the  mucous  membrane  of  the  mouth,  pharynx,  and  vulva  also  are 
involved.  The  portion  of  the  skin  least  ali'ecte<i  in  most  cases  is  that 
of  the  anterior  part  of  the  thorax,  the  ab<lomen,  and  the  flexor  surfaces  of 
the  extremities. 

The  eruption  of  smallpox  proceeds  through  the  foUowinf?  five  stages  of 
development  with  considerable  rapidity:  For  the  first  few  hours  minute 
hright-red  macules  are  present,  which  disappear  on  pressure.     They  soon 


Well-developed  mrlolA. 

become  hard  and  elevated — that  is,  the  macules  become  papules.  By  the 
end  of  the  first  twenty-four  hours  of  the  eruption  the  pa|>ule  be*;ins  to  show 
at  its  apex  a  tiny  vesicle,  which  rapidly  develops  so  that  by  the  fourth  or 
fifth  day  of  the  rash  the  vesicular  stage  has  reached  its  full  development. 
This  vesicle  is,  as  a  rule,  less  than  a  sixth  of  an  inch  in  diameter,  contains 
fairly  pearly  looking  fluid  (lactescent),  and  is  surrotmfled  by  a  narrow 
areola  of  red.  A  peculiarity  of  the  vesicle  of  smallpox  is  that  tliough  some 
serum  may  escape  when  it  is  pinched,  it  never  emptier  itself  or  collapses 
because  of  the  fibrilla  which  are  present  in  the  cavity  of  the  vesicle,  as  already 
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described.  With  the  advent  of  the  fifth  or  sixth  day  the  centre  of  the  vesicle 
is  seen  to  be  slightly  depressed,  showing  the  beginning  of  the  stage  of  umbUr 
icQiion. 

The  fluid  in  the  vesicle  now  rapidly  becomes  cloudy  and  purulent,  the 
surface  of  the  pock  gradually  loses  its  umbilication,  and  by  the  seventh 
or  eighth  day  of  the  eruption  the  eruption  exists  as  a  pustule,  which  by  the 
tenth  day  is  dome-like  and  surrounded  by  an  areola.  This  pustule,  when 
it  is  punctured  and  pressed  upon,  discharges  pus  and  cloudy  serum.  If 
the  pustule  is  not  meddled  with  it  ruptures  in  about  twenty-four  to  forty- 
eight  hours  and  the  pus  escapes,  dries,  and  forms  a  dirty-looking  scab,  so 
that  by  the  eleventh  or  twelfth  day  of  the  eruption  the  primary  macule  has 
advanced  through  its  stages  of  maturation  to  the  ruptured  pustule.  These 
scabs  produce  a  disgusting  odor.  Sometimes  the  pustule  does  not  rupture, 
but  simply  dries  up;  when  the  scab  falls  off  it  leaves  under  its  former  site  a 
red  or  pink  depression  in  the  skin,  the  future  pockmark.  This  stage  of 
desiccation  or  drying,  followed  by  exfoliation,  may  last  in  severe  cases  for 
several  weeks,  and  it  is  followed  by  a  period  of  desquamation  of  fine  scales 
of  epidermis,  during  which  time  the  reddened  pockmark  gradually  heals  and 
cicatrizes.  This  desquamation  rarely  takes  place  earlier  than  the  sixteenth 
and  often  about  the  eighteenth  day. 

The  eruption  on  the  mucous  membranes  runs  a  much  more  rapid  course 
than  that  on  the  skin,  so  that  as  early  as  the  fifth  day  the  pustule  ruptures, 
leaving  an  ulcerated  surface,  which,  if  the  eruption  on  the  mucous  mem- 
brane of  the  mouth  has  been  confluent,  may  resemble  the  ragged,  dirty- 
looking  exudate  of  diphtheria. 

There  are  two  additional  facts  of  importance  in  connection  with  the 
eruption  not  yet  named — viz.,  a  peculiarity  of  the  papule  of  smallpox  is  that 
when  the  finger  is  drawn  over  it  it  feels  indurated  as  if  a  shot  were  under 
or  in  the  skin.  The  second  point  is,  that  the  rash  does  not  all  appear  at  once, 
but  different  parts  of  the  body  are  affected,  one  after  the  other,  so  that  one 
part  may  present  vesicles  while  another  is  beginning  to  show  pustules. 

Another  point  of  interest  from  a  diagnostic  standpoint  is  the  characteristic 
course  of  the  fever.  Primarily  high  till  the  eruption  begins,  it  speedily  falls 
to  99°  in  moderate  cases,  or  to  100*'  in  confluent  ones,  and  remains  low  until 
pustulation  begins,  when  the  so-called  secondary  fever  develops,  which 
rises  to  102**  or  even  104°.  This  fever,  unlike  the  primary  fever,  has  morn- 
ing remissions  of  1°  to  2°,  and  gradually  ends  by  lysis,  so  that  at  about  the 
twelfth  day,  which  is  the  period  at  which  the  pustules  rupture  or  become 
dry,  the  temperature  reaches  normal. 

As  would  be  expected  from  the  severity  of  the  eruption  the  skin  during 
the  active  stage  of  the  disease  is  deeply  inflamed  and  so  greatly  swollen 
that  the  features  of  the  patient  may  be  unrecognizable.     (See  Fig.  17.) 

In  many  cases  the  mind  is  clear  throughout  the  illness,  but  in  others  it  is 
clouded,  and  active  deliriuviy  which  may  be  violent,  is  met  with  in  severe 
cases. 

In  the  earliest  stages  of  variola  initial  rashes  may  precede  the  true  erup- 
tion and  mislead  the  physician  if  he  be  not  on  his  guard.  In  some  instances 
an  erythema,  like  that  of  early  scarlet  fever,  is  present,  and  in  still  others 
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a  rash  appears  which  strongly  resembles  the  early  stages  of  tlie  eruption 
of  measles.  Tliese  rashes  mav  hust  from  a  few  hours  to  a  few  days,  and 
usually  appear  on  the  trunk  and  limbs  ami  but  slightly  on  the  face.  The 
scarlafiniforra  rash  is  to  be  separated  from  that  of  scarlet  fever  by  the 
fact  that  it  is  not  so  punctate,  nor  so  bright  in  hue,  and  is  not  associated 
with  the  presence  of  the  sore  throat  of  that  disease.  The  rash  which  resem- 
liles  measles  is  scarcely  raised  at  all,  as  is  the  real  rash  of  that  disease;  it 
develops  much  more  rapidly,  covering  the  entire  l>ody  in  a  few  hours*  and 
disappears  with  a  speed  equal  to  timt  of  its  onset,  rarely  lasting  over  thirty- 
six  hours. 

In  some  cases  both  the  scarlatiniform  and  morbilliform  rashes  appear 
in  very  small  patches  on  the  wrists  or  about  other  joints.  These  initial 
rashes  possess  a  considerable  degree  of  prognostic  importance,  since  they 
usually  appear  in  inild  cases. 
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Still  another  initial  skin  lesion,  of  some  importance  because  of  its  prog- 
nostic features,  is  an  intensely  re<l  rash,  which  appears  on  tlie  second  day 
of  the  illness  and  spreads  over  the  entire  boily  so  tfiat  the  surface  may  after 
a  few  hours  look  as  if  it  were  aifected  by  a  generalized  erysipelas  in  its 
early  stages.  Such  a  rash  is  said  to  indicate  the  future  development  of  the 
hemorrhagic  or  mahgiiant  type  of  the  disease. 

IVtochial  rashes  also  occur  as  initial  or  preliminary  lesions.  They  usually 
involve  the  suprapubic  or  inguinal  regions,  but  sometimes  they  appear  in 
the  infraclavicular  areas.  The  indivi^lual  |>ctechiie  may  be  bright  retl^  or 
dull  red,  or  purple  in  appearance.  In  still  other  cases  an  eruption  which 
closely  resembles  that  of  trut*  purpura  dcvelo]>s.  In  very  malignant  cases 
death  may  occur  before  any  typical  eruption  of  smallpox  ap|>ears. 
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Something  more  must  be  said  in  regard  to  the  variations  which  occur  in 
the  eruption  of  smallpox.  In  the  first  place,  it  is  possible  for  smallpox  to 
occur  without  eruption,  although,  of  course,  such  instances  are  exceedingly 
rare.  In  all  probability,  careful  examination  of  such  patients  will  reveal  one 
or  two  papules  which  otherwise  might  be  overlooked.  Indeed,  this  type 
of  smallpox  may  be  considered  as  belonging  to  so-called  varioloid,  and 
to  occur  in  those  patients  who  have  been  imperfectly  protected  by  early 
vaccination. 

Councilman,  Magrath,  and  Brinckerhoff  describe  secondary  vesicles 
usually  formed  on  the  surface  of  the  primary  vesicle,  but  occasionally 
seen  in  the  base. 

Confluent  smallpox,  as  its  name  implies,  may  be  localized  or  general; 
that  is  to  say,  the  confluence  of  the  various  pocks  may  occur  only  in  certain 
portions  of  the  body,  while  in  other  instances  all  portions  of  the  body  may 
be  covered  by  a  coalescence  of  the  eruption.  In  these  cases  there  is  always 
an  extensive  dermatitis.  There  is  usually  great  restlessness,  delirium, 
marked  circulatory  disturbance,  and  death  very  frequently  occurs  from  the 
ninth  to  the  eleventh  day.  It  is  in  this  type  of  case,  too,  that  the  greatest 
d^ree  of  the  cedema  of  the  subcutaneous  tissues  appear,  and  the  tempera- 
ture usually  maintains  a  high  degree.  Sometimes,  however,  in  confluent 
smallpox,  the  vesicles  do  not  seem  to  reach  as  great  a  degree  of  fulness  as  in 
ordinary  cases,  and  there  is  not  the  same  degree  of  swelling  of  the  subcu- 
taneous tissues,  although  the  skin  is  apt  to  be  harsh  and  thickened.  Curiously 
enough,  this  form  of  confluent  smallpox  is  considered  by  experts  to  be  more 
frequently  followed  by  death  than  that  form  in  which  the  eruption  seems  to 
be  more  completely,  matured, 

Very  rarely  in  the  pustular  stage,  the  epiderm  at  the  base  of  a  pustule 
may  be  displaced  by  the  formation  of  a  bulla,  or  bleb,  which  contains  a 
clear,  straw-colored  serum,  and  which  holds  in  its  centre  the  pustule. 

Under  the  name  of  hemoTrhagic  or  hlach  sviallpox,  which  is  by  no  means 
rare,  and  which  takes  place  both  in  sporadic  and  epidemic  cases,  a  form  of 
the  disease  occurs  in  which  the  initial  symptoms  are  always  very  severe,  and 
in  which  hemorrhages  into  the  skin  occur  early.  Not  only  do  the  spots 
become  purpuric  by  extravasations  of  blood  into  the  skin,  particularly  about 
the  joints,  but  the  hemorrhages  also  occur  on  the  eyelids  under  the  conjunc- 
tiva, and  even  on  the  tongue,  the  palate,  the  fauces,  and  the  vagina.  Bleefl- 
ing  also  frequently  takes  place  from  the  gums,  and  nose-bleed,  bloody  vomit, 
and  bloody  stools  may  occur.  Sometimes  ha»maturia  also  develops.  In  these 
instances  the  temperature  usually  does  not  rise  above  100®,  and  the  mind 
remains  clear  and  unclouded,  but  they  are  distinctly  typhoid  in  type,  and 
death  often  occurs,  sometimes  as  early  as  the  third  day,  but  more  commonly 
between  the  third  and  sixth  day,  as  the  result  of  the  profound  toxaemia  and 
associated  cardiac  failure. 

Under  the  name  variola  pustulosa  harmorrhagicaj  a  form  of  the  disease  is 
described  in  which  the  eruption  does  not  become  hemorrhagic  until  the 
stage  of  pustulation  is  reached.  This  type  k  not  so  severe  as  that  just 
described. 

Under  the  name  of  variola  ftUminans,  an  exceedingly  fatal  form,  with 
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a  high  temperature  of  105°,  deliriura,  coma,  and  collapse  occur.  In  these 
eases  (Jeath  comes  on  within  a  few  hours  after  the  onset  of  the  disease,  and, 
while  no  hemorrhages  are  manifest  in  the  skin,  since  the  eruption  is  as  yet 
scarcely  develof»ed,  internal  hemorrhages  are,  nevertlieless,  found  at  autopsy. 
It  is  much  more  apt  to  occur  in  unvaccinated  than  in  vaccinated  persons. 

While  the  s>Tnptoras  detailed  up  to  this  point  may  be  considered 
as  those  of  orrlinary  smallpox  which  runs  a  natural  course,  it  is  not  to  be 
forgotten  that  a  mo<lified  form  of  the  disease  quite  frequently  occurs,  in 
which  by  reason  of  vaccination  many  years  before,  or  natural  immunity, 
the  manifestations  of  the  affection  are  quite  marketUy  modified.  To  this 
type  of  the  disease  the  term  varioloid  is  applied. 

The  whole  of  the  eruption  may  appear  within  half  a  day  after  the 
first  papule  is  developed.  The  vesicles  which  in  an  ordinary  case  reach 
their  maturity  by  the  fourth  or  fifth  day  in  these  cases  become  fully 
developed  in  seventy-two  hours,  ami  they  are  often  very  small.  Instead  of 
the  fluid  in  the  pock  becoming  cloudy  on  the  fifth  day  this  change  develops 
as  early  as  the  third  (jr  fourth  day,  and  many  of  the  vesicles  never  Ijecome 
pustules  but  dry  up.  Those  that  du  develop  into  pustules  reach  this  con- 
dition by  the  fifth  or  sixth  day  instead  of  as  late  as  the  seventh  or  eighth 
in  the  unmodified  form  of  tiie  disease.  It  is  evident,  therefore,  that,  as 
most  persons  have  been  vaccinated  in  all  civilized  countries,  physicians 
will  often  meet  with  a  modified  type  of  smallpox  rather  than  the  severe 
form. 

The  temperature  in  these  cases  runs  a  very  mild  course,  often  remain- 
ing at  the  normal  point  as  soon  as  the  rash  develops,  and  never  partaking  of 
a  secondary  rise.  Indeed,  the  entire  symptom-complex  of  the  illness  may 
be  of  the  mildest  possible  type  as  to  objective  symptoms,  sufTering,  or 
disco!ufort.  The  appetite  is  good,  the  patient  sleeps  well,  no  complications 
develop,  and  convalescence  is  rapid. 

The  important  fact  to  be  remembered  concerning  these  mild  or  mortified 
cases  is  that  they  are  quite  as  competent  to  spread  the  disease  as  are  the 
more  severe  Xypas  of  variola,  and  they  require  as  strict  quarantine  as  any 
severe  cases  of  the  disease  that  may  occur.  There  is  therefore  every  reason 
why  a  case  of  varioloid  should  he  quarantined  most  strictly. 

Even  in  some  cases  of  modified  smallpox,  coalescence  or  confluence  takes 
place  with  associated  fe<:lema.  In  these  instances  the  confluence  is  not  to 
lie  regarded  as  a  very  grave  omen,  since  the  pocks  mature  early,  frequently 
do  not  rupture,  and  convalescence  may  begin  as  early  as  the  eighth  or  ninth 
day  of  the  illness. 

Smallpox  almost  never  occurs  a  second  time  in  the  same  individual. 
In  nearly  every  instance  where  a  second  attack  is  stated  to  occur,  there 
has  been  an  error  in  diagnosis,  either  at  the  time  of  the  first  or  second 
illness. 

Complicationa  and  Sequelae. — ^Yhen  the  severity  of  variola  as  an  infectious 
disease  is  considered,  it  is  remarkable  that  it  has  so  few  severe  complications, 
and,  aside  from  the  state  of  the  skin,  so  few  serious  sequelie.  In  some 
instances  where  the  infection  of  the  skin  seems  to  be  very  severe,  mnJfipIe 
abscesaea  may  develop,  varying  in  size  from  a  small  tjean  to  a  large  slough. 
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They  usually  do  not  appear  until  after  the  eruption  has  passed  on  to  the  stage 
of  desiccation,  but  they  may  persist  for  a  long  period  of  time  and  so  prolong 
the  illness.  Moore  speaks  of  a  case  in  which  a  patient  who  suffered  from  this 
condition  could  not  be  discharged  from  the  hospital  until  after  a  period  of 
nine  months  and  nine  days,  because  he  had  forty-two  large  abscesses  follow- 
ing confluent  smallpox.  The  most  common  seat  for  these  abscesses  is  upon 
the  extremities  and  about  the  buttocks  and  shoulders,  and  occasionally  on 
the  scalp.  Much  more  rarely  abscesses  which  are  more  deeply  situated 
form,  as,  for  example,  ischiorectal  abscess.  Such  abscesses  may  produce 
marked  systemic  symptoms,  but  ordinarily  evidences  of  septicaemia  are  not 
severe- 

Occasionally  erysipelas  occurs  as  a  late  complication  of  the  disease, 
either  upon  the  face  and  scalp  or  on  the  scrotum.  Under  these  drcum- 
stances  it  is  a  most  serious  malady,  and  frequently  destroys  the  patient, 
since  he  has  not  the  vital  resistance  to  withstand  the  new  infection. 

Bed'Sores  are  rare  if  proper  nursing  has  been  carried  out,  but  boils  may 
occasionally  occur,  and  are  caused  most  frequently  by  the  Staphylococcus 
pyogenes  aureus. 

Gangrene  of  the  skin  complicating  smallpox  is  almost  unknown.  But 
when  it  occurs  it  usually  affects  the  scrotum.  The  eyelids  sometimes  become 
the  seat  of  abscesses,  or  more  rarely  slough,  as  the  result  of  the  swelling  and 
cedema,  but  actual  disease  of  the  eyeball  complicating  smallpox  is  not 
common.  The  ears,  on  the  other  hand,  are  not  rarely  affected,  and  deafness 
occurs  in  a  certain  proportion  of  cases.  When  earache  is  complained  of,  the 
possibility  of  an  extension  of  the  suppurative  process  to  the  mastoid  should 
be  borne  in  mind,  as  this  sometimes  occurs  with  serious  results. 

So  far  as  the  respiratory  organs  are  concerned,  it  is  important  to  note 
that  smallpox  sometimes  produces  laryngitis^  varying  in  severity  from  a 
catarrhal  to  an  ulcerative  type.  As  in  typhoid  fever,  the  development  of 
aphonia,  due  to  ulcerative  laryngitis,  is  an  exceedingly  serious  complication, 
since  the  cartilages  of  the  larynx  may  become  eroded.  Bronchitis  and 
bronchopneumonia  may  develop,  and  occasionally  pleurisy  results  from  an 
extension  of  the  infection  from  the  lung  or  by  direct  involvement  of  the 
pleiu^  by  pyogenic  organisms. 

The  circulatory  system  does  not  suffer  with  anything  like  the  degree  of 
severity  which  we  would  expect. 

Pericarditis  and  endocarditis  are  exceedingly  rare  complications. 

Myocarditis,  on  the  other  hand,  is  more  frequently  met  with  as  a 
result  of  the  infection,  as  it  is,  indeed,  in  all  of  the  acute  infectious 
diseases. 

The  kidneys,  aside  from  the  ordinary  albuminuria  of  all  acute  infectious 
maladies,  usually  escape,  as  does  also  the  nervous  system.  That  there  is 
irritation  of  the  kidneys  is  evident  from  the  fact  that  Arnaud,  in  1898,  found 
albuminuria  in  95  per  cent,  of  his  cases. 

Septic  arthritis  occasionally  occurs. 

The  occurrence  of  smallpox  in  a  pregnant  woman  very  frequently  results 
in  abortion,  but  if  the  mother  goes  to  term,  the  child  is  to  some  extent  pro- 
tected from  smallpox,  although  cases  are  on  record  in  which  children  have 
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apparently  had  smallpox  in  viero,  and,  extraordinary  to  relate,  there  are 
instances  reported  iu  which  the  child  hore  the  eruption  at  birth,  although 
the  inother  seemingly  did  not  have  smallpox,  MacCombie  even  states  that 
one  caae  is  recorded  in  which  the  mother  contracted  smallpox  from  her 
newl>orn  infant, 

Dia^osifl. — In  the  later  stages  of  well-developed  smallpox  there  is  little 
difficulty  in  making  a  positive  diagnosis;  but  in  the  early  stages,  when  the 
initial  skin  lesions  which  have  been  named  are  present,  the  diagnosis  may 
be  for  a  time  impossible.  Indeed,  great  liifficulty  may  be  experienced  in 
expressing  a  positive  opinion  as  to  the  presence  of  smallpox,  even  when  the 
papular  stage  is  in  its  early  developraent.  Tlie  unusually  severe  headache 
and  backache,  witli  chills,  and  pain  in  the  epigastrium,  are  strongly  in  favor 
of  smallpox,  particularly  if  tliere  is  a  history  of  exposure  to  this  disease 
within  the  incubation  period  already  nametl.  The  absence  of  throat  symp- 
tonis,  of  enlargement  of  the  cervical  and  submaxillary  glands,  and  of  the 
peculiar  coating  of  the  tongue  of  scarlet  fever  may  enable  us  to  determine 
that  the  initial  scarlatinlfomi  rash  sometimes  seen  Is  probably  to  be  fol- 
lowed by  small[>ox,  and,  furtliermore,  as  has  already  l>een  pointed  out, 
this  scarlatitiif4>rni  rash  lacks  the  punctated  appearance  of  true  scarlet 
fever. 

On  tiie  other  hand,  it  is  to  be  Ijornc  in  mind  that  in  persons  in  wjiuiu  the 
protective  effect  of  an  early  vaccination  is  waning,  it  not  rarely  happens 
that  true  smallpox,  or  varioloid,  develops  in  so  milil  a  manner  as  to  present 
but  a  few  pocl<s  and  very  mihl  systemic  symptoms.  A  similar  state  may 
also  be  present  in  those  who  possess  a  natural  immunity  even  if  they  have 
never  been  vaccinated.     (See  Symptoms.) 

When  the  measles-like  rash  is  present,  the  absence  of  the  characteristic 
catarrhal  symptoms  of  that  disease,  with  its  cough,  running  at  the  nose,  and 
puffiness  of  the  face,  should  cause  the  physician  to  hesitate  in  making  a  diag- 
nosis imtil  a  sufficient  time  has  elapsed  fr>r  the  eruption  to  be  well  developed. 
The  papules  which  form  in  measles,  while  tliey  are  often  confluent,  do  not 
possess  the  shot-like  feeling  so  typical  of  the  early  papular  stage  of  smallpox. 
Finally  the  measles-like  rash  prece<iing  smallpox  disappears  in  twelve  to 
twenty-four  hours,  leaving  no  stain  on  the  skin,  wlulf  that  tif  true  measles 
pursues  a  course  lasting  several  days.     (See  Measles.) 

Chickenpox  is  one  of  the  diseases  which  is  most  freijuently  confuse<i  with 
smallpox.  In  this  disease,  however,  the  initial  sym]>toms  are  always  mihl. 
and  the  temperature  does  not  rise  as  rajadly  as  it  doe.-s  ti  varii>la.  Then.  tt^o. 
in  variola,  the  eruption  occurs  on  the  arms  and  face;  whereas,  in  chickeiipox 
it  is  most  abundant  on  the  trunk,  and  sometimes  on  the  scalp.  It  is  always 
discrete,  and  it  a]>pears  in  successive  groups.  The  vesicles  of  varicella,  when 
punctured,  collapse,  since  they  are  unilocular;  while,  as  lias  already  been 
pointed  nut,  those  of  smalljMjx  are  miillilocnilar,  and  s<i  do  not  eoiiJ|iletely  dis- 
charge their  contents  when  punetiireth  The  vesicles  in  eliiekenpox  also  reach 
their  full  development  in  twenty-four  hours,  after  the  ap]>earance  of  the 
papule;  whereas,  in  smallpox  they  are  not  completely  developed  for  five 
<lays. 

Next  to  varicella,  syphilid  may  be  considered  as  the  disease  which  most 
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frequently  produces  confusion  in  diagnosis,  for  variola  must  be  separated 
from  that  form  of  pustular  syphiloderm  which  is  sometimes  called  variola- 
form  syphilide.  In  most  instances  pustular  syphiKKierm  is  j)reredf(l  l)y 
macular  or  papular  syphilitic  eruptions,  but  in  certain  instances  a  history 
of  these  previous  eruptions  may  not  be  prei>ent.  Pustular  syphiloderm  is 
more  frecjuently  met  with  in  negroes  than  in  the  white  race,  end  occurs,  as  a 
rule,  s<;»niewhere  between  the  sixth  month  and  the  socoikI  year  f)f  tlie  syphil- 
itic infection.  Important  points  in  the  dillereiitiatiou  are  that  in  pustular 
sj'philodenn,  the  patient  docs  not  present  the  well-marked  (irodromal  symp- 
toms of  smallpox,  such  as  intense  backache,  altliout^li  there  may  Ijc  a 
moderate  fever  and  some  pain  and  aching.  Again,  in  syphilodcnn  there 
is  no  marked  remission  of  the  temperature  such  as  occurs  when  the  erup- 
tion appears  in  smallpox,  and  syphilitic  patients  presenting  such  an  eruption 
do  not,  as  a  rule,  appear  very  ill  or  have  to  take  to  their  l>eds.  Further 
tlian  this,  the  syphilitic  eruption  conies  out  in  successive  crops,  is  often 
profuse  upon  the  tnuik,  and  the  individual  pustules  never  become  sohirge 
and  deep  seated  as  do  those  of  variola.  Again,  they  are  practically  always 
non-confluent.  Many  cases  of  sypJiilitic  eruption  have  associatetl  with  (he 
vesicles  copper-colored  papules,  which  should  render  the  diagnosis  easy. 

Drug  eruptions,  which  arc  .sometimes  papular  anri  pu.stular,  are  dilTer- 
entiated  by  the  absence  of  fever  an<!  of  constitutional  symptoms. 

Prognosis. — The  prognosis  of  smallfK>\-  differs  greatly  in  different  epi- 
demics and  in  different  individual  Is.  The  greatest  difl'erence,  of  course, 
exists  l)ctween  those  who  are  vaccinated  and  those  who  are  ntJt  vaccinated. 
The  mortality  present  in  tiie  unvaccinatcd  may  be  said  to  amount  to  nearly 
\3  per  cent.,  an<l  in  the  vaccinated  to  about  S  per  cent.  If  a  patient  has 
been  vaccinateil  more  than  once,  the  mortality  of  the  disease  is  wonder- 
fully decreasefl.  Thus,  while  among  those  who  have  been  vaccinated  once 
tile  mortality  may  lx»  >i  [>er  cent.,  those  who  have  liceii  vaccinated  twice  have 

mortality  of  less  than  4  per  cent.  If  t!ie  mark  of  both  vaccinations  is  a 
'satisfactory  one,  the  prognosis  is  exceediiigly  favorable,  for  death  very  rarely 
occurs  unless  the  patient  is  already  suffering  from  some  serious  disease 
which  has  undermined  his  constitution  and  therefore  aids  materially  in 
causing  fleath.  In  mo.st  of  the  instances  in  whicli  smallpox  has  occurred 
Iter  even  a  single  vaccination,  the  vaccination  mark  has  been  so  unsati.sfac- 
^tory  that  there  has  been  grave  doubt  as  to  whether  the  patient  has  been 
protected  at  all. 

Tiie  age  of  the  patient  influences  the  prognosis  materially.  It  is  much 
more  grave  in  early  infancy  and  after  thirty  years  of  age,  and  best  at  al>out 
the  end  of  the  second  decade  of  life. 

Chnjnic  alcoholism  and  the  presence  of  any  antecftlent  disease  in  the 
heart,  lungs,  or  kidneys  makes  the  prognosis  more  grave. 

Marked  severity  of  onset  is  an  evil  pnjgnostic  sign,  but  a  mild  onset  does 
not  ncces-sarily  promise  recovery,  for  in  many  instances  cases  which  seem 
mild  afterward  become  severe  and  fatal.  Petechial  rashes  are  always  of  evil 
import,  whereas  early  maturation  of  the  eruption  or  an  aborted  maturation, 
so  that  it  does  not  go  on  to  pustulation.  is  a  favorable  omen.  Confluent 
smallpox,  if  it  haa  not  been  moililied  by  previous  vaccination,  is  more  dan- 
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gerous  tlian  the  discrete  form,  and  varies  in  its  mortality  with  the  age  of  the 
patient.  Young  children  ahnost  invarinbly  die  from  it.  Older  children  and 
adults  often  recover,  and  it  may  he  said  that  prognosis  is  favorable  in  con- 
fluent cases  in  direct  proportion  to  the  age  of  the  patient  until  after  tlie 
thin!  decade. 

Great  swelling  of  the  hands  and  feet,  associated  with  salivation  and  swell- 
ing of  the  face^in  confhient  smallpox  has  long  been  regarded  by  physicians, 
who  have  hud  a  large  experience,  lus  possessing  considerable  prognostic  value, 
since  if  the  eruption  fails  to  appear  the  patient  very  frequently  dies.  The 
swelling  is,  of  course,  due  to  non-maturation  of  the  pustules. 

Hemorrhagic  smallpox,  if  at  all  well  <ieveloped»  always  ends  in  death. 

When  death  takes  place  from  smallpox,  it  must  couununly  occurs  about 
the  twelfth  or  sixteenth  day,  as  the  result  of  pneumonia,  hyi>ostatic  conges- 
tion of  the  lungs,  or  from  the  profound  exhaustion  and  septiciemia. 

Treatment. — As  in  most  infectious  diseases,  the  treatment  of  smallpox 
consists  chiefly  in  good  nursing  and  the  maintenance  of  vitality  by  the  use 
of  proper  nourishment  and  care.  Tiie  air  of  the  room  shoul<l  be  fresh  and 
cool,  and  frequently  changed.  Draughts  ahould  be  avoided,  ami  food  should 
be  given  frequently  in  small  (]uantitics.  Water  should  be  given  freely  for 
the  purpose  of  allaying  thirst  and  flushing  the  kidneys,  and  there  is  no 
objection  to  the  patient  receiving  a  small  rjuantity  of  ice  to  reheve  tiie 
dry  condition  of  the  mouth.  If  the  urine  is  scanty  5  grain  doses  of 
citrate  of  potassium  or  citrate  of  lithium  should  be  given  every  six  hours. 
Stimulants  are  not  needed,  unless  there  are  evidences  of  circulatory  feeble- 
ness, when  alcohol  is  considered  by  most  practitioners  of  experience  to  l>e 
valuable.  Good  brandy  and  whiskey  are  llie  best  forms  of  alcohol  to 
employ.  For  the  relief  of  intense  nervous  irritation,  oj)ium  or  morphine 
may  be  administered  in  small  doses,  particularly  if  the  condition  of  the 
skin  seems  to  be  the  chief  cause  of  the  patient's  suffering.  These  drugs 
are  also,  perhaps,  the  best  for  the  ]>ur[)ose  of  allaying  excessive  delirium, 
since  they  do  not  irritate  the  kidneys  as  tlo  some  of  the  newer  hypnotics. 
Where  the  delirium  is  active  and  threatens  to  exhaust  the  patient,  a  hypo- 
dermic injection  of  i  to  i  grain  of  morphine  will  often  produce  several  hours 
of  restful  sleep,  with  benefit. 

For  the  relief  of  the  intense  irritation  of  the  skin  all  over  the  Inxly,  a  very 
useful  dressing  is  ordinary  carron  oil— that  is,  lime-water  and  olive  oil  mixed 
in  equal  parts.  To  this  may  be  added  1  per  cent,  of  carbolic  acid  for  its 
local  antiseptic  and  an;esthetir  properties,  and  where  great  pain  is  expe- 
rienced, because  of  the  occurrence  of  the  eruption  in  the  thick  skin  of  the 
hands  and  feet,  prolonged  hand-baths  and  foot-baths  of  lukewarm  water 
may  be  employed,  or  hot  poultices  used.  An  ointment  of  aristol  of  the 
strength  of  one  drachm  to  the  ounce  may  also  be  used. 

It  seems  to  be  generally  considered  that  local  applications  to  the  eruption 
are  of  little  value  in  the  sense  of  modifying  its  severity,  although  certain 
parts  of  the  skin  which  seem  to  suffer  from  an  excessive  degree  of  irritation 
may  be  relieved  by  cool  compresses  or  by  the  appHcation  of  antiseptic 
poultices.  MacCombie  states  tJiat  the  best  dressing  for  the  face  is  a  mask 
vith  holes  cut  for  the  eyes,  nose,  and  mouth.  Upon  this  mask  is  smeared  on 
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its  inner  surface  a  small  linseed  poultice,  over  which  is  placed  some  vaselin 
i«rhich  contains  iodoform.  This  poultice  should  be  changed  every  two 
hours.  It  aids  materially  in  separating  the  crusts,  and  so  leaves  the  skin 
free  for  the  application  of  the  dressings,  which  tend  to  prevent  ulceration 
and  the  formation  of  scars.  The  local  use  of  antiseptic  drugs  to  the 
surface  of  the  entire  body  has  not  met  with  favor. 

The  mucous  membrane  of  the  mouth  should  be  kept  cleansed  by  mouth- 
washes of  boric  acid  or  chlorate  of  potassium  and  myrrh.  When  the  mouth 
is  exceedingly  dry,  flaxseed-tea,  sweetened  with  a  Uttle  white  sugar  and 
acidulated  with  lemon-juice,  may  be  used. 

The  primary  fever  of  smallpox  does  not  last  long  enough  to  require  treat- 
ment, but  the  secondary  fever  may  be  sufficiently  high  to  demand  relief. 
Cold  compresses  may  be  applied  to  the  head,  and  sponging  the  body 
with  cool  or  tepid  water  may  be  employed,  but  the  cold-bath  treatment, 
so  successfully  employed  in  typhoid  fever,  has  not  apparently  ^ven  good 
results  in  smallpox,  and  it  is  practically  never  employed. 

Should  any  irritation  or  inflammation  of  the  eyes  appear,  they  should  be 
carefully  washed  every  few  hours  with  boric  acid  solution,  and,  if  necessary, 
cold  wet  compresses  should  be  applied,  great  care  being  taken  that  the 
warmth  of  the  body  does  not  speedily  change  the  cool  compress  into  a  hot 
poultice. 

During  the  suppurative  stage,  it  is  exceedingly  important  that  the  nutri- 
tion and  vitality  of  the  patient  be  preserved  by  the  frequent  administra- 
tion of  easily  digested  and  predigested  food. 

In  considering  the  general  condition  of  a  patient  who  is  suffering  from 
smallpox,  it  must  be  borne  in  mind  that  the  disease  is  essentially  one  which 
is  prone  to  produce  profound  toxaemia,  since  it  is  incredible  that  such  wide- 
spread infection  can  take  place  all  over  the  body  without  simultaneously 
resulting  in  septic  absorption  on  the  one  hand,  or  profound  exhaustion  on  the 
other.  For  this  reason  the  degree  of  suppuration  should  be  controlled  as 
far  as  possible,  measures  should  be  introduced  to  aid  in  the  escape  of  pus, 
and  the  treatment  should  be  stimulating  and  supporting. 

Finally,  mention  should  be  made  of  the  so-called  red-light  treatment  of 
smallpox,  in  which  patients  are  kept  in  rooms  to  which  no  light  is  allowed 
to  enter  save  through  red  glass,  it  being  claimed  by  advocates  of  this  method 
that  the  severity  of  the  eruption,  and  so  indirectly  the  severity  of  the  disease, 
is  greatly  modified,  and,  further,  that  scarring  of  the  skin  is  diminished. 
Suffice  it  to  state,  that  while  certain  European  clinicians  have  claimed  to 
have  obtained  excellent  results  from  this  method,  Welch  and  Schamberg  in 
Philadelphia,  and  others,  have  found  it  entirely  useless. 

There  are  several  points  in  the  treatment  of  variola  which  should  be  care- 
fully avoided.  For  the  relief  of  the  severe  backache  and  headache,  counter- 
irritation  is  sometimes  employed  in  the  early  stages  of  the  disease.  Such 
treatment  frequently  results  in  severe  ulceration  or  sloughing  of  the  part 
to  which  the  irritation  is  applied.  Again,  the  application  of  powders,  anti- 
septic or  otiierwise,  is,  as  a  rule,  disadvantageous.  The  opening  of  individual 
pocks  by  means  of  a  needle  or  the  fine  blade  of  a  knife  is  not  advisable. 


88 


DISEASES  DUE   TO  A   SPECIFIC  INFECTION 


VACCINIA  AND  VACCINATION. 


History. — Little  is  known  of  the  history  of  vaccinia,  save  that  it  has  been 
recognizefl  for  many  years  as  a  disease  which  affects  heifers  and  cows,  and 
that  it  cansc\s  an  eruption  to  appear  on  the  teats  and  udder  or  neighboring 
parts.  Ahhouf^li  it  wits  known  among  those  persons  who  milked  these 
animals,  or  otherwise  handled  them,  that  the  {Jisease  could  be  transmitted 
from  the  cow  to  the  human  being,  and  altliough  many  of  these  persons  also 
knew  timt  this  transmission  prutected  tiie  human  being  from  smallp<jx,  it 
was  not  until  Jenner,  on  May  14,  179<3,  first  inoculated  a  patient  with  the 
contents  of  a  cow-|>oek  that  the  preventive  influence  of  vaccination  was  first 
tried  in  a  scientific  manner.  Two  years  before  tliis  an  English  farmer,  by 
the  name  of  Henjamin  Jesty,  inocnlated  his  wife  and  two  children  in  a  similar 
manner,  but  at  the  time  no  report  of  the  procedure  was  made.  F'rom  this 
small  beginnin;^  so-called  vaccination,  or  tlie  inoculation  uf  human  beings 
with  vaccine  virus,  has  spread  all  over  the  worltl,  and  is  a  well-recognized 
procedure,  by  which  millions  of  lives  have  been  saved.  Tliere  are  a  few 
persons,  not  medical  men  as  a  rule,  who  still  express  doubt  as  to  its  efficacy, 
but  they  arc  not  worthy  of  credence,  and  the  statistics  of  every  civilizctl  land 
prove  timt  vaccination  is  one  of  the  greatest  blessings  yet  discoveanJ  for 
mankind.  It  is  only  necessary  here  to  state  that  vaccination  is  now  ob- 
ligatory in  most  civilized  lands,  and  that  the  frequency  of  smallpox  is  in 
direct  ratio  to  the  laxity  with  whicli  vaccination  laws  are  enforced.  Im- 
mense statistics  as  to  its  protective  value  are  to  be  found  in  all  works  on 
public  health. 

Vaccination,  when  properly  |3erformed,  and  when  an  active  vaccine  is  used, 
may  be  said  to  be  a  sure  preventive  of  sTiiallpox  for  a  very  considerable  space 
of  time,  if  not  fur  the  lifetime  of  the  individual ;  but  it  is  safer  to  be  vaccinated 
every  few  years,  and  every  year  if  eN[)osetJ  during  an  epidemic.  Not  only 
dofcj  vaccination  protect  the  individual  for  a  long  perif^d  of  time,  but  it  also 
modifies  the  severity  of  si«all[Jox  if  the  patient  contracts  this  disease  before 
the  vaccinia  can  comf)letely  [irotect  him.  This  has  been  proved  by  practical 
experience  so  often  that  it  is  a  fact  beyond  all  doubt,  an<l  it  bears  this  impor- 
tant truth  with  it,  namely,  that  when  a  person  who  has  not  been  n?cent!y 
vaccinated  is  exposed  to  smallpox  he  shf>uld  U*  revaceinated  at  once,  since 
if  th?  vaccine  fails  to  confer  complete  itinnunity  it  will  mtxiify  the  disea-se 
if  it  develops.  The  degree  of  immunity,  or  the  degree  of  modification,  if 
smallpox  <ievelop3,  depends  upon  the  space  of  time  elapsing  between  ex- 
posure to  the  smallpox  and  the  vaccination.  Further  than  this,  if  the  patient 
contracts  smallpox  many  years  after  a  vaccination,  the  seventy  of  the  disease 
is  usually  modified.  Thus  in  58,278  citses  of  variola  collected  from  various 
sources,  occurring  in  individuals  wlu)  hud  been  vaccinated,  but  in  whom 
the  *'  takes''  were  not  known  to  be  goo<l,  there  were  4872  deaths,  a  percentage 
of  S.35;  whereas  in  23,360  cases  of  variola,  occurring  in  individuals  who  had 
not  been  vaci:inate<i,  there  were  8682  deaths,  a  percentage  of  32.88. 

Method  of  Vaccination. — The  skin  on  the  arm  or  calf  of  the  leg,  having  been 
cleansed  by  washing  it  with  soap  and  water,  is  scarified  or  scratched  by  a 
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needle  or  knife-blade  in  such  a  manner  as  to  remove  the  epiderm  and  expose 
the  true  skin  over  an  area  of  about  an  eighth  of  an  inch  in  all  directions.  Care 
should  be  taken  that  the  spot  is  not  so  deeply  scratched  as  to  cause  free 
bleeding.  Upon  this  area  is  now  deposited  the  vaccine,  which  is  then  gently 
rubbed  into  the  part  and  allow^ed  to  dry  before  any  clothing  comes  in  contact 
with  it.  Several  forms  of  vaccine  are  used,  but  that  most  commonly  employed 
at  present  is  known  as  "  glycerinated  vaccine  lymph,"  prepared  from  the 
contents  of  the  vaccine  vesicles  as  they  have  developed  on  the  belly  of  a  heifer. 
This  glycerinated  lymph  is  put  up  in  small  glass  tubes,  which  are  her- 
metically sealed  at  the  ends,  so  that  it  may  not  be  contaminated  before  it 
is  used. 

Primary  Vaccinia  in  Man. — ^Three  or  four  days  after  vaccination  has  been 
performed  the  infected  area  begins  to  be  slightly  reddened,  and  this  red- 
dening increases  while  at  the  same  time  a  reddish  papule  develops  which 
by  tlie  fifth  day  begins  to  look  like  a  vesicle,  particularly  if  the  margin  of 
the  area  inoculated  be  examined.  This  vesicle  increases  in  size,  becomes 
filled  with  thin,  clear  lymph,  and  by  the  eighth  day  reaches  its  greatest 
development.  At  this  time  the  contained  fluid  begins  to  be  more  opaque 
and  yellow  and  the  top  of  the  vesicle  is  seen  to  be  slightly  sunken — that  is, 
the  early  stage  of  its  umbilication  has  been  reached.  The  skin, surrounding 
the  vesicle  is  now  surrounded  by  a  zone  or  areola  of  red  which  by  the  ninth 
or  tenth  day  becomes  very  well  developed,  so  that  it  extends  for  a  consider- 
able distance  in  all  directions;  the  spot  inoculated  is  painful  and  the  neigh- 
boring lymphatic  glands  may  be  swollen  and  tender.  At  this  time,  too — that 
is,  about  the  tenth  day — constitutional  symptoms  may  come  on  and  the 
patient  suffer  from  moderate  chills,  a  slight  rise  of  temperature,  and  malaise. 
Sometimes  roseola  (roseola  vaccinosa)  may  develop  over  the  body.  By  the 
eleventh  or  twelfth  day  these  symptoms  are  modified,  the  vesicle  begins 
to  desiccate,  and  by  the  end  of  the  fifteenth  day  it  is  completely  dried  up, 
although  the  scab  may  not  fall  off  till  the  twenty-first  or  twenty-fifth  day. 
The  crust  or  scab  is  dark  red  in  color  and  thin  at  its  centre  and  at  its  edges, 
but  there  is  a  thickened  area,  or  ridge,  between  the  centre  and  the  periphery. 
After  the  crust  falls  off  it  leaves  a  pink  spot  which  gradually  fades  and 
leaves,  after  some  months,  a  foveated  or  pitted  mark  from  which  small  scars 
may  radiate.  It  is  to  be  borne  in  mind  that  in  some  cases  the  constitutional 
symptoms  are  so  mild  as  not  to  be  worthy  of  note,  while  in  others  they  may 
be  quite  severe.  To  be  a  true  **take,"  the  full  development  of  the  pock  by 
the  stages  named  is  essential,  but  it  is  possible  for  the  "take"  not  to  ensue 
for  a  month  after  inoculation.     (See  Plate  II.) 

Secondary  Vaccinia  in  Man. — Very  few  persons  who  have  once  been 
successfully  vaccinated  present  the  conditions  just  described  when  inocu- 
late<i  a  second  time.  It  is  this  variation  from  the  appearance  of  true  primary 
vaccination  that  has  led  to  much  misunderstanding  in  secondary  cases. 
In  other  words,  the  secondary  vaccination  of  a  person  who  has  lost  the  pro- 
tective effect  of  the  primary  attempt  may  in  its  effects  be  very  like  primary 
vaccination,  but  usually  it  is  so  greatly  modified  as  to  be  very  different  in 
its  appearance.  The  difference,  however,  is  one  of  degree,  not  one  of  kind, 
and  vesiculation  and  umbilication  should  appear  in  all  cases. 
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It  is  a  point  worthy  of  note  that  the  so-called  "raspberry  excrescence" 
which  sometimes  follows  vaccination  on  the  fourth  or  fifth  day,  looking 
like  a  small  neevus,  is  not  a  vaccine  pock  and  confers  no  immunity  to  small- 
pox upon  the  patient — that  is,  it  is  not  to  be  considered  as  a  "take."  Care 
must  be  taken,  too,  that  the  sore  or  mark  produced  by  the  injury  of  the 
operation  be  not  taken  for  the  specific  lesion  of  vaccinia. 

Children  should  always  be  vaccinated  during  the  first  year  of  life,  or 
immediately  after  birth,  if  exposed  to  smallpox.  Vaccination  should  be 
repeated  through  life  every  five  years  and  oftener  if  smallpox  is  prevalent. 
If  one  inoculation  fails  it  should  be  repeated  at  least  three  times,  since 
sometimes  primary  failure  is  due  to  poor  vaccine  or  to  an  error  in  technique. 
If  after  three  attempts  no  "take"  is  produced  the  patient  may  be  considered 
as  immune,  at  least  for  a  time. 


VARIOELLA. 

Definition. — Varicella  is  usually  called  chickenpox.  It  is  an  acute  infec- 
tious disease  which  usually  occurs  in  children  under  ten  years  of  age,  and 
rarely  attacks  individuals  after  puberty.  In  adults  it  is  still  more  uncom- 
mon, although  Tyzzer  reports  38  cases  occurring  in  adult  male  Filipinos 
and  states  that  at  the  time  of  the  last  observation  300  cases  had  been  re- 
corded. The  men  were  prisoners,  and  this,  together  with  race  and  climate, 
are  considered  passible  factors  in  increasing  susceptibility.  In  all  probar 
bility  one  of  the  reasons  for  its  rarity  in  those  of  mature  years  is  that  it 
affects  so  large  a  proportion  of  all  children  that  most  adults  are  rendered 
immune  by  an  attack  in  childhood.  The  most  marked  characteristic  of  the 
disease  is  the  appearance  within  the  first  twenty-four  or  forty-eight  hours  of 
fever  and  malaise  and  of  papules,  followed  by  vesicles,  upon  the  skin  of 
the  forehead  and  face  or  upon  the  chest  and  back.     (See  Fig.  20.) 

Etiology. — ^Like  all  acute  infectious  diseases,  chickenpox  is  produced  by 
a  micro-organism,  but  as  yet  it  has  not  been  isolated.  Tyzzer  found 
specific  nuclear  and  cytoplasmic  inclusions  in  all  the  lesions,  but  obtained 
no  evidence  favoring  the  hypothesis  that  they  are  parasites.  It  also  resembles 
the  other  acute  infectious  eruptive  diseases  in  that  it  occurs  in  epidemics, 
although  at  times  isolated  cases  take  place  that  cannot  be  traced  to  any 
source  of  contagion.  While  the  eruption  in  its  peculiarities  resembles  to 
some  extent  that  caused  by  smallpox,  chickenpox  bears  absolutely  no  rela- 
tion to  that  malady  and  in  no  way  protects  a  patient  from  developing  a 
typical  attack  of  variola.      (See  Variola.) 

Symptoms.— At  a  time  varying  from  ten  to  fifteen  days  after  exposure 
to  varicella  the  child  usually  manifests  some  evidence  of  a  beginning  illness. 
If  very  young  it  may  be  unusually  restless  and  fretful^  there  may  be  some 
disorder  of  the  digestive  apparatus,  and  vomiting  may  occur.  Fever  is  an 
early  symptom  and  it  may  be  moderately  high — that  is,  about  103°  or  even 
104*^.  Often,  however,  it  fails  to  reach  such  a  height.  If  the  child  is  old 
enough  to  describe  its  sensations,  some  aching  in  the  back  or  in  the  limbs 
may  be  complained  of. 
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After  about  twenty-four  hours  the  eruption  appears  in  the  form  of  red 
papules,  which  speedily  become  ve,sicles  containing  clear  or  turbid  serum. 
The  vesicle  is  superficial,  it  is  not  surrounded  by  a  zone  of  inthiration,  as 
it  IS  in  smallpox,  and  it  does  not  become  umbilicate^I,  altliough  the  top  of 
the  vasicle,  Vhen  it  is  ripe,  may  be  flatteneti.  By  the  end  of  thirty-six  to 
forty-eight  hours  the  vesicle  becomes  a  true  pock,  the  previously  clear  serum 
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i^hU'keripox.    (Srliftinbcrg.) 

oraing  opaque  but  not  purulent  unless  it  is  denuded  by  scratching,  and 
then  infected.  These  pocks  speedily  shrivel  and  by  the  fourth  day  form 
crtists,  which  readily  fall  off  and  rarely  leave  a  scar  unless  the  skin  be 
scratched  by  the  child  so  that  the  dee|3er  layers  become  infected.  Many 
individuals  bear  scars  of  this  sort  ujx»n  the  face,  and  they  are  particularly 
well  marked  in  women  with  a  fair  skin. 


92 


DISEASES  DUE  TO  A   SPECIFIC  INPECTIOS 


The  eruption  of  chickenpox  develops  in  a  aeries  of  crops,  or,  to  speak 
more  accurately,  it  continues  to  (levolop  in  new  areas  iis  those  which  were 
alfecteil  first  begin  to  pass  into  the  stage  of  crusts.  An  examination  of  tlie 
patient  on  the  tliird  day  may  therefore  reveal  the  eruption  in  all  stages  of 
development. 

It  is  a  noteworthy  fact  that  the  eruption  of  varicella  is  always  discrete 
and  never  confUient.  It  is  never  profuse  as  in  smallpox.  Rarely  tlie  vesicles 
ap[>ear  on  the  mucous  membranes. 

The  severity  of  the  fever  and  of  the  signs  of  general  illness  vary  greatly 
in  children  allecteri  by  varieellu.  In  some  cases  the  disease  runs  so  mild 
a  course  titat  the  child  is  not  kept  In  bed,  in  others  It  causes  a  considerable 
degree  of  ilhiess;  but  In  the  majority  of  instances  it  is  a  very  mild  malady. 
In  children  who  are  weakened  by  previous  disease  it  sometimes  develops 
into  a  dangerous  inahuly  in  that  the  associated  digestive  disturbance  still 
further  impairs  vitality^  or  because  the  lesions  of  the  skin  become  infected 
and  sloughing  or  gangrene  appears.  Sometimes  erysipelas  is  developed 
in  this  manner  In  poorly  nourished  children.  Rarely,  if  the  child  is  exposed 
to  cold,  nephritis  develops.  .Vllaire  reports  |)crij>hci*al  neuritLs  if  the  left 
arm  folhnviiig  an  attack  of  varicella  in  ;t  ilnl<l  aged  eigltt  years,  the  |X)cks 
havi?ig«in[»puratefl. 

Diagnosis. — The  eruption  of  chickenpox  must  be  separated  from  that 
of  mrxlided  or  mild  smallpox.  The  most  imptJrtant  factors  in  this  separa- 
tion are  the  superficial  character  of  the  [Mx-k,  tlie  lack  of  the  sense  of  iiulura- 
tion  when  it  is  taken  between  the  thumb  am!  finger,  the  early  appearance 
of  the  rash  on  the  che-it  rather  than  on  the  forearms,  as  in  smalljxjx,  and 
the  mild  character  of  the  general  symptoms,  combined  with  the  brief  course 
of  the  tiisease  and  the  speedy  completion  of  the  illness. 

Additional  diagnostic  factors  are  the  presence  of  a  g<Kj<l  vaccination 
mark  which  largely  excludes  variola.  Again,  the  onset  of  varicella  is  usually 
devoid  of  prodromes,  whereas  smallpox  presents  for  some  days  backache, 
vertigo,  fever,  nauseii,  and  chills.  The  mere  fact  that  the  eruption  is  sc^anty 
does  not,  however,  exclude  smallpox.  The  vesicles  of  varicella  do  not  Ix^orae 
umbilicated  as  do  those  of  variola,  but  they  raptilly  dry  up  and  make  a 
dark-colored  scab.  The  eruption  of  smallpox  comes  out  in  one  crop,  that 
of  varicella  in  several  crops;  that  of  smallpox  lasts  from  ten  to  twelve  days 
in  typical  cases,  never  less  than  six  days,  whereas  chickenpox  lasts  but 
from  two  to  four  days. 

Prognosis. — The  prognosis  is  always  favorable  unless  the  unfavorable 
pieliminary  states  just  noted  are  present. 

Treatment. — Medicinal  treatment  of  varicella  is  usually  unnecessary. 
Careful  nursing  that  prevents  exposure  to  cold  and  wet,  regulatitm  of  the 
diet,  and  the  use  of  a  few  drops  of  sweet  spirit  of  nitre  in  a  teaspoonful  of 
liquor  p(ttassii  citratis  every  four  hours,  to  keep  the  kidneys  active,  are  nil 
that  is  neede<l  in  most  cases.  The  fever  runs  so  brief  a  course  that  anti- 
pyretic measures  are  not  necessary. 
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SOARLET  FEVER. 

Definition. — Scarlet  fever  is  an  acute  infectious  disease  which  chiefly 
affects  children  under  fifteen  years  of  age.  It  is  characterized  by  the  devel- 
opment of  an  intensely  scarlet,  punctated  rash  on  the  second  day  of  the  ill- 
ness, accompanied  by  a  marked  febrile  movement.  It  is  sometimes  called 
**  scarlatina,"  and  it  is  to  be  clearly  understood  that  this  word  is  synonymous 
with  scarlet  fever  and  that  it  does  not  describe  a  modified  or  diminutive 
form  of  the  malady,  although  the  laity  often  employ  the  term  in  this 
manner. 

History. — Hirsch  states  that  the  oldest  reference  to  an  epidemic  of  scarlet 
fever  dates  from  Sicily  in  1543,  but  Sydenham,  of  London,  first  differen- 
tiated it  from  measles.  Prior  to  his  time  it  had  been  considered  a  form  of 
measles. 

Difltribntion. — Like  almost  all  of  the  acute  infectious  maladies,  scarlet  fever 
occurs  in  all  parts  of  the  world,  although  it  seems  to  be  much  more  prevalent 
in  the  temperate  zone  than  elsewhere.  In  the  United  States  it  occurs  less 
frequently  in  the  Southern  States  than  in  the  Northern  States.  It  did  not 
develop  in  the  United  States  until  1735,  nor  in  South  America  until  1830. 
In  Australia  and  jn  Polynesia  the  disease  first  appeared  in  1848,  assuming  a 
mild  type  but  a  severe  epidemic  occurred  in  Melbourne  in  1876.  It  is  said 
that  only  imported  cases  are  met  in  India,  and  only  one  case  has  been  reported 
in  Greenland.  It  does  not  occur  nearly  so  frequently  as  does  measles,  and 
very  many  persons  reach  adult  life  without  having  suffered  from  it.  This 
is  in  part  due  to  the  fact  that  it  is  not  so  readily  transmitted  as  some  of  the 
other  acute  infectious  fevers,  and  also  because  a  large  number  of  persons 
seem  to  be  resistant  to  the  disease.  Johannessen  states  that  of  185  children 
exposed  only  28  per  cent,  developed  scarlet  fever,  and  out  of  314  adults 
exposed  only  5  suffered  from  the  malady.  If  the  same  number  of  cases 
hail  been  exposed  to  the  infection  of  measles,  very  few  of  the  children 
would  have  escaped. 

Scarlet  fever  is  more  apt  to  occur  in  the  winter  months  than  at  any  other 
time,  but  statistics  differ  as  to  the  winter  months'  frequency.  Thus,  White- 
legge  from  his  statistics  based  upon  cases  occurring  in  nine  English  towns, 
found  in  the  first  quarter  219  cases;  second  quarter,  194;  third  quarter,  327; 
fourth  quarter,  460;  and  Reece  has  supported  his  conclusions  by  the  accom- 
panying chart.     (See  Fig.  21.) 

On  the  other  hand,  SeibiTt,  of  New  York,  gives  a  statistical  table  which 
shows  that  the  last  winter  months  are  those  of  greatest  frequencv.  (See 
Fig.  22.) 

August  Hirsch  gives  the  following  statistics  based  on  an  analysis  of  435 
epidemics  occurring  in  all  parts  of  Europe  and  North  America:  178  epi- 
demics occurred  in  winter;  157  in  spring;  173  in  summer;  213  in  autumn. 

The  frequency  and  mortality  of  scarlet  fever  have  greatly  decreased  in  the 
last  sixty  years.     (See  Fig.  23.) 

Etiology, — Scarlet  fever  does  not  disseminate  itself  through  the  air  as  does 
measles;  direct  contact  or  near  association  with  the  infected  person,  or  with 
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the  desquamated  scales  from  his  skin,  being  needful  for  the  transmission  of 
the  disease.  The  disease  can  be  transmitted  by  the  nasal  mucus,  clothing, 
and  other  articles  which  have  been  in  contact  with  the  patient.  Thus  books, 
cards,  letters,  and  pets,  such  as  dogs  and  cats,  and  other  means  of  convey- 
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ance  may  assist  in  spreading  the  infection.  The  clothing  of  the  nurse  and 
physician  may  convey  the  disease,  and  cases  are  very  numenius  in  which 
physicians  have  so  communicated  scarlet  fever  to  their  own  children  after 
visiting  patients  ill  with  this  malady. 
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The  persistence  of  the  infection  in  articles  of  clothitigis  very  remarkable. 
No  other  acute  disease  renders  the  surroundings  of  the  patient  a  source  of 
danger  for  so  lon^  a  period.     Instances  in  which  clothing  or  upholstered 
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goods  have  transmitted  the  disease  to  healthy  children  two  years  after 
recovery  of  the  first  patient  are  recorded. 

The  breath  of  the  patient  and  the  air  of  the  bed-room  are  probably  incap- 
able of  transmitting  the  infection,  unless  the  latter  is  laden  with  the  dust 
containing  the  micro-organism.  It  is  noteworthy  that  nurslings  are  not 
as  susceptible  as  children  of  from  two  to  five  years,  at  which  period  of 
life  the  disease  most  often  occurs.  The  age  incidence  is  well  shown  in 
Fig.  24, 

A  patient  who  is  a  sufferer  from  the  infection  of  scarlet  fever  is  not  capable 
of  transmitting  the  disease  until  the  rash  develops.  At  the  fourth  or  fifth 
day  of  the  disease  the  infectiousness  of  the  case  is  perhaps  at  its  height, 
and  the  ability  to  transmit  the  malady  exists  as  long  as  the  skin  of  the 
patient  continues  to  desquamate,  which  is  often  for  as  long  a  period  as 
six  weeks.  It  is  important  to  remember  that  not  only  the  desquamating 
skin,  but  the  nasal  mucus,  the  discharge  from  a  purulent  otitis  media  or 
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Showing  the  defn^astng:  mortality  of  scarlet  fever  In  England  and  Wales.     Deatlis  per  100,000 
population.     (ModiAed  from  Wilson  and  Reece.) 

from  a  chronic  consecutive  scarlatinal  pharyngitis  are  also  active  sources 
of  infection,  and  until  all  these  parts  are  entirely  healthy  the  danger  of 
spreading  the  disease  exists.  Indeed,  numerous  instances  are  recorded 
in  which  children  with  such  mild  consecutive  pharyngitis  as  to  escape 
nodce  have  conveyed  the  disease  several  weeks  after  apparent  complete 
recovery  from  scarlet  fever. 

Articles  of  food  may  also  convey  the  infection.  Thus  Ekholm  has 
recently  reported  an  instance  in  which  six  families  who  partook  of  milk 
from  a  dairy  in  which  there  was  a  milkmaid  who  had  a  phlegmonous 
pharyngitis,  suffered  from  scarlet  fever. 

Many  investigators  have  endeavored  to  isolate  the  specific  micro- 
organisms of  scarlet  fever,  but  without  success.  Ix)effler,  Fraenkel,  and 
other  German  physicians  first  demonstrated  the  presence  of  streptococci 
in  cultures  prepared  from  secretions  taken  from  the  throats  of  scarlet  fever 
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patients,  but  their  observations  were  limited  to  a  small  number  of  cases 
and  are  of  interest  from  an  historical  rather  than  a  practical  standpoint 
The  same  statement  may  be  made  concerning  the  researches  of  Klein  in 
connection  with  an  epidemic  of  scarlet  fever  (1885)  caused  by  contaminated 
milk  from  a  farm  at  Hendon,  in  England,  for  although  Klein  cultivated  a 
micro-organism  from  lesions  on  the  udders  and  teats  of  cows  on  tliis  farm, 
which  apparently  was  identical  with  one  he  found  in  the  blood  of  scarlet  fever 
patients,  and  although  this  latter  organism  when  injected  into  calves  pro- 
duced a  lesion  resembling  the  one  with  which  the  Hendon  cows  were  affected, 
the  inquiry  instituted  by  the  Medical  Society  of  Edinburgh  and  the  investiga- 
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tion  of  Dr.  Crookshank,  of  London,  proved  that  the  disease  from  which  the 
cows  suffered  was  a  modified  form  of  cowpox,  and,  moreover,  that  the  persons 
who  milked  the  cows  <lid  not  contract  scarlet  fever.  A  similar  history  as 
to  cows  and  patients  has  recendy  been  reconled  in  Lincoln,  England.  In 
1891  Kurth  found  in  the  throats  of  scarlet  fever  patients,  in  pus  from  the 
cer\^ical  abscesses  and  in  the  viscera  of  persons  who  had  died  from  scarlet 
fever,  a  streptococcus  which  formed  a  twisted,  gelatinous  mass  when  grown 
in  broth.  This  organism,  called  by  Kurth  Streptococcus  conglomeraius^  was 
subsequently  studied   by   Mervyn   Gordon,   who  found   it  present  in  the 
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throats  of  twenty  out  of  twenty-seven  scarlet  fever  patients,  in  the  internal 
or^ns  of  most  patients  who  died  from  the  disease,  and  in  the  fluid  of  a 
scarlatinal  pleural  effusion.  Baginsky  and  Sommerfield,  who  published 
the  results  of  their  investigations  at  about  the  same  time  as  Gordon,  found 
a  streptococcus,  having  virulent  properties  and  generating  a  toxin,  in  all 
cases  of  scarlatinal  angina,  and  in  cultures  made  from  the  viscera,  bone- 
marrow,  and  blood  of  one  hundred  and  forty-two  children  in  whom  the 
disease  terminated  fatally.  This  streptococcus  they  considered  to  be  the 
specific  organism  of  scarlet  fever. 

Of  the  work  done  by  American  bacteriologists  that  of  Class,  of  Chicago, 
should  be  mentioned.  In  1899  Class  noticed  the  frequent  presence  of  a 
diplococcus  in  cultures  made  from  the  throats  of  patients  having  different 
forms  of  angina,  and  upon  further  investigation  he  found  that  the  organism 
invariably  occurred  in  cases  of  scarlatinal  angina.  He  then  made  cultures 
from  the  blood  of  scarlet  fever  patients  and  from  desquamated  epidermal 
scales,  and  found  the  same  diplococcus.  Gradwohl,  of  St.  Louis,  and 
Calvin  Page,  of  Boston,  have  also  found  an  organism  identical  with  the 
one  described  by  Class,  but  their  observations  were  confined  to  a  small 
number  of  cases. 

From  this  brief  rdsumi  of  the  bacteriology  of  scarlet  fever,  it  is  apparent 
that  streptococci  are  generally  present  in  the  throat  of  scarlet  fever  patients, 
and  that  they  are  often  found  in  the  blood  and  internal  organs;  but  when 
we  come  to  consider  that  streptococci  have  been  found  in  healthy  throats, 
that  cases  of  streptococcic  angina  exist  independent  of  scarlet  fever,  and 
that  streptococci  are  found  in  the  blood  in  other  diseases,  it  is  not  justifiable 
to  assume  that  any  one  of  the  forms  thus  far  described  is  the  specific  organism 
of  scarlet  fever.  Closely  associated  with  the  specific  germ  of  scarlet  fever, 
whatever  it  may  be,  we  always  find  a  variety  of  the  streptococcus,  and  it 
has  been  claimed  by  some  that  this  is  the  cause  of  the  disease.  There  can 
be  no  doubt  that  it  is  responsible  for  a  large  number  of  the  symptoms  and 
complications  of  the  disease. 

Mallory  has  recently  descril>ed  a  parasite  of  the  animal  group — a  pro- 
tozoon — which  he  suggests  may  be  the  cause  of  the  disease.  He  suggests 
the  name  Cyclasierion  Scarlaiinalis  for  it. 

Prevention  or  Prophylaxis. — Every  case  of  scarlet  fever  should  be  promptly 
isolated  and  every  attendant  of  the  patient  should  also  be  prevented  from 
mingling  freely  with  the  inmates  of  the  house.  The  food  should  if  possible 
be  placed  in  an  outer  room  and  from  there  obtained  by  the  nurse  for  the 
patient.  If  the  nurse  is  to  leave  the  room  her  clothes  should  be  changed. 
Before  she  leaves  the  convalescent  patient  to  take  care  of  other  cases  she 
should  take  a  hot  bath  and  have  her  hair  shampooed.  The  clothing  she 
has  worn  in  the  sick-room  should  be  sterilized  by  boiling.  The  physician 
should  always  change  his  clothes  on  entering  and  leaving  the  room,  or  at 
least  wear  over  his  street  dress  a  long  operating  gown  to  protect  him  from 
the  infection.  If  he  is  attending,  or  about  to  attend,  a  case  of  confinement 
he  should  refuse  to  take  charge  of  a  case  of  scarlet  fever.  The  same  rule 
holds  true  as  to  operative  cases. 

All  clothing  and  bed-clothing  should  be  immersed  in  boiling  water,  or  in 
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a  disinfectant  solution,  before  they  are  taken  from  the  sick-room,  and  books 
and  cards  which  have  been  in  the  patient's  room  should  be  burned.  If 
possible  it  is  better  to  burn  the  pillows  and  mattress  than  to  attempt  to 
disinfect  them.  If  they  are  disinfecte<l,  steam  shoidd  be  user)  for  this 
purpose.  The  hanp;i:ig  of  sheets  satiiruttNj  with  disinfectHiit  HxMs  over 
doorways  and  the  ]>lacing  of  pans  of  <Iisinfectants  aljout  the  liouse  are 
utterly  useless  except  that  their  presence  constantly  reminds  the  inmates 
or  visitors  that  an  infectious  disease  is  present  and  so  aids  in  (he  main- 
tenance of  caution.  An  amount  of  <iisinfectant  in  the  air  sufficient  to 
destroy  the  cuiitapnm  vvjll  destroy  the  patient  and  mirse.  After  the  illness 
is  over  and  tlie  patient  lias  left  the  room,  it  should  be  carefully  disinfected 
by  an  ader|uate  formaldehyde  generator^  the  iloors  an<l  walls  being  first 
moistened  with  water  to  aid  in  the  efficiency  of  this  gas.  Afterward  the 
floors  and  walls  should  be  scrubbed  with  1:20(K)  bichloride  solution  or  one 
of  chlorinated  lime. 

No  case  should  lie  isolated  less  than  four  weeks,  and  no  case  should  l>e 
allowed  to  mingle  with  other  persons  as  long  as  desquamation  or  nasals 
aural,  or  pharyngeal  discharges  exist.  Before  the  [)atient  is  discharge^i  he 
should  receive  at  least  three  hot  [)utlis,  after  each  of  which  he  should  be 
scrubbeil  with  carbolic  acid  and  \vater  (1:1()0)  or  with  bichloride  soluJion 
(1 :  400L)).  Particular  attention  shotdd  he  paid  to  the  scalp  and  hair.  Sleeping 
with  other  children  is  to  be  prohibited  for  several  months. 

After  exposure  a  chiUI  should  be  placed  in  qitarantine  for  at  least  a  week 
to  discover  if  the  disea^se  is  to  develop.  When  an  epidemic  is  present  all 
schools  should  be  closed. 

There  can  I)e  no  doubt  that  the  use  of  inunctions  of  carbolized  oil  or 
vaselin  Ls  an  active  a^ent  in  <limiuishiug  t!ie  spread  of  the  disease,  particu- 
larly during  desquamation,  Init  great  care  must  be  taken  that  the  acid  is 
not  tO!:>  freely  used,  lest  it  be  absorI.>ed  and  increase  or  p>raduce  renal  irrita- 
tion.    Ifi  many  instances  ordinary  olive  oil  is  equally  useful. 

Pathology  and  Morbid  Anatomy, — A  |>oint  of  primary'  importance  to  be 
borne  in  minrl  in  considering  tlie  pathology  of  scarlet  fever  is  that  the  organs 
of  the  bo;]y  suffer  from  a  multiple  not  a  single  infection.  Whether  a  special 
form  of  streptococcus  is  the  cause  of  the  disease,  or  whether  an  entirely 
distinct  organism  is  the  cause,  the  fact  is  that  the  disease  is  accompanied 
by  streptococcus  infection  in  all  cases  and  not  rarely  by  other  forms  of 
infection  its  well. 

The  organic  changes  produced  in  the  botly  by  an  attack  of  scarlet  fever 
are  nuirked,  but  none  of  them  can  be  said  to  be  characteristic  of  tlie  disease. 
Alterations  in  the  skin  and  inflammation  of  the  mucous  membrane  of  the 
mouth  anri  pharynx  are  the  most  cotistant  changes,  but  even  tliese  may 
escape  notice.  The  skin  is  the  seat  of  a  very  acute  inflaniujatory  process 
involving  to  a  varying  degree  all  its  layers  and  terminating,  even  in  mild  ca.ses, 
in  exfoliation  of  tlie  .superficial  cells,  often  in  large  flakes.  The  pharyngeal 
mucosa  is  inflamed,  the  inflammation  varying  in  degree  from  a  nnhl  acute 
attack  to  extensive  necrosis  involving  the  deeper  strata  of  the  uvula  and 
tonsils.  This  inflaniiniition  in  a  nuidified  form  e.xtends  at  times  all  the 
way  down  the  (Esophagus  and  by  way  of  the  Eustachian  tulie  into  the 
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middle  ear,  where  it  not  infrequently  causes  so  destructive  a  cliange  as  to 
produce  permanent  deafness;  or  if  the  infection  he  severe  and  no  vent  for 
the  pus  is  afforded  the  mastoid  cells  become  involved  and,  finally,  a  secontl- 
ary  meningitis,  or  abscess  of  the  brain,  is  producetl.  This  is  a  rare  sequel. 
In  still  other  instances  the  inflammatory  process  extentls  into  the  nasal 
ca\'itie5  and  from  them  proceetls  to  an  infection  of  tlie  antrum  of  High- 
more  or  even  the  frontal  sinus.  Extension  of  the  pharyno;cal  lesions  to 
the  lymphatics  of  the  submucosa  may  cause  infection  of  the  cervical 
and  submaxillar}'  l^Tnph  nobles,  so  that  there  is  develope<l  great  swelling 
under  the  jaw,  and  in  some  instances  suppuration,  the  so-called  **  collar 
of  brawn." 

Equal  in  frequency  with  these  changes,  and  of  more  importance,  are  those 
wliich  take  place  in  the  kidneys.  These  changes  not  only  endanger  the  life 
of  the  patient  during  the  illness,  but  i^ccasionally  leave  him  with  kidneys 
structurally  so  impairetl  that  complete  restoration  to  health  may  never  take 
place.  The  renal  changes  are  primarily  those  of  an  acute  ditFuse  nephritis 
involving  the  whole  texture  of  the  kidney,  particularly  the  cortex,  and  accom- 
pante<J  by  marke<lalbumiiniria,  intertuhular  cellular  infiltration  and  necrosis, 
and  desquamation  of  the  e[)itheUum  lining  the  tn]>es.  Areas  of  necrosis 
and  infarction  and  even  acute  suppurative  nephritis  occur,  although  infre- 
quently. 

When  the  infection  vith  the  stre[)tococcus  is  particularly  severe  and  the 
evidences  of  toxaemia  arc  profound  the  autopsy  reveals  <legenerative  changes 
in  the  heart  muscle,  areas  of  necrosis  in  {\ic.  livcr»  and  lu'oncht)]>neumonia 
with  swelling  ami  softening  of  the  bronchial  ghinds.  Degenerative  or 
necrotic  changes  in  tlie  myocanlium  and  endncan  litis,  vegetative  or  ulcerative, 
may  be  present.  Pericarditis  may  be  marked.  As  in  all  septic  infections 
arthritis  may  l>e  found  in  numerous  joints.  Pleurisy,  if  present,  often 
results  in  empyema. 

With  the  onset  of  scarlet  fever  there  develops  a  hyperleukocytosis 
amounting  according  to  Tileston  and  Locke  to  from  1S,(WM1  in  40,000. 
After  the  eighth  day,  if  there  are  no  complications  of  an  inflnnunatory 
nature,  there  is  a  gradual  decline  to  the  normal,  somewhcn?  about  CUOO 
to  8000.     The  increase  is  cIiit-Hy  in  the  polymor]>honuclear  cells. 

Incubation. — The  period  of  incubation  of  scarlet  fever  is  about  two  to 
six  days,  but  cases  are  reconicil  in  which  it  lias  been  as  brief  as  twenty-four 
hours  and  as  long  as  twenty-one  days.  Ueimer  gives  the  following  figures: 
1  day,  379  cases;  2  days,  92S  cases;  3  <iays,  751  cases.  The  period  of 
incubation  is«  therefore,  the  shortest  of  all  the  acute  exanthematous  fevers. 

SymptomB. — The  symptoms  of  an  ordinary  case  of  scarlet  fever  chiefly 
consist  in  sore  throaty  a  moderaicb/  high  jeveTy  a  scarlet  rash  first  appearing 
on  the  cliest,  albuminnria  of  moderate  degree,  and  a  tendency  to  viuidte-ear 
inflammation. 

The  onset  of  the  symptoms  in  scarlet  fever  is  usually  abrupt  and  the 
severity  and  abruptness  of  these  symptoms  is  often  indicative  of  the 
severity  of  the  attack  whicli  is  to  follow.  A  child  apparently  in  good  health 
in  the  evening  passes  a  restless  night,  and  in  the  morning  suddenly, 
without  apparent  cause  ami  perhaps  without  preliminary  nausea,  vomits 
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actiTcly  as  soon  as  its  breakfast  is  swallowed.  If  the  femperaiure  is  taken, 
it  ^ill  usually  be  found  to  be  101^  or  103°,  the  skin  feels  hot  and  diy,  the 
pulse  is  quick,  the  eyes  bright,  the  expression  listless,  and  the  tongue  and 
mucous  membrane  of  the  mouth  distinctly  reddened.  Sometimes  the  first 
complaint  on  the  part  of  the  patient  is  one  of  jore  throai,  in  other  cases 
no  such  discomfort  is  mentioned ;  but  if  the  mouth  be  opened  the  pharyn- 
geal mucous  membrane  is  seen  to  be  angry  and  inflamed,  and  perhaps 
unduly  dry.  The  child  Is  manifestly  ailing,  is  peevish,  and  is  anxious  to 
lie  down.  In  from  twelve  to  twenty-four  hours  from  the  manifestation 
of  the  preliminary  s}'mptoms  just  detailed,  and  in  some  cases  in  even 
less  time  than  this,  the  eruption,  or  rash,  develops,  b^inning  on  the  neck 
and  upper  part  of  the  chest,  as  a  rule. 

Xo  one  of  the  eruptive  diseases  is  so  characteristic  in  its  appearance 
as  is  scarlet  fever,  the  skin  of  the  patient  being,  as  the  name  of  the 
disease  indicates,  actually  scarlet  or  as  bright  a  red  as  is  the  shell  of  a 
boiled  lobster.  Again,  in  no  other  one  of  the  eruptive  diseases  does  the 
rash  appear  over  so  wide  a  surface  in  the  first  hours  of  its  appearance  as  in 
scarlet  fever.  Not  rarely  the  entire  body  and  extremities  are  involved  in 
four  or  five  hours. 

There  are  four  peculiarities  about  this  rash  which  are  worthy  of  note: 
first,  it  is  punctate — ^that  is,  about  each  hair  follicle  in  the  skin  the  color 
is  slightly  deeper  than  elsewhere;  second,  the  rash  is  often  most  marked 
in  the  folds  of  the  joints,  as  about  the  groins;  third,  the  skin  of  the  face 
about  the  mouth  or  in  the  nasolabial  line  is  pallid,  forming  a  marked 
contrast  to  the  scarlet  hue  elsewhere;  and  fourth,  the  rash  on  the  upper 
part  of  the  thorax  is  often  very  profuse, 

When  the  rash  is  developed,  the  sense  of  heat  conveyed  to  the  hand  and 
complained  of  by  the  child  is  notable.  The  eruption  persists  from  three  to 
seven  days  in  the  majority  of  cases,  and  ends  in  de.tquamalion  of  the  ep- 
derm.  which  comes  away  in  large  Bakes,  rather  than  in  fine  bran-like  scales. 
The  skin  may  literally  peel  off  the  hands  and  feet.  In  rare  instances  it  may 
be  shed  from  the  haml  in  the  shape  of  an  old  glove.  This  desquamation  lasts 
from  a  week  to  three  weeks,  beginning  about  the  neck  and  continuing  longest 
on  the  palmar  and  plantar  surfaces,  where  the  skin  is  thick.  Indeed,  I  have 
seen  ii  continue  l>etween  the  toes  for  six  or  eight  weeks.  The  period  of 
desquamation  Is,  however,  greatly  shortened,  as  a  rule,  if  during  the  illness 
the  child  has  l>een  anoinietJ  by  some  oily  substance  to  allay  dermal  irritation, 
or  if  during  convalescence  it  is  fpecjuently  batheil.  .\s  long  as  desquamation 
lasts  there  is  tlanger  of  the  spread  of  the  disease  from  the  patient. 

The  stage  of  invasion,  alreaily  describeil,  varies  in  certain  cases  to  a  consid- 
eralile  degree.  It  may  l>e  so  mild  a>  to  lead  to  a  belief  that  the  rash  is  due  to 
indigestion,  and  it  may  l>e  so  severe  that  the  patient  b  first  convulsed,  and 
then  speeilily  o^e^whelme1l  by  toxaemia.  The  eruption  may  not  be  widely 
ditTuseii.  but  appear  for  a  short  time  c»n  the  chest  and  abdomen,  in  the  groin, 
oralxnii  the  buitiK'ks  !>efore  it  spreads  elsewhere.  It  may  not  spread  farther 
than  these  ureas,  and  may  last  only  one  day.  Such  cases  are  often  given 
the  unfortunate  name  of  "  scarlet  ra>h."  They  are  just  as  capable  of  giving 
scarlet  fever  ti>  another  child  as  a  more  severe  attack.      In  other  cases,  of  a 
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malignant  type,  the  rash  seems  to  be  suppressed,  the  skin  is  mottled,  but  the 
true  rash  fails  to  appear,  or  it  may  appear  in  blotches,  which  may  seem  to 
be  macular,  as  in  measles.  When  doubt  exists  in  such  cases,  the  patient  will 
be  benefited  and  the  diagnosis  cleared  by  a  hot  bath  or  hot  pack  to  stimulate 
the  peripheral  circulation  and  bring  out  the  rash. 

The  temperature  in  scarlet  fever  runs  its  course  side  by  side  with  the 
severity  of  the  disease.  It  reaches  its  acme  within  a  few  hours  from  the 
onset,  and  is  often  as  high  as  105°  within  twelve  hours.  As  a  rule,  this 
height  is  not  maintained,  but  after  twenty-four  hours  to  three  days  it  falls 
gradually  to  about  103®,  and  then  gradually  decreases  daily  by  lysis,  reaching 
normal,  as  desquamation  begins,  about  the  eighth  or  ninth  day  (Fig,  25).  If 
it  remains  high  or  if  a  recrudescence  occurs,  some  secondary  trouble,  such  as 
middle-ear  disease  or  bronchopneumonia,  is  to  be  sought  for. 
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Chart  of  scarlet  fever. 


In  the  stage  in  which  the  disease  is  fully  developed  the  clinical  picture 
presents  very  great  variations  in  different  cases.  In  some  children  with  a 
well-developed  rash,  the  systemic  symptoms  are  so  mild  that  it  is  difficult  to 
keep  the  patient  in  bed,  and  all  the  manifestations  seem  of  little  moment. 
In  others  the  general  symptoms  are  sufficient  to  show  that  the  child  is  seri- 
ously ill,  and  in  still  others  of  a  severe  type  the  systemic  state  may  be  one 
of  deep  toxaemia,  so  that  the  child  seems  overwhelmed  by  the  infection.  The 
cases  in  which  toxsemia  is  marked  are  not  necessarily  those  in  which  great 
glandular  involvement  is  present,  although  both  sets  of  symptoms  may 
occur  simultaneously. 

Sometimes  the  throat  symptoms  by  their  severity  mask  all  others.  Not  only 
may  the  pharyngeal  and  tonsillar  surfaces  be  ulcerated,  but  they  may  be  cov- 
ered by  a  false  membrane,  which,  in  some  cases,  is  due  to  a-concurrent  diph- 
theria, but  which  may  also  be  due  to  the  streptococcus,  and  is  always  poly- 
microbic in  nature.  Such  cases  often  present  a  horrid  type  of  the  disease, 
for  the  lips  and  teeth  are  covered  with  sordes,  the  tissues  of  the  neck  are 
infiltrated  and  swollen,  and  the  head  thrown  far  back  to  diminish  pressure 
on  the  air-passages  produced  by  the  swelling.  In  such  cases  the  general 
infection  extends  rapidly  into  the  chest,  and  bronchial  or  pulmonary  symp- 
toms develop  with  great  rapidity,  thereby  causing  a  fatal  issue,  although 
even  with  these  grave  complications  recovery  sometimes  takes  place. 

If  to  these  malignant  manifestations  are  added  a  tendency  to  suppression 


of  urine,  because  of  the  intense  nephritis  which  has  been  produced,  the  signs 
of  toxjrmia  deepen  into  stupor  and  death  ensues.  Cases  of  tiiis  type  rarelv 
die  before  the  sixtlj  or  twelfth  day,  since  this  time  is  required  to  develop  tlie 
condition  descril>ed.  There  is,  however,  a  fulminant  form  of  the  disease 
in  wliich  the  malady,  after  being  ushered  in  by  severe  convulsions, 
speedily  develops  into  deep  stupor,  witli  hyperpyrexia  and  death.  In 
some  of  these  cases,  however,  the  infection  is  so  profound  that  a  liigh 
temperature  does  not  occur,  the  temperature  never  rising  above  IGl'^. 
These  cases  are  very  rare  and  are  described  more  frequently  by  French 
clinicians  than  they  are  seen  by  Anglo-Saxon  practitioners. 

A  few  cases  are  on  reconi  in  which  no  fever  has  developed,  and  others 
in  which  no  rash  has  been  seen. 

Under  the  name  ''surgical  scarlet  fever"  is  described  a  febrile  affection 
which  attacks  jiersons,  usually  children,  after  surgical  operations  or  injuries. 
The  term  is  an  unfortunate  one,  for  no  such  malady  exists  as  a  distinct 
diseiise.  Tlie  ojndition  is  an  erythema  due  to  sepsis  or  else  it  is  an  attack 
of  scarlet  fi'ver  coming  on  during  convalescence  from  the  operation. 

ComplicatioiiB  and  Sequelas. ^Scarlet  fever  depends  very  largely  for  its  gravity 
upon  its  complications  and  sequelie,  which  are  not  rarely  met  with.  The 
most  constant  of  these  is  a  certain  degree  of  renal  irritation  or  inflaimnaiicm. 
The  condition  of  the  kidneys  from  a  time  very  early  in  the  attack  is  such  that 
slight  albuminuria  may  be  considered  a  fairly  constant  symptom.  In  some 
instances  this  febrile  albuminuria  is  the  only  evidence  that  the  kidneys  are 
affected,  but  in  others  the  character  of  the  urine  and  the  general  systemic  con- 
dition render  it  very  plain  that  a  true  nephritis  is  present.  Not  only  floes  the 
urine  of  such  patients  show  considerable  quantities  of  albumin  and  casts, 
but  there  is  distinct  puffiness  of  the  eyelids  and  updema  of  the  ankles,  or  even 
a  generalized  anasarca.  In  such  patients,  if  this  state  persists,  transudation 
may  take  place  into  the  serous  cavities  of  the  body  .and  the  patient  suffers  from 
the  pressure  produced  by  the  Huid  upon  the  heart  and  lungs.  He  may  develop 
unemic  symptoms,  and  these  in  turn  may  cause  death.  In  many  of  these 
cases,  however,  the  acute  nephritis,  responsible  for  these  manifestations, 
speedily  diminishes  with  the  subsidence  of  tlie  disease  itself*  and  recovery 
follows  with  a  rapidity  which  is  extraordinary.  I  have  seen  recovery  take 
place,  even  after  the  anasarca  was  so  marked  as  to  almost  close  the  eyes  and 
after  repeated  severe  urtemic  convulsions. 

Suppression  of  urine  may  be  the  first  symptom. 

There  is  still  another  type  of  renal  disorder  met  with  in  a  few  cases  of 
scarlet  fever  in  which  the  infection  seems  so  intense  that  the  kidneys  are 
completely  suppressed  in  their  functional  power  very  early  in  the  attack,  and 
in  which  we  find  great  diminution  of  urinary  flow,  hiematuria,  and  copious 
amounts  of  albumin  and  casts.  In  these  cases  tlie  toxiemia  of  the  disease 
and  that  resulting  from  the  renal  lesions  produces  deatli  in  a  very  short  time. 

The  renal  changes  of  scarlet  fever  are,  therefore,  to  be  carefully  watche<l, 
and  the  greatest  care  must  be  taken  that  the  kidneys  are  not  pernnttetl  to  be 
additionally  congested  by  the  patient  being  chilled.  Exposure  during  and 
soon  after  scarlet  fever  may  change  a  mild  renal  state  into  a  most  desperate 
condition. 
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As  a  sequel,  rather  than  a  complication  of  scarlet  fever,  inflammations  of 
the  joints  sometimes  occur.  Tliis  is  not  acute  rheumatism,  hut  nf  the  nature 
of  a  septic  aTihrilis.  Rarely  the  joint  suppurates.  The  swelitii^  Joes  not 
persist,  as  a  rule,  if  the  effusion  be  simply  serous.  Another  very  rare  sequel  of 
scarlet  fever  is  dislocation  nj  the  hijf-pifit.  In  1804  J.  Franck  reported  a  case 
of  dislocation  of  the  hip  occurrin«T  in  an  attack  of  scarlet  fever.  In  1894 
rhampenois  published  anaocoutit  uf  three  other  cases,  which  were  all  lie  could 
collect  from  the  literature,  Since  1S94  H,  Stanfield  Collier  has  reported  two 
cases.  Robert  Jones,  of  Liverpool,  states  that  one  such  case  has  come  under 
his  observation. 

Much  more  common  than  arthritic  changes  during  or  after  scarlet  fever 
are  tliose  which  are  met  with  in  tJie  ears,  due  to  an  extension  of  the  septic 
inflammation  from  the  throat  through  the  Eustachian  tube  to  the  middli*  ear. 
These  have  already  been  referretl  to  when  considering  the  patholoj^y  of  the 
disease.  The  physician  should  always  be  on  his  guard  for  aural  iiiflaninia- 
lion  in  the  course  of  this  malady  and  after  it  has  run  its  course.  Permanent 
deafness  not  rarely  results  from  tlie  otitis  media  due  to  this  cause. 

Farotiiis  sometimes  occurs  as  a  complication. 

Ne.xt  to  acute  articular  rheumatism,  scarlet  fever  stands  as  the  most 
common  of  all  the  acute  infections  in  pnxlucing  valvnhtr  disea^te  oj  the  heart. 
These  changes  are  in  the  endocardium  and  myocardium,  and  may  be 
acute  and  transient  or  become  pennanent.  Very  rarely  does  the  endo- 
carditis become  severe  enough  to  be  called  ulcerative.  Great  responsibility 
rests  upon  the  physician  iti  regard  to  the  cardiac  changes  in  this  disease, 
because,  while  it  is  true  that  he  camiot  prevent  them,  he  can.  by  insisting  on 
rest  during  the  attack  and  during  convalescence,  to  a  large  extent,  limit  tlieir 
severity,  both  as  lo  their  temporar}-  and  permanent  character.  This  is  the 
more  important,  since,  as  in  all  acute  infections,  the  heart  is  often  the  seat 
of  a  myocardial  change. 

Branchopneumonia  develops  in  a  small  proportion  of  cases.  Empyema 
may  be  a  sequel  of  scarlet  fever,  and  is  usually  insidious  in  onset. 

The  induration  oj  the  cerv^ical  gland^tf  which  may  suppurate,  has  already 
been  referred  to. 

Nervous  complications  of  scarlet  fever,  aside  from  delirium  and  convul- 
sions due  to  the  toxjemia,  are  rare.  As  a  sequel,  chorea  may  develop,  or  hemi- 
plegia arise,  caused  by  an  embolus  lodging  in  a  cerebral  vessel.  Very  rarely 
"  in  acute  ascending  paralysis,  which  is  the  result  of  neuritis,  may  develop  in 
the  lower  limbs. 

An  exceedingly  rare  complication  of  scarlet  fever  is  perito7iiiis,  due  in  all 
probability  to  a  streptococcus  infection  of  the  peritoneum.  !\IcCoUom  and 
Blake,  of  Boston,  have  reported  two  such  cases  in  the  Boston  City  Hospitrd 
eports. 

DiagBOsis. — While  scarlet  fever  in  it^  typical  development  is  not  difficult 
of  diagnosis,  it  not  infrequently  happens  that  mild  attacks  render  a  decision 
as  to  the  exact  nature  of  the  illness  most  difficult  to  determine.  The  chief 
reason  for  this  is  that  children  very  cotnmonly,  arul  adults  more  rarely, 
develop  a  roseola  or  rose  rash  as  a  result  of  many  diHerent  causes,  an<l  if 
the  manifestation  of  scarlet  fever  be  mild,  or  the  rose  rash  be  severe,  the  skin 
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lesions  may  not  only  not  aid  in  diagnosis,  but  greatly  impede  the  physician  in 
reaching  a  decision.  The  most  common  of  these  rose  rashes  is  that  pro- 
duced by  certain  types  of  indigestion,  and  particularly  that  which  follows 
eating  fish,  shell-fish  seeming  especially  prone  to  cause  it.  As  active  vomiting 
and  diarrhoea  and  even  fever  may  be  present  in  such  cases,  the  patient  at 
first  sight  quite  markedly  resembles  one  suffering  from  scarlet  fever;  but  the 
absence  of  sore  throat,  of  enlarged  tonsils,  of  enlarged  cervical  glands,  and 
of  a  history  of  no  exf)osure  to  the  specific  fever,  all  aid  in  excluding  scarlatina, 
particularly  if  it  can  be  discovered  that  indigestible  food  has  been  ingested. 
Then,  too,  the  rose  rash  of  indigestion  does  not,  as  a  rule,  appear  first  on  the 
chest.  In  some  persons,  with  a  very  sensitive  skin,  contact  with  nettles  or 
other  irritants  may  cause  a  roseola.  In  all  such  cases  the  physician  should 
not  be  hasty  in  making  a  diagnosis,  but  insist  that  enough  time  be  given  to 
permit  him  to  make  a  careful  study  of  the  case  for  several  days  before  express- 
ing an  opinion.  In  such  instances  the  patient  should  be  isolated  until 
the  diagnosis  is  decided. 

Tlie  rose  rash  sometimes  met  with  in  German  measles  is  never  as  scarlet 
as  it  is  in  tnie  scarlet  fever  and  is  distinctly  maculated.  Further,  it  appears 
on  the  face  before  it  is  seen  on  the  chest,  the  punctation  of  the  rash  of  scarlet 
fever  is  absent,  the  fever  is  slight  and  lasts  but  two  or  three  days,  and  flaky 
desquamation  does  not  occur. 

Roseola  due  to  vaccination  and  that  due  to  the  use  of  diphtheria  antitoxin 
are  easily  diagnosticated  by  the  history  of  the  patient. 

Should  a  rose  rash  with  fever  develop  in  an  adult  there  is  much  more  like- 
lihood of  its  being  due  to  early  secondary  syphilis  than  to  scarlet  fever.  The 
rose  rash  of  syphilis  is  not,  however,  so  bright  a  red  as  that  of  scarlatina.  Such 
a  rash,  when  due  to  syphilis,  disappears  and  reappears,  becomes  dusky,  and, 
finally,  it  is  apt  to  be  circinate. 

Sometimes  in  acute  and  chronic  nephritis  not  due  to  scarlet  fever  a  rose 
rash  develops.  The  absence  of  throat  symptoms  and  the  signs  of  nephritis 
revealed  by  the  urine  aid  in  the  differentiation. 

A  condition  calle<l  "erythema  scarlatiniform"  has  a  sudden  onset  with 
fever,  and  is  characterized  by  a  rash  which  develops  rapidly  over  the 
whole  body,  lasts  for  several  days,  and  ends  in  desquamation.  The  absence 
of  throat  symptoms  in  these  cases  is  once  more  an  important  differential 
point.  Further,  the  other  symptoms  are  by  no  means  so  severe  as  the 
rash  would  lead  one  to  expect.  Such  patients,  too,  usually  have  a  history 
of  repeated  attacks. 

A  factor  of  very  great  value  in  diagnosis  is  the  peculiar  appearance  of 
the  tongue  in  many  cases  of  scarlet  fever.  At  the  dme  of  onset  it  may 
have  a  w^hite  coating,  which  soon  diminishes  in  degree  and  becomes  dotted 
with  red  and  enlarged  papillae.  This  has  been  called  the  "strawberry 
tongue"  of  scarlet  fever. 

Another  point  of  some  importance  is  the  time  at  which  desquamation 
appears,  for  the  mere  occurrence  of  desquamation  is  by  no  means  j>eculiiir 
to  scarlet  fever.  In  this  disease  this  symptom  usually  develops  about  the 
fourth  to  the  sixth  day  on  the  face  and  about  the  sixth  day  on  the  chest  and 
neck.    The  hands  do  not  begin  to  desquamate  until  as  late  as  the  twelfth 
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day,  and  the  feet  some  days  later  than  this.  Other  eruptions  which  resemble 
scarlet  fever  and  desquamate  usually  begin  to  shed  the  skin  in  these  areas 
earlier  than  the  days  just  named. 

In  the  cases  of  scarlet  rash  due  to  sepsis  it  is  noteworthy  that  the 
progress  of  the  malady  is  always  aberrant  or  irregular,  for  the  throat 
symptoms  are  often  absent,  the  temperature  is  rather  that  of  sepsis  •than 
scarlatina,  and  the  septic  symptoms  may  be  severe.  These  cases  are  par- 
ticularly interesting  and  worthy  of  the  most  careful  study,  because  anti- 
septics, when  absorbed,  sometimes  produce  a  scarlatiniforra  rash,  and 
because  if  the  case  be  one  of  true  scarlet  fever  it  is  a  menace  to  all  other 
children,  sick  or  well. 

As  the  differential  diagnosis  of  such  cases  cannot  be  made  in  some  instances 
till  the  disease  has  lasted  for  some  days  or  until  desquamation  has  begun, 
all  patients  with  such  symptoms  should  be  promptly  isolated.  A  focus  of 
septic  infection  is  to  be  carefully  sought  for. 

Prognosis. — This  varies  greatly  in  different  epidemics  and  depends 
largely  upon  the  severity  of  the  symptoms  in  a  given  case.  The  malady 
is  always  to  be  considered  a, grave  one.  The  actual  mortality  is  shown  in 
the  following  statistics.  Of  26,921  cases  of  scarlet  fever,  3216,  or  11.9  per 
cent.,  were  fatal.  Holt  states  that  the  average  mortality  is  from  10  to  14  per 
cent.,  but  that  for  children  under  five  years  of  age  the  mortality  varies 
from  20  to  30  per  cent.  (See  Fig.  26.)  The  diminution  of  mortality  after 
the  first  decade  of  life  Ls  noteworthy. 

Treatment. — In  the  treatment  of  scarlet  fever  the  fact  must  never  be  lost 
sight  of  that  the  disease  is  self-limited,  that  it  is  bound  to  run  its  course,  and 
the  most  the  physician  can  do  is  to  guide  his  patient  through  the  illness  with 
the  hope  that  complications  may  be  avoided  and  that  severe  symptoms  may 
be  modified. 

First  and  foremost  in  the  treatment  of  this  malady,  it  is  essential  that 
the  patient  have  hygienic  surroundings,  with  plenty  of  fresh  air  and  careful 
avoidance  of  draughts  and  exposure  to  sudden  changes  of  temperature, 
since  such  exposures  by  chilling  the  surface  of  the  body  are  almost  certain 
to  exaggerate  the  renal  congestion  or  inflammation  which  is  practically 
always  present  during  the  acute  stages  of  this  disease.  Indeed,  it  may  be 
said  that  the  prime  object  of  the  physician  and  nurse,  from  the  beginning 
to  the  end  of  the  attack,  is  to  use  every  effort  to  avoid  sources  of 
irritation  to  the  kidneys,  for  it  cannot  be  doubted  that  many  cases  of  serious 
renal  difficulty  which  arise  in  connection  with  scarlet  fever  depend  upon 
carelessness  in  this  respect.  It  is  also  important  to  remember  that  these 
precautions  in  regard  to  exposure  are  not  only  necessary  during  the  acute 
attack,  but  until  convalescence  has  been  thoroughly  completed  and  until 
the  urine  no  longer  shows  any  evidence  whatever  of  renal  irritation.  As 
these  lines  are  written  I  have  seen  in  consultation  a  boy,  aged  fourteen  years, 
who  apparently  had  recovered  entirely  from  an  attack  of  scarlet  fever,  except 
that  there  was  still  some  desquamation  in  the  palms  of  his  hands.  He  was 
allowed  to  play  ball  out-of-doors,  became  overheated  and  then  chilled,  and 
within  forty-eight  hours  suffered  from  violent  uraemic  convulsions,  which 
nearly  cost  him  his  life. 
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lesions  may  not  only  not  aid  in  diagnosis,  but  greatly  impede  the  physir 
reaching  a  decision.    The  most  common  of  these  rose  rashes  is  tl- 
duccd  by  certain  ty|>es  of  indigestion,  and  particularly  that  wliich 
eating  (isli,she!l-fish  seemingespecially  prone  to  cause  it.    As  active 
and  diarrhcra  and  even  fever  may  be  present  in  such  cases,  thr 
first  sight  quite  markedly  resembles  one  suffering  from  scarlet  ft- 
absence  of  sore  throat,  of  enlarged  tonsils,  of  enlarged  cervical 
of  a  history  of  no  exposure  to  the  specific  fever,  all  aid  in  excludi- 
particularly  if  it  can  be  discovered  that  indigestible  food  has  1 
Then,  too,  the  rose  rash  of  indigestion  docs  not,  as  a  rule,  ap]' 
chest.     In  some  persons,  with  a  very  sensitive  skin,  contact 
other  irritants  may  cause  a  roseola.     In  all  such  cases  the  i 
not  be  hasty  in  making  a  diagnosis,  but  insist  that  enougl 
permit  him  to  make  a  careful  study  of  the  case  for  several  dn 
ing  an  opinion.      In  such   instances  the  patient  should 
the  diagnosis  is  decided. 

The  rose  rash  sometimes  met  with  In  German  mea^sl- 
as  it  is  in  true  scarlet  fever  and  is  distinctly  maculated, 
on  the  face  before  it  is  seen  on  the  che^t,  the  punctatior 
fever  is  absent,  the  fever  is  slight  and  lasts  but  two  »"  ^jp 

desquamation  does  not  occur.  ^^-r" 

Roseola  due  to  vaccination  and  that  due  to  the  n  ■  ji-^je 

are  easily  diagnosticated  by  the  history  of  the  pal  _^  y  ^ 

Should  a  rose  rash  with  fever  develop  in  an  adul'  -n    -_^^itr- 

liliood  of  its  being  due  to  early  secondary  syphilid  -j:   urr 

rose  rash  of  syphilis  is  not,  however,  so  bright  a  n  wm^a^  yj^  a 

a  rash,  when  due  to  syphilis,  disappears  and  r<'ii  i  *m^^  «  ^» 

finally,  it  is  apt  to  he  circinate.  ^^i^  ^  n 

Sometimes  in  acute  and  chronic  nephritis  »'  ^^^WWr* 

ra.sli  develops.    The  absence  of  throat  sympr  T^fccD's 

revealed  by  the  urine  aid  in  the  differentijii 

A  condition  calletl  **er}i;hema  scarlatinl' 
fever,  and    is  characterized  by  a   rash  v 
whole  body,  lasts  for  several  days,  and  er.. 
of  throat  symptoms  in  these  cases  is  o- 
point.      Further,  the  other  symptoms 
rash  would  lead  one  to  expect.     Such 
of  re|>*^ate<I  attacks. 

A  factor  of  very  great  value  in  d-  > 
the  tongue  in   many  cases  of  scarlc 
have  a  white  coating,  which  soon  > 
with  red   and   enlarged   papilln^. 
tongue"  of  scarlet  fever. 

Another  point  of  some   impr, 
appears,  ff)r  the  mere  occurren 
to  scarlet  fever.     In  this  di 
fourth  to  the  sixth  <Jay  on  thi 
neck.    The  hands  do  not  bcj 
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"  '  acid,  or 

il  in  tem- 

-»  manner. 

that  is,  if  it 

-ighas  105"*— 

a  small  ice-bag 

•^  given  early  in 

^kin  and  quieting 

pass  a  comfortable 

'iited  in  these  cases, 

rains  of  the  bromide  of 

M y.    Full  doses  of  chloral 

n  contraindicated  because 

■  depressant  influence  upon 

iv  develop,  small  doses  of  an 

;u  cool  water,  may  be  admin- 

ii^c-    Or,  small  doses,  frequently 

.ay  be  used  in  the  same  manner. 

icn,  either  the  aromatic  spirit  of 

'.  be  used  as  rapidly  acting  diffusible 

y  irrigating  the  external  auditory  canal 

iO  child  can  bear  it.    In  all  these  cases  a 

•should  be  made  twice  a  day  to  seewhether 

imulatcd  secretion  or  suppuration  in  the 

t  paracentesis  of  the  tympanum  should  be 

:c  pain  and  avoid  danger  of  infection  of  the 

.1  are  present  and  the  patient  seems  ansemic, 

■j^cs  of  the  attack  or  during  convalescence,  the 

iron,  in  the  dose  of  5  drops  three  or  four  times  a 

-e  it  tends  to  combat  the  ansemia  and  the  infection 

i  stimulant  influence  upon  the  kidneys.   For  the  relief 

iria  after  the  attack  is  passed,  the  child  should  be 

■j;  excessive  exercise,  but,  nevertheless,  should  live  in 

ii  as  possible,  and  may  take  either  small  doses  of  the 

t  ti  iron  or  a  very  minute  dose  of  the  tincture  of  cantharides 

twice  or  thrice  a  day,  well  diluted ;  but  the  cantharides  is 

f  the  microscope  shows  in  the  urine  the  presence  of  red 

'.-uting  that  the  kidneys  are  still  acutely  inflamed. 

■■6  of  scarlet  fever  in  which  the  rash  fails  to  develop  its  full 

j'romptly,  and  particularly  in  those  cases  in  which  the  skin  is 

tuarbledi  indicating  poor  capillary  circulation,  it  is  exceedingly 

uieise  the  child  in  a  hot  bath.    In  other  cases  the  cool-warm  pack 

v'd.    TioB  consists  in  stripping  the  child  of  its  night-clothing  and 

II  a  sheet  which  has  been  dippe<l  in  warm  water,  which,  by  the  time 

[)ped  aiquiid  the  child,  has  become  considerably  cooled  by  evapora- 
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Medicinally,  tt  is  usually  well  in  cases 
of  scarlet  fever  to  prescribe  from  the 
6rst  a  mild  alkaline  diuretic,  of  which, 
perhaps,  the  l>est  is  5  grains  of  citrate 
of  potassium  with  20  drops  of  sweet 
spirit  of  nitre  in  water  three  or  four 
times  a  day  to  a  child  of  eight  years, 
giving  at  the  same  time  copious  quan- 
tities of  such  pure  water  as  the  non- 
sparkling  water  from  Poland  Springs, 
or  any  other  spring  water  which  con- 
tains a  very  small  amount  of  organic  and 
inorganic  matter.  By  these  means  we 
flush  the  kidneys  of  toxic  substances 
which  in  a  concentrated  form  might 
produce  serious  renul  irritation. 

The  second  point  of  tlierapeutic  im- 

fortance  is  the  condition  of  tlie  throat. 
f  tlie  child  is  oltl  enough  to  gargle  its 
throat  with  a  weak  solution  of  chlorate 
of  ]>otash  (3  or  5  grains  to  the  ounce) 
four  or  five  times  a  day,  such  a  gargle 
is  useful  from  the  xi^ry  beginning  to  the 
end  of  tlie  attack.  When  the  inflam- 
matory changes  in  the  pharynx  are 
severe,  the  part  may  he  cleansed  with  a 
spray  of  peroxide  of  hydrogen,  or  this 
drug  may  l>e  applied  by  means  of  a 
cotton  applicator,  the  throat  being  after- 
ward cleansed  by  a  spray  of  Dobell's 
solution.  For  the  pseudomembranous 
pharyngitis  which  sometimes  develops 
a  similar  local  treatmeut  is  advisable, 
an<l,  combined  with  this,  both  thph- 
theria  antitoxin  and  antistreptococcic 
serum  should  l>e  given.  If  tlie  false 
membrane  be  due  to  the  Klebs-LoefBer 
biicillus,  diphtheria  antitoxin  is  cer- 
tainly indicated,  and,  as  the  strepto- 
coccus is  always  present  in  scarlet  fever, 
and  is  probably  responsible  for  the 
formation  of  false  membranes  in  some 
cases,  the  use  of  senuns  designed  to 
antagonize  both  of  these  poisons  is 
manifestly  rational. 

For  the  relief  of  the  intense  burn- 
ing and  itching  of  the  skin  which  is 
present  in  some  cases,  the  chikl   may 
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containing  0.5  to  1  per  cent,  of  carbolic  acid,  or 
weak  carlK)li zed  vaselin  may  be  used.  Sometimes  a  very  distinct  fall  in  tem- 
perature can  be  produced  by  allaying  irritation  of  the  skin  in  this  manner. 

Should  the  fever  become  high  enough  to  deserve  attention — that  is,  if  it 
persistently  remains  above  103°  or  if  it  occasionally  rises  \is  high  as  105"^ — 
the  patient  should  l>e  sponged  witli  tepid  water  ainl  alcohol,  a  small  ice-bag 
being  simultaneously  applied  to  the  head.  Such  a  sponging,  given  early  in 
the  evening,  will^  by  diminishing  the  irritation  of  the  skin  and  quieting 
the  peripheral  sensory  nerves,  often  cause  the  child  to  pass  a  comfortable 
night.  The  antipyretic  coal-tar  drugs  are  contraindicated  in  these  cases, 
except  under  extraordinary  circumstances. 

If  intense  nervous  irritation  is  present,  5  or  10  grains  of  the  bromide  of 
strontium  or  sodium  may  be  given  several  times  a  day.  Full  doses  of  chloral 
have  been  highly  recommended,  but  they  are  often  contraindicated  because 
of  (he  irritant  effects  Ujwn  the  kidneys  and  the  depressant  influence  upon 
the  heart.  Should  evidence  of  circulatory  failure  develop,  small  doses  of  an 
old  brandy  poured  over  shaved  ice,  or  given  in  cool  water,  may  be  admin- 
istered every  two  or  three  hours  with  advantage.  Or,  small  doses,  frequently 
repeated,  of  aromatic  spirit  of  ammonia  may  be  used  in  the  same  manner. 
If  the  circulatory  failure  is  acute  or  sudden,  either  the  aromatic  spirit  of 
ammonia  or  Hoffmann's  anodyne  should  be  used  as  rapidly  acting  diifusible 
stimulants. 

Pain  in  the  ear  should  be  relieved  by  irrigating  the  external  auditory  canal 
with  normal  salt  solution  as  hot  as  the  child  can  hear  it.  In  all  tliesecasesa 
careful  examination  of  the  ear-drimi  should  be  ma<!e  twice  a  tlay  to  seewhcther 
there  is  any  bulging  due  to  accumulated  secretion  or  suppuration  in  the 
middle  ear,  and  if  this  is  present  paracentesis  of  the  tympanum  should  be 
performed  at  once  to  relieve  the  pain  and  avoid  danger  of  infection  of  the 
mastoid  cells. 

If  evidences  of  septicaemia  are  present  and  the  patient  seems  anaemic, 
either  during  the  later  stages  of  the  attack  or  tluring  convalescence,  the 
tincture  of  the  chloride  of  iron,  in  the  dose  of  5  drops  three  or  four  times  a 
day,  is  advantageous,  since  it  tend.s  to  combat  the  annpmia  and  the  infection 
and  also  exercises  a  slight  stimulant  influence  upon  the  kidneys.  For  the  relief 
of  persistent  albuminuria  after  the  attacJc  is  passed,  the  child  should  be 
prevented  from  taking  excessive  exercise,  but,  nevertheless,  should  live  in 
the  sunshine  as  much  as  possible,  and  may  take  either  small  doses  of  the 
tincture  of  chloride  of  ironora  very  minute  dose  of  the  tincture  of  cantlmrides 
— say,  i  to  1  drop  twice  or  thrice  a  day,  well  diluted;  but  the  cantharides  is 
contraindicated  if  the  microsco[>e  shows  in  the  urine  the  presence  of  red 
blood  cells,  indicating  that  the  kidneys  are  still  acutely  inflamed. 

In  those  cases  of  scarlet  fever  in  which  the  rash  fails  to  tlevelop  its  full 
efflorescence  promptly,  and  particularly  in  those  cases  in  which  the  skin  is 
mottled  and  marbled,  indicating  ptmr  capillary  circulation,  it  is  exceedingly 
useful  to  immerse  the  child  in  a  hot  bath.  In  other  cases  the  cool-warm  pack 
may  be  used.  This  consists  in  stripping  the  child  of  its  night -clothing  and 
roUing  it  in  a  sheet  which  has  been  dip|x?d  in  warm  water,  which,  by  the  time 
it  13  wrapped  around  tlie  child,  has  become  considerably  cooled  by  evapora- 
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tion.  As  soon  as  the  sheet  is  wrapped  about  the  child,  an  ice-bag  being  in 
the  mean  time  applied  to  the  head,  it  is  wrapped  in  a  blanket,  and  in  a  few 
moments  the  heat  of  the  child's  body  transforms  the  cool  sheet  into  a  warm 
pack.  The  primary  effect  of  the  cool  sheet  is  to  drive  the  stagnant  blood  out 
of  the  peripheral  capillaries,  and  the  effect  of  the  waim  sheet  is  to  bring  new 
blood  into  these  vessels.  By  diese  means  we  are  very  frequently  enabled 
not  only  to  improve  the  circulation  and  develop  the  rash,  but  to  diminish 
the  toxic  symptoms  and  relieve  nervous  stress.  It  is  hardly  necessary  to  add 
that  exposure  for  any  length  of  time  to  the  cool  sheet  is  to  be  avoided.  The 
blanket  is  to  be  placed  tightly  about  the  child  at  the  eariiest  possible  moment 
after  the  cool  sheet  comes  in  contact  with  its  body,  so  that  the  chiUing  of  the 
surface  will  be  only  instantaneous.  French  therapeutists,  and  some  other 
practitioners,  have  advised  that  in  those  cases  in  which  cerebral  symptoms  are 
very  marked  and  toxjemia  is  evidently  profound,  the  child  should  be  placed 
in  a  warm  bath,  and  that  cool  water  should  be  poured  over  its  head,  neck, 
and  chest  for  a  moment,  in  order  to  produce  a  certain  amount  of  shock  and 
rouse  the  flagging  powers  of  the  body.  This  method  has  been  so  highly 
endorsed  by  excellent  practitioners  that  it  cannot  be  condemned  for  theoret- 
ical reasons,  but  the  author  has  never  been  brave  enough  to  employ  it. 

Within  the  last  few  years  several  attempts  have  been  made  to  produce  an 
antiscarlatinal  serum  without  very  satisfactory  therapeutic  results.  In  the 
cases  in  which  the  author  has  directed  its  use,  it  has  seemed  to  modify 
the  throat  symptoms,  but  otherwise  it  has  not  affected  the  progress  of  the 
disease. 

MEASLES 

Definition. — Measles  is  an  acute  infectious  disease,  usually  epidemic,  which 
most  commonly  attacks  children  and  rarely  occurs  after  the  second  decade 
of  life.  The  skin  during  an  attack  is  covered  more  or  less  profusely  by  a 
dusky  red  eruption  of  a  maculopapular  type.  The  eyes  are  congested  and 
lachrymose,  and  the  nasal  antl  pharyngeal  mucous  membranes  swollen  and 
red.    One  attack  usually  confers  immunity.    Measles  is  sometimes  called 

Distribution. — Measles  is  met  with  in  all  parts  of  the  civilized  world.  If 
by  chance  it  is  carried  to  a  people  who,  by  reason  of  isolation,  have  not  been 
exposed  in  previous  generations  to  its  effects,  it  often  develops  in  a  malignant 
form  and  causes  a  great  mortality.  Perhaps  the  most  noteworthy  example 
of  this  is  the  case  of  the  inhabitants  of  certain  of  the  Fiji  Islands,  who,  being 
exposed  to  the  infection,  fell  ill  and  died  by  thousands,  so  that  it  is  estimated 
that  20,000  deaths  occurred  in  four  months.  The  epidemic  ceased  only  after 
every  person  on  the  islands  had  been  infected. 

The  susceptibility  of  children  in  the  first  ten  years  of  life  to  the  infection 
is  quite  remarkable.  If  a  large  number  who  have  not  been  rendered  immune 
by  a  previous  attack  are  exposed  to  the  infection,  nearly  all  fall  sick.  Smith 
and  Dabney  report  an  instance  in  which  110  children  between  eight  and 
eighteen  years  of  age  were  exposed,  and  only  2  were  not  taken  ill. 

Measles  is  much  more  prevalent  in  the  spring  and  winter  months  than  in 


MEASLES  109 

the  summer  months,  probably  because  the  open-air  life  and  free  ventilation 
of  the  warmer  season  aids  in  preventing  the  exposure  of  susceptible  persons 
to  a  concentrated  form  of  the  contagion. 

Etiology. — Measles  is  in  all  probability  due  to  a  distinct  micro-organism 
but  so  far  it  has  not  been  isolated.  Bacilli  have  been  found  in  the  blood  and 
in  the  pharyngeal  and  nasal  secretions  of  persons  affected  with  the  disease 
but  no  evidence  has  been  adduced  to  show  that  they  are  its  causative  agents. 
The  bacillus  isolated  and  cultivated  by  Canon  and  Pielicke  in  1892  pro- 
duced no  ill  effects  when  injected  into  animals.  Czajkowski  and  Borini 
have  also  obtaineil  bacilli  from  the  blood.  A  micrococcus  which  Lesage 
found  in  1900,  although  highly  virulent  for  rabbits,  did  not  reproduce  the 
disease.  Protozoa  have  been  found  by  Doehle  and  Pfeiffer  (1892)  in  the 
blood  of  patients  suffering  from  measles.  Rosenberger  and  Wilson  (1906) 
found  in  the  blister  fluid  of  39  out  of  41  cases  a  small  hyaline  body, 
containing  a  motile  granule.     Its  relation  to  the  disease  is  not  yet  clear. 

The  disease  spreads  with  great  readiness  through  the  air  and  contact  with 
the  patient  or  his  garments  is  not  necessary  for  its  transmission,  although 
such  contact,  of  course,  provides  the  infection  in  more  concentrated  form. 
There  is  no  doubt  that  the  breath  of  a  patient  suffering  from  measles  carries 
the  infection,  and  so  does  the  nasal  and  pharyngeal  mucus,  so  that  the 
expulsion  of  these  secretions  by  coughing  or  sneezing  may  result  in  nurses 
or  visitors  becoming  a  means  of  transmitting  the  disease  by  their  garments 
being  contaminated  in  this  manner. 

Very  short  exposure  to  infected  air  is  suflBcient  for  infection,  and  even 
when  careful  precautions  are  taken  to  prevent  the  spread  of  the  disease  it 
not  infrequently  happens  that  all  the  other  children  in  a  house  develop  the 
malady,  partly  because  it  is  infectious  from  the  earliest  period  of  invasion 
before  its  presence  is  recognized,  but  largely  because  of  the  ease  with  which 
it  is  conveyed  by  the  air.  This  great  diffusibility  of  the  virus  of  measles 
is  quite  in  contrast  with  the  limited  diffusibility  of  the  poison  of  scarlet 
fever. 

Although  it  is  true  that  the  diffusibility  and  activity  of  the  infection  of 
measles  is  exceedingly  active  while  the  disease  lasts,  it  is  also  a  fact  that  it 
speedily  disappears  after  convalescence  is  established.  Three  weeks  after 
the  attack  begins,  the  patient  rarely  transmits  the  disease,  and  by  this  time, 
with  ordinary  ventilation,  the  room  and  surroundings  of  the  patient  are 
usually  innocuous.  Any  condition  of  ill-health  which  diminishes  vital  resist- 
ance very  distinctly  increases  the  susceptibility  of  an  individual  to  infection, 
and  in  these  instances  the  disease  is  prone  to  be  severe. 

The  period  of  incubation  of  measles  is  usually  from  eleven  to  fifteen  days, 
but  cases  are  recorded  in  which  the  disease  began  one  week  afetr  exposure. 

Prevention. — Measles  is  to  be  prevented  by  complete  isolation  of  the 
patient,  by  the  disinfection  of  all  garments  of  the  patient  and  nurse  before 
they  leave  the  sick-room,  and  by  free  ventilation,  so  arranged  that  the  other 
rooms  in  the  house  are  not  exposed  to  a  draught  from  the  sick-room.  After 
the  attack  has  passed  the  patient  should  be  given  several  hot  baths  to  rid 
the  body  of  all  desquamating  skin,  and  the  scalp  should  be  cleansed  with 
special  care. 


110 


DISEASES  DUE  TO  A  SPECIFIC  INFECTION 


Ftequency. — Measles  is  one  of  the  most  common  of  the  acute  exanthemata 
and  affects  nearly  all  persons  living  in  cities  before  they  reach  adult  life. 
Indeed,  it  may  be  said  to  be  the  most  common  of  all  diseases  in  childhood. 

Pathology  and  Morbid  Anatomy. — ^There  are  no  noteworthy  changes  pro- 
duced in  the  various  viscera  by  measles,  if  we  exclude  those  ordinarily  con- 
sidered as  complications  and  the  changes  in  the  mucous  membranes  of  the 
respiratory  and  digestive  tract,  consisting  of  acute  irritation  and  catarrh. 
With  the  onset  of  the  disease  these  membranes  become  hypereemic,  and,  it 
may  be,  dotted  with  an  eruption  much  like  that  which  is  seen  on  the  skin* 

The  pathological  changes  due  to  complications  are  chiefly  those  of  bron- 
chitis and  bronchopneumonia,  conditions  which  are  exceedingly  common  in 
young  children,  and  in  patients  who  are  poorly  nursed  and  badly  nourished, 
when  suffering  from  acute  infectious  diseases. 


Fia.27 


Showing  initial  fever  with  the  mibaequent  fall  and  then  a  rise  when  the  rash  to  well  develofMd 
in  a  case  of  measles.    Also  shows  an  ending  of  the  fever  by  crisis. 


Symptoms. — Measles  is  usually  ushered  in  by  the  symptoms  of  an  ordinary 
cold  or  attack  of  coryza.  There  may  be  an  initial  chill,  but  this  is  often 
absent,  the  fever  being  the  first  additional  symptom  which  becomes  mani- 
fest. The  patient's  face  looks  flushed  and,  it  may  be,  slightly  swollen  about 
the  eyes  and  nose,  and  the  conjunctivae  are  injected,  the  general  expression 
of  the  face  being  tearful.  At  this  time,  and  later,  in  the  disease  photophobia 
may  be  marked.  Sneezing  may  be  noticeably  constant,  and  an  examination 
of  the  pharynx  will  reveal  the  fact  that  its  mucous  membrane  is  reddened 
and  the  hard  palate  dotted  with  a  measles-like  rash,  which  often  appears 
here  before  it  develops  on  the  skin.  Some  cough  may  be  present  in  the  stage 
of  onset  as  the  result  of  the  pharyngeal  and  laryngeal  irritation,  and 
headache  may  be  complained  of. 

There  is  present  in  many  cases  upon  the  buccal  mucous  membrane  a 
number  of  small,  white-tipped,  reddish  spots  first  described  by  Filaton,  but 
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more  commonlj  called  "Koplik's  spots."  (See  Plate  III.)  Wlicn  present 
they  are  pathognomonic  of  measles,  but  their  absence  does  not  negative  the 
diagnosis  of  the  presence  of  this  disease. 

The  fever  usually  begins  to  rise  with  the  onset  of  the  catarrhal  symp- 
toms, increasing  day  by  day  till  it  reaches  its  acme  of  103°  to  105*^  on 
the  fourth  or  fifth  day  from  invasion,  and  remains  fairly  constant  at  about 
this  level  until  the  rash  begins  to  fade,  on  the  fifth  to  the  seventh  day, 
when  the  fever  ceases  abruptly  or  by  lysis,  reaching  normal  in  a  few  hours 
or  by  the  end  of  two  or  three  days  (Fig.  27). 

The  eruption  of  measles  develops  on  the  tlunl  or  fourth  day  of  the 
disease,  and  at  first  is  most  marked  back  of  the  ears  and  about  the  roots  of 
the  hair  or  on  the  forehead.  The  indivi<iual  spots  look  like  a  flea-bite 
and  are  rather  dusky  red  in  appearance.  By  the  en<I  of  twenty-four  hours 
or  at  the  expiration  of  the  fifth  day  this  rash  is  usually  pretty  well  rlifiusetl 
all  over  the  body,  and  the  macular  appearance  of  the  eruption  l^egins  to 
become  papular,  so  that  it  can  be  distinctly  felt  by  tlie  fiiigcr-tip  of  the  physi- 
cian. This  rash  varies  greatly  in  its  degree.  Sometimes  it  is  so  profuse  that 
every  part  of  the  body  is  covered;  in  other  instances  very  considerable  spaces 
'  unaffected  skin  can  be  found  Ijetweeri  the  groups  of  papules.  It  has  l»een 
generally  stated  that  the  crescentic  arrangement  or  grouping  of  the  rash  is 
diagnostic  of  measles.  That  this  is  erroneous  the  author  is  convinced,  as 
he  has  frequently  seen  it  occur  in  other  mor!>illiform  eruptions.  When  the 
disease  is  in  its  fully  develope<l  stage  the  skin  of  the  face  may  l)e  quite  swollen 
and  that  of  the  neck  and  chest  well  covere<l  by  the  eruption ;  but  as  tlie  lower 
part  of  the  trunk  and  the  lower  limbs  become  involved  tlie  rash  on  the  face 
usually  begins  to  diminish  and  slowly  fades,  leaving,  for  several  days  after  it 
has  entirely  disappeare<l,  a  faint  mottling  at  the  skin  with  the  desqujunation 
of  branny  scales,  wliich  is  scanty  in  some  cases,  but  profuse  in  those  who  have 
ha<i  an  intense  eruption.  The  entire  duration  of  the  rash  is  from  five  days  to 
one  week,  and  the  period  of  desquamation  lasts  for  about  the  same  length  of 
time. 

During  the  well-developed  stage  of  the  disease  the  patient  nearly  always 
presents  some  symptoms  of  hronchit'u.  This  may  be  so  milil  as  to  be  undc- 
monstrable,  or  so  severe  as  to  threaten  life.  The  thorax  should  be  frequently 
examined,  in  order  that  the  deveIoj>ment  of  this  complication  may  be  recog- 
nized and  its  severe  effects,  as  far  as  possible,  avoided. 

Variations. — It  must  not  be  thought,  however,  that  measles  always  follows 
the  course  just  describerl.  All  the  acute  infections  present  widely  different 
symptoms  in  different  epidemics  and  in  different  persons,  and  measles  is  no 
exception  to  this  rule,  for  in  some  cases  the  systemic  or  constitutional  dis- 
turl>ance  is  so  slight  as  to  be  of  no  importance,  whereas  in  others  it  is 
excee<lingly  severe.  In  strong,  hearty  children  the  course  of  measles  is 
rarely  grave  if  they  are  protected  from  cokl  and  exposure,  whereas  in  puny, 
badly  nourished  infants  it  is  one  of  the  most  fatal  malatlics. 

The  following  variations  from  the  ordinary  course  of  measles  are  met  with : 

A  mihl  type,  with  a  scanty  rash  and  almost  no  constitutional  disturbance, 
which  runs  its  course  without  complications  if  onlinary  care  is  exercised. 

A  severe  type,  in  which  nervous  and  constitutional  symptoms  predominate, 
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in  which  the  eruption  may  be  exceedingly  profuse,  but  is  more  commonly 
indistinct  or  poorly  developed,  perhaps  because  of  poor  circulation  in  the 
skin  by  reason  of  toxiemia. 

Another  severe  type  is  known  as  hemorrhagic  or  "black"  measles, 
because  of  the  tendency  to  the  occurrence  of  hemorrhages  in  the  skin.  Still 
another  form  is  a  respiratory  type,  in  which  the  patient  may  suffer  from 
great  laryngeal  and  tracheal  distress  or  from  a  serious  bronchopneumonia. 
It  is  often  said  of  these  cases  by  the  laity  that  the  rash  has  been  driven  in  by 
exposure  to  cold  and  is  exerting  its  deleterious  influence  on  the  lungs.  This 
is  not  exactly  true,  but  it  is,  nevertheless,  a  fact  that  when  we  can,  by  means 
of  a  hot  pack,  restore  the  peripheral  circulation  and  so  indirectly  cause  the 
rash  to  be  manifest,  the  symptoms  of  toxaemia  and  respiratory  disorder  often 
become  decidedly  less. 

Rare  cases  are  met  with  in  which,  after  vomiting,  pur^ng,  convubions, 
and  coma,  death  speedily  occurs,  even  before  the  rash  has  had  time  to 
become  well  marked. 

Oomplications  and  Sequela. — It  has  already  been  intimated  that  measles 
in  itself  is  a  disease  which,  in  most  individuals,  with  ordinary  care,  pursues 
a  safe  course  and  ends  in  recovery.  While  this  is  undoubtedly  true,  it  is 
also  a  fact  that  it  takes  high  rank  among  the  acute  infectious  diseases  which 
produce  death,  by  reason  of  the  complications  which  are  prone  to  occur. 

Of  all  these  by  far  the  most  frequent  and  deadly  is  bronchopneumonia,  a 
complication  which  is  often  severe  in  its  course  and  which  causes  a  great 
number  of  deaths  when  measles  attacks  young  infants.  The  physical  signs 
and  symptoms  are  described  in  full  in  the  article  on  that  disease,  but  it 
is  important  to  remember  that  in  measles  the  disease  is  insidious  and  speedy 
in  its  onset,  so  that  a  pneumonia  may  be  developed  before  the  physician  dis- 
covers it,  unless  he  be  on  his  guard  and  resorts  to  frequent  examinations 
of  the  chest.  Bronchopneumonia  during  an  attack  of  measles  in  a  child 
under  one  year  of  age  is  an  exceedingly  common  and  very  grave  complication 
of  the  disease.  In  children  of  five  years  or  more  this  complication  usually 
does  not  occur  if  the  primary  state  of  the  health  is  fairly  good  and  if  careful 
nursing  prevents  exposure  to  "catching  cold." 

A  second  complication  of  far  less  importance  than  bronchopneumonia, 
both  as  to  frecjuency  and  results,  is  diarrhoea  and  vomiting  due  to  a  catarrhal 
state  of  the  bowels  and  stomach.  It  also  is  a  complication  which  is  due 
in  a  considerable  i)roj)()rtion  of  cases  to  bad  nursing  and  can  generally  be 
avoi<led  by  proper  feeding  and  the  avoidance  of  draughts.  It  not  infre- 
quently hapi>ens  that  these  digestive  disturbances  are  mild  during  the  acute 
illness,  while  the  patient  is  required  to  be  prudent  and  quiet,  and  become 
pronounced  when  the  acute  illness  is  past  and  the  attendants  become  care- 
less as  to  exposure  and  feeding.  This  gastrointestinal  disorder  varies  from 
a  mild  catarrh  to  a  severe  enterocolitis. 

Another  complication  seen  in  many  cases  is  a  mild  degree  of  stom^itis, 
which  in  poorly  nourished  children  may  become  ulcerative.  Even  so  severe 
and  fatal  a  lesion  as  noma  may  develop  in  cases  with  very  low  vitality. 
Very  rarely  (jufKjrcnous  ulceration  of  the  ear,  the  labiic,  or  the  prepuce  takes 
place. 
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So  far  as  the  nervotts  system  is  concerned,  it  may  be  said  that  it  is  rarely 
affected.  In  the  stage  of  onset  in  very  young  children  with  poor  resistance 
and  an  unstable  nervous  system  there  may  be  convulsions,  but  they  are 
exceedingly  rare.  Meningitis  as  a  sequel  to  measles  is  also  very  rare.  Even 
meningitis  due  to  middle-ear  disease  is  rarely  met  with,  for  the  otitis  of 
measles,  while  not  uncommon,  is  usually  mild  and  rarely  causes  secondary 
lesions. 

The  eyes  are  usually  inflamed  and  there  may  be  a  mucopurulent  con' 
junctivitis,  or,  if  the  general  health  be  poor,  keratitis  may  prove  troublesome. 

So  rarely  are  the  heart  and  kidneys  affected  to  any  serious  degree  that 
these  organs  may  be  considered  almost  immune.  A  feebleness  of  the  heart 
due  to  the  infection  and  fever  may  be  present  for  a  time,  and  a  tran- 
sient albuminuria  is  often  manifested,  but  both  of  these  symptoms  usually 
rapidly  disappear  if  the  patient  is  kept  at  rest. 

Measles  is  an  infection  which  is  not  rarely  complicated  by  other  acute 
infections.  Diphtheria  may  develop  during  its  course,  and  whooping- 
cough  is  so  exceedingly  frequent  that  some  relation  between  the  two  dis- 
eases has  been  thought  to  exist.  When  whooping-cough  does  occur  as  a 
complication  tlie  danger  of  bronchopneumonia  is  greatly  increased.  Still 
another  sequel  of  measles  is  tuberculosis,  probably  because  the  catarrhal  state 
of  the  mucous  membranes  offers  a  path  for  infection  by  the  tubercle  bacillus 
or  because  the  devitalizing  influence  of  measles  permits  an  old  focus  of 
tuberculous  infection  to  become  active. 

The  persistence  of  a  febrile  movement  in  a  case  of  measles  after  seven 
days  should  always  arouse  the  suspicion  of  some  inflammatory  complication 
which  should  l)e  most  carefully  searched  for. 

Diagnosis. — Measles  must  be  carefully  separated  from  a  large  number  of 
conditions  which  somewhat  resemble  it.  Many  kinds  of  food,  particularly 
shell-fish,  produce  a  rash  which  looks  remarkably  like  measles,  But  which 
usually  lasts  only  a  few  hours.  Antipyretic  or  other  coal-tar  products  do  like- 
wise in  some  persons,  and  the  physician  should  always  enquire  as  to  the 
use  of  these  foods  or  drugs  before  stating  that  measles  is  present.  Some- 
times a  morbilliform  rash  follows  vaccination  or  precedes  smallpox.  The 
use  of  antidiphtheritic  serum  may  also  cause  such  an  eruption.  The  con- 
tact of  a  caterpillar  with  the  skin  in  some  persons  may  cause  a  measles-like 
eruption  which  lasts  only  a  few  hours.  None  of  these  states,  however,  are 
accompanied  by  the  appearance  of  Koplik's  spots,  by  marked  coryza,  nor 
by  the  appearance  of  the  rash  on  the  mucous  membrane  of  the  soft  palate. 
Fever,  too,  is  usually  absent.    (For  the  diagnosis  from  Rotheln,  see  Rubella.) 

Prognosis. — From  what  has  already  been  said  it  is  evident  that  the  prog- 
nosis in  a  case  of  measles  is  dependent  not  on  the  fact  that  measles  has 
developed,  but  rather  upon  the  age  of  the  patient,  the  vital  resistance  or 
the  general  condition  of  the  system,  and  the  surroundings  as  to  sanitation 
and  nursing.  Given  a  poorly  nourished  infant  in  bad  surroundings  and 
with  inefficient  care,  measles  becomes  one  of  the  most  fatal  diseases  to  be 
met  with,  whereas  in  a  case  where  these  conditions  are  good  the  prognosis 
is  fsurly  favorable.  We  find,  too,  that  the  danger  of  the  disease  decreases 
greatly  with  each  year  of  Ufe;  so  that  children  near  puberty  rarely  die  from 
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this  nialariy  unless  poorly  nourished  or  badly  neglected  (Fig.  28).  If  broncho- 
pneumonia develops,  the  prognosis  must  Ikt  guarded  in  direct  proporti(*n  to  the 
3'outh  of  the  chtlti.  Thus,  out  of  a  series  of  408  cases  of  nieusles  coniplicatetl 
in  this  manner.  290,  or  7J  per  cent.,  cHcnl.    This,  however,  is  an  exceedingly 

high  figure  and  by  no  means  represents 
the  death  rate  in  a  general  run  of  cases 
in  whinh  all  ages  and  conditions  of 
patients  are  considereti.  Under  these 
conditions  the  death  rate  for  all  cases 
is  prolmbly  about  35  per  cent.  Thus, 
Holt  speaLs  of  an  epidemic  in  the 
Nursery  and  riiild's  Hospital  in  New 
York  in  1S92,  in  which  tlie  mortality 
was  35  per  cent.,  and  in  92^39  cases  of 
measles  occurring  in  France,  prin- 
cipally in  the  hospitals  of  Paris,  there 
were  3000  deaths,  or  a  mortality  of 
;S,S.5  per  cent.  It  is,  moreover,  to  l>c 
carefully  borne  in  mind  that  hospital 
or  asylum  sbitistics  are  utterly  worth- 
less in  <leterrnining  the  death  rate 
for  or<liriury  jirivate  practice,  be- 
cause most  of  these  hospital  cases 
are  primarily  in  bad  health  or  are 
brought  to  the  hospital  desperately  ill 
from  neglect.  Inc-luding  all  cases  in 
private  practice,  the  mortality  should 
not  Iw  over  5  to  10  per  cent.,  and  in 
many  epidemics  it  is  much  lower,  even 
in  institiitiotis  and  where  good  nursing 
is  not  to  be  liad.  Thus,  in  an  epi- 
demic in  the  Fan)e  Islands  only  8  cases 
out  of  1123  cases  died,  and  at  the 
FJoston  City  Hospital  only  5  were  fatal 
out  of  3fit). 

Treatment. — When  measles  runs  a 
natural  course,  little  or  no  medication 
is  rcfiuiretl;  for,  as  it  is  a  self-!imite<i 
disease,  it  cannot  be  jugulated.  The 
therapeutics  of  an  attack  of  measles, 
therefore,  consists  in  the  pi-evention  of 
complications  and  the  relief  of  symptoms  which  are  so  prominent  as  to  be 
distressing  or  perhaps  even  dangerous.  In  orfler  to  avoid  irritation  of  the 
eyes  and  to  lessen  the  suffering  due  to  p!u>toj>hobia  the  sick-room  shouUl 
be  kept  dark.  Light  Ijed-covering  should  be  employe<l,  and  lieavy  quilts 
which  cause  the  child  to  |>erspire  unneccssjirily  are  to  i>e  talwjoed.  As  a 
mild  gastrointestinal  catarrh  is  often  present  with  the  fever,  food  should 
be  light,  given  at  frequent  intervals,  and  should  consist  chieHy  in  nutritious 
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fluids,  such  as  the  various  broths,  milk,  an  egg  boiled  only  one  minute,  and 
similar  substances. 

If  the  irritation  of  the  conjunctivae  is  marked,  eye  drops,  composed  of  4 
grains  of  common  salt  and  4  grains  of  bnriracid  to  an  ounce  of  water,  may 
be  used  several  times  a  day ;  and  if  the  cough  is  sufficicnlly  constant  to  pre- 
^vent  sleep,  it  may  be  controlled  by  small  closes  of  codeine,  -rj^j  of  a  grain 
once,  twice,  or  thrice  in  twenty-four  hours,  to  a  child  of  two  years,  or 
heroin  may  be  used.  Should  the  fever  reach  lO'S^  there  is  usually  no 
necessity  of  reducing  it  owing  to  Its  short  duration,  but  the  child's  comfort 
can  be  much  increase*!  by  sponging  it  with  tepid  "^'Siit^v  and  alcohol, 
or  even  with  water  at  70*^,  using  active  friction  at  the  same  time.  These 
cases  do  not  need  an  immersion  bath  and  it  is  uot  wise  to  give  it  to  them. 
If  the  circulation  hns  a  tendency  to  fall,  carbonate  of  ammonium  in  the 
dose  of  2  grains  four  or  five  times  a  day  may  be  given  in  s>Tup  of  acacia. 
For  the  relief  of  headache  a  small  ice-bng  may  he  applied  to  the  head,  pro- 
vided that  a  nurse  is  at  haml  to  prevent  it  from  slipping  \\^^\\'\\  upon  the  neck, 
or  ul^out  the  ears,  and  also  to  prevent  it  from  wetting  the  pillow.  It  should 
usually  be  wrappetl  in  a  towel  to  prevent  the  accumulation  of  moisture, 
and  also  to  protect  the  head  from  too  great  cold. 

In  cases  in  which  the  rash  is  not  well  developed  and  the  skin  is  dusky  in 
hue,  the  brief  use  of  a  hot  pack  is  very  useful. 

Should  diphtheria  arise  as  a  complication  antitoxin  should  be  given. 

After  the  disetise  has  nm  its  course,  convalescence  should  be  aisled  by 
the  use  of  simple  bitter  tonics,  the  hypophosphites,  iron,  and  arsenic,  and, 
if  malnutrition  is  present,  ctMl-liver  oil  proves  itself  an  exceedingly  valuable 
remedy,  since  it  improves  the  nutrition  of  the  patient  nTid  exercises  a  most 
beneficial  effect  upon  the  nuicous  meird:)ranes.  If  the  bronchitis  is  per- 
ifiistent  and  a  considerable  ijuinitity  of  mucus  is  in  the  bronchfal  tubes,  3 
grains  of  chlori<Ie  of  anunonium  may  be  given  in  a  teaspoonfid  of  fluid 
extract  of  liquorice  and  a  teaspoonful  of  water  three  or  four  times  a  day, 
and  gentle  counterirritation  in  the  form  of  chloroform  liniment  or  ammonia 
liniment  may  be  ai)plied  to  the  chest.  After  the  emptimi  has  disa[)peared 
and  desquamation  hus  hegun,  tlie  child  should  be  batherl  tlaily  in  order 
tliat  its  skin  may  be  thoroughly  rid  of  dead  epithelium;  and  before  the 
patient  plays  with  other  children  the  scalp  should  be  shampooed  several 
times,  since  not  infrequently  desquamation  continues  upon  the  head  long 
after  it  has  ceased  U|x>ii  the  trunk. 

For  a  long  time  after  die  rash  of  measles  has  disap(>eared  the  greatest 
care  should  l>e  exercised  that  the  patient  is  j)rotected  from  exposure,  as 
acute  and  chronic  catarrhs  of  any  or  all  the  mucous  membranes  are  very 
prone  to  develop  under  very  slight  provocation. 


RUBELLA. 


sfinition. — Hul>ella  is  sometimes  called  *'  rotheln  **  or  **  German  measles," 
"  ruhmla  nolha^^^  "  epidemic  roseola,'  an4i  "  hybrid  scarlet  fever.'*  It  is 
a  disease  distinct  from  measles  and  scarlet  fever,  and  is  one  of  the  mild 
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acute  infectious  eruptive  tliseases  of  childhood.  It  rarely  affects  adults. 
Johann  Seitz  studied  an  epidejnic  involving  21  families  and  comprising  111 
cases,  and  found  that  4  per  cent,  of  all  adults  were  attacked.  The  ratio 
for  children  was  much  higher,  being  64  per  cent.  Rubella  occurs  as  a  rule 
in  epidemics,  but  sporadic  eases  are  met  with. 

Etiology.— The  micro-organism  of  this  afTection  has  not  been  isolated. 
but  the  disease  is  distinctly  infectious  and  is  contracted  by  one  patient 
from  another,  not  only  by  contact,  but  also  by  clothing  am!  through  the  air. 

Symptoms. — After  a  period  of  incubation  lasting  from  ten  to  twelve 
days  the  stage  of  onset  manifests  itself  by  chilliness,  general  malaise,  some 
running  of  the  eyes  and  nose,  and  headache*  As  early  as  the  first  day  of 
the  illness  the  rash  appears  as  a  macular  eruption  which  is  red  in  hue,  but 
is  not  scarlet.  This  is  a  so-called  "rose  rash."  In  some  cases,  however, 
this  rash  does  not  develop  till  the  third  day.  The  rash  shows  itself  first  on 
the  face,  then  on  the  anterior  surface  of  the  thorax,  and  sj)eedily  covers  the 
entire  body.  It  can  often  be  seen  on  the  soft  palate  before  it  appears  on 
the  skin,  in  the  form  of  bright  rosy-red  spots  {Forchheimer's  spots).  The 
individual  macules  may  remain  separate  or  coalesce.  In  some  instances, 
however,  the  skin  has  a  diffuse  redness  like  that  of  scarlet  fever,  but  it  is 
less  scarlet.  Tlie  macules  last  alx)ut  three  days  and  then  fade  gradiially, 
being  usually,  but  not  always,  followed  by  slight  scaly  desquamation.  The 
skin  is  rarely  as  much  stained  after  the  rash  disappears  as  it  is  after 
measles, 

A  noteworthy  sign  to  be  sought  for  is  the  enlargement  of  the  lymph  glands 
below  the  ears,  in  the  lateral  cervical  region,  and  at  the  back  of  the  neck. 
Sometimes  the  inguinal  glands  are  also  affected. 

The  febrile  movement  is  usually  ver}'  moderate,  the  temperature  often 
not  rising  above  100°.  The  general  symptoms  may  ite  so  mild  that  the 
attention  of  the  nurse  is  first  called  to  the  illness  by  the  rash. 

If  the  child  is  carefully  nursetl  and  clothed  and  pmperly  fed,  the  malady 
pursues  a  rapi<l  course  to  recovery.  If,  on  the  other  hand,  the  cliild  be  feeble 
and  exhausted,  this  disease  maybe  more  severe  in  its  manifestation  and  be 
accompanied  by  otitis  media,  catarrtial  pneumonia,  or  even  albuminuria 
and  jaundice, 

DiagnoBia. — Ruljella  is  to  be  separated  from  true  measles  by  the  moderate 
character  of  the  coryza,  by  the  absence  of  KopHk's  spots,  the  early  swelling 
of  the  glands  in  the  neck,  and  by  the  absence  of  bronchial  irritation.  From 
scarlet  fever  it  is  separated  liy  the  absence  of  high  fever  and  of  the  well- 
diffused  scarlet  rash,  which  is  not  macular,  and  by  the  absence  of  the  sore 
throat  of  that  affection.  While  these  differential  points  are  of  value  in 
many  cases,  it  is  a  fact  that  in  some  instances  a  iliagnosis  is  most  difficult 
until  the  case  has  been  studied  for  some  days,  when  the  mildness  of  the 
symptoms  and  the  brevity  of  the  attack  aid  in  deciding  that  neither  measles 
nor  scarlatina  are  present. 

Treatment. — The  treatment  of  rStheln  consists  in  rest  in  bed  and  the  use 
of  spirit  of  nitrous  ether  and  citrate  of  potash  as  diuretics  and  diaphor- 
etics, and  in  attention  to  the  bowels  and  kidneys.  Exposure  to  cohl  should, 
of  course,  be  avoided. 
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Definition. — Mumps,  or  epidemic  parotitis,  is  an  acute  infectious  disease 
affecting  the  parotid  gland  and  accompanied  by  mild  systemic  symptoms 
which  may  not  be  severe  enough  to  demand  notice.  It  occurs  in  the  great 
majority  of  instances  during  childhood,  between  the  fourth  year  and  puberty, 
and  one  attack  protects  the  patient  from  a  second. 

Riology. — Mumps  is  usually  conveyed  by  contact  from  one  patient  to 
another,  but  it  may  be  carried  by  a  third  person  or  by  garments  to  a  sus- 
ceptible individual.  It  is  contagious  from  the  beginning  to  the  end  of  the 
attack,  and  it  is  probable  that  persons  who  have  so  far  recovered  as  to 
have  no  visible  swelling  of  the  parotids  can  still  transmit  the  disease.  For 
this  reason  the  patient  should  be  kept  separate  from  other  children  for  a 
period  of  ten  days  after  the  swelling  disappears.  It  is,  however,  a  note- 
worthy fact  that  mumps  is  by  no  means  so  infectious  as  are  the  eruptive 
fevers,  and  many  children  escape  the  disease  even  when  thoroughly  exposed 
to  it. 

The  period  of  incubation  is  uncertain.  Sometimes  it  is  brief,  in  other 
cases  surprisingly  prolonged.  Holt,  in  42  cases  collected  from  literature, 
found  it  varied  from  three  to  twenty-five  days.  In  all  probability  it  is  about 
fifteen  days  in  the  average  case. 

Pathology. — The  chief  change  in  mumps,  and,  indeed,  the  only  one  which 
is  characteristic,  is  the  swelling  of  one  or  both  parotid  glands.  The  swelling 
is  due  to  a  primary  parenchymatous  inflammation,  followed  by  involvement 
of  the  connective  tissue  of  the  gland  as  well.  Rarely  the  other  salivary 
glands  become  swollen,  and  still  more  rarely  the  parotids  suppurate.  This 
result  occurs  only  in  children  who  are  impoverished  by  other  diseases,  and 
is  due  to  an  invasion  of  the  gland,  through  the  duct  of  Steno,  by  pyogenic 
organisms. 

Symptoms. — ^The  chief  symptoms  of  mumps,  aside  from  the  swelling  of 
the  glands,  is  pain  in  the  parotid  region,  which  is  greatly  increased  by  moving 
the  jaw  or  by  taking  any  sour  material  into  the  mouth.  In  susceptible 
persons  there  may  be  some  feeling  of  malaise  or  wretchedness  and  the  fever 
may  reach  103*^  or  104°  on  the  first  day,  although  a  temperature  of  102°  is 
more  commonly  met  with. 

The  swelling  of  the  gland  is  usually  at  its  height  by  the  third  day  and 
remains  at  this  stage  for  two  or  three  days  more,  when  it  begins  to  decrease 
and  then  gradually  disappears.  In  some  cases  the  degree  of  swelling  is  so 
marked  that  the  tissues  of  the  face  and  neck  share  in  it  to  such  an  extent 
that  the  patient  is  unrecognizable.  The  swelling  is  bilateral  in  the  vast 
majority  of  instances,  but  it  often  begins  in  a  single  gland. 

Complications  and  Sequelae. — ^While  mumps  is  a  very  mild  disease  in 
many  cases,  it  at  times  becomes  severe,  chiefly  because  of  the  complications 
which  arise.  These  are  more  frequently  met  with  in  adults  than  in  chil- 
dren. The  most  common  of  them  is  orchitis,  which  may  be  bilateral  and 
severe  enough  to  cause  the  patient  intense  suffering  and  force  him  to 
remain  in  bed. 
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Before  the  age  of  puberty  the  testicles  are  rarely  involved,  but  after 
puberty  orchitis  is  a  frequent  complication.  Bich  collected  statistics  on 
862  cases  of  mumps  occurring  in  young  men  between  the  ages  of  eighteen 
and  twenty-five  years,  and  found  that  29  per  cent,  of  the  number  were 
affected  with  orchitis.  Granvicr's  record  of  cases  occurring  in  the  French 
army  gives  a  pei\*entagc  of  23.  Usually  only  one  testicle  is  involvc<l.  Thus, 
of  159  cases  collected  from  various  sources  152  were  unilateml.  The  com- 
bined statistics  of  (irungier  and  Hicli,  base*!  on  *M)\)  cases  of  orchitis,  showed 
that  atrophy  of  the  testicle  resulted  in  176  cases,  or  57  per  cent.  Active 
exercise  seems  to  preilis|K)se  to  this  complication,  and  it  seems  nmch  more 
frequent  in  some  epidemics  than  in  others.  Some  years  ago  mumps  app>eared 
in  an  epidemic  among  the  stu<lents  of  the  Jefferson  Medical  College,  and 
a  very  large  prop>rtinn  of  those  attacke^l  developed  metastasis  to  a  testi- 
cle. The  development  of  the  orchitis  is  usually  associated  with  a  second 
rise  of  temperature  atid  a  general  sense  of  illness  which  is  in  excess  of  that 
present  at  the  onset  of  the  primary  illness.  Tlie  swelling  of  the  testicle 
lasts  about  a  week,  and  after  the  acute  inflammation  has  passed  the  gland 
may  be  enlarged  for  a  long  periofi  of  time. 

Cases  have  been  recorded  in  which  convnlsionftf  meniyigUis,  and  arihriti3 
ha%'e  developed  as  complications  of  mumps. 

In  young  girls  who  have  mumps,  secondary  swelling  of  the  mammary 
glands,  of  the  ovaries,  or  of  the  labile  may  develop,  but  secondary  changes 
are  far  more  rare  among  females  than  are  those  detailed  as  occurring  in 
males. 

Simonin,  a  French  surgeon,  has  reporteil  10  cases  of  pancreaiiiia  which 
occurred  among  052  ciuses  of  mumps.  The  symptoms  of  pancreatitis 
appeared!  from  the  first  to  the  twelfth  day  i\l  the  disease,  but  usually  from 
the  third  to  the  sixth  day,  and  la,sted  from  tw4>  to  seven  days.  The  chief 
symptoms  were  epigastric  [)ain  ami  vomiting,  but  no  glycosuria.  Cuche 
has  stated  that  he  found  epigastric  tenderness  present  in  20  out  of  26  cases 
of  mumps. 

Treatment. — The  treatment  of  mumps  consists  in  the  use  of  mild  alkaline 
diuretics  and  rest,  for  if  the  patient  can  be  persuaded  to  avoid  exercise  and 
to  use  a  light  diet  active  medication  is  never  nee<ied.  Sour  fooils  and  acid 
drinks  are  to  be  avoided,  for  when  they  are  taken  into  the  mouth  they  cause 
severe  pain.  If  the  febrile  movement  is  marked  and  the  pulse  is  quick  1 
minim  of  tincture  of  aconite  every  two  hours  is  useful  for  the  first  twenty- 
four  hours  of  the  malady.  By  rlecreasing  the  congestion  in  the  gland  the 
aconite  not  only  moderates  the  inflaminatioiu  hut  also  diminishes  the  pain. 
Local  applications  to  the  swollen  parotitis  are  usually  not  needful,  but  if 
any  are  employed  they  should  be  hot  rather  tlian  cold.  Should  metastasis 
to  the  testicle  occur,  rest  in  bed  is  imperative,  since  taking  exercise  at  such 
a  time  causes  great  increase  in  the  swelling  and  pain.  The  scrotum  should 
be  supported  by  a  bandage.  Aconite  in  full  doses  and  citrate  of  potassium 
are  useful  remedies  when  the  swelling  of  the  scrotal  contents  is  severe. 
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Definition. — Whooping-cough  is  sometimes  called  Pertussis,  and  is  an 
infectious  disease  chiefly  met  with  in  childhood.  It  consists,  as  its  name 
implies,  in  a  respiratory  disorder  which  is  pecuHar  in  two  particulars.  The 
patient  in  the  well-developed  stage  of  the  disease  is  seized  at  varying  inter- 
vab  by  a  paroxysm  of  coughing  which  is  so  constant  and  violent  that  in  a 
few  seconds  the  quantity  of  residual  air  in  the  thorax  is  greatly  decreased 
below  the  normal  amount,  producing  in  this  way  a  sense  of  suffocation  and 
flushing  of  the  face  or  cyanosis.  Immediately  after  the  cough  ceases  the 
patient  endeavors  to  t3,ke  a  deep  inspiration  to  compensate  for  the  excessive 
expiratory  effort,  when  there  is  developed  a  narrowing  of  the  glottic  open- 
ing so  that  it  is  very  difficult  for  the  air  to  enter  the  larynx.  This  violent  effort 
to  draw  air  through  a  narrow  opening  produces  a  peculiar  "whoop,"  which 
gives  the  disease  its  name.  The  name  "whooping-cough"  does  not  signify 
that  the  cough  is  whooping  in  character,  but  that  there  is  a  cough  followed 
by  a  whooping  sound. 

Distzibntion  and  Frequency. — Whooping-cough  is  a  disease  which  is  found 
ill  all  parts  of  the  world,  and  is  apt  to  occur  in  epidemic  form,  particularly 
during  the  months  of  March  and  April.  It  is  least  prevalent  in  September 
and  October.  As  already  stated,  it  is  particularly  prone  to  attack  children; 
so  that  few  persons  reach  adult  years  without  suffering  from  an  attack.  If 
they  do  escape  during  childhood,  they  may  suffer  from  it  even  in  advanced 
old  age.  Even  sucklings  are  attacked  by  it,  and  in  this  class  of  cases  it  is 
an  exceedingly  fatal  malady.     It  is  also  a  grave  disease  in  old  age. 

AMiooping-cough  attacks  both  sexes  with  about  equal  frequency.  Rosen 
collected  43,393  cases,  of  which  21,850  occurred  in  boys  and  21,543  in 
girls.  If  the  statistics  of  Goodhart,  Comly,  and  Rilliet  and  Barthez  are 
combined,  it  is  found  that  in  4157  cases  1868  occurred  in  boys  and  2289  in 
girls. 

Stiology. — The  cause  of  whooping-cough  is  certainly  a  micro-organism, 
and  several  investigators  claim  to  have  isolated  it.  Unfortunately  no  uni- 
formity of  opinion  exists  as  to  the  specific  organism  of  this  disease.  In 
1887  Afanassjew,  of  St.  Petersburg,  isolated  from  the  sputum  of  children 
affected  with  whooping-cough  a  short,  slender,  motile,  anaerobic  bacillus, 
cultures  from  which,  when  injected  into  dogs  and  rabbits,  produced  a  dis- 
ease similar  to  pertussis.  This  organism  was  found  afterward  by  Szemte- 
schenko,  of  St.  Petersburg,  and  Koplik,  of  New  York.  In  1892  Hitter,  of 
Berlin,  described  a  diplococcus  which  he  thought  was  specific,  and  more 
recently  a  bipolar  bacillus  resembling  the  Bacillus  influenzce  has  been  con- 
sidered the  pathogenic  agent  by  Czaplewski  and  Hensel  (1897)  and  by 
Amheim  (1900).  Jochmann,Krause,and  Moltrecht,  of  Hamburg  (1903),  also 
have  isolated  an  organism  resembling  the  bacillus  of  influenza,  but  differing 
from  the  one  described  by  Czaplewski  and  Hensel,  which  they  have  named 
BaciUits  pertussis  Eppendorft  and  which  they  believe  plays  an  important 
role  in  the  production  of  whooping-cough,  and  also  the  bronchopneumonia 
which  complicates  it-     Davis  (1906),  found  this  organism  in  the  sputum 
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of  almost  all  of  a  large  number  of  pertussis  patients.  Morpholopcally 
and  f'Jiltnrallv  it  is  idenfical  with  the  influenza  bacillus  which  he  believes 
it  shonli!  l»e  callefl.  The  evidence  at  hanti  does  not  prove  it  specific  for 
whon[)ing-(X)Ugli.  T^uriaux,  of  Bnissels  (1902),  ascribes  the  disease  to  an 
aerobic  bacillus  ovoid  in  form  and  having  rounded  ends.  This  organism 
grows  on  all  ordinary  culture  media  and  stains  with  aniline  dyes  and  by 
Gram's  method. 

Whooping-cough  so  often  occurs  in  close  connection  with  an  attack  of 
measles  that  the  two  diseases  must  be  regarded  as  nearly  related. 

The  exact  period  of  incubation  is  unknown.  It  probably  varies  greatly 
in  different  [persons  and  in  different  epidemics.  Sometimes  it  seems  to  be 
as  short  as  two  days;  in  others  it  apparently  takes  ten  days,  or  even  longer 
than  this.  The  infection  is  perhaps  conveyed  by  the  air  and  certainly  is 
transmitted  by  the  sputum,  either  by  the  direct  expulsion  of  particles  of  it 
into  the  face  and  air-ptu^sages  of  the  child  not  as  yet  affected,  or  upon 
clothing  or  the  food,  so  that  it  gains  access  to  the  respiratory  tract. 
The  infection  is  most  markefl  during  the  acme  of  the  malady,  but  is  active 
at  all  times  <luring  the  attack,  iiiul  ]>rol>abIy  for  a  week  or  more  after  t}ie 
eougli  has  l<>st  all  chanicteristics  of  the  ilisease.  Children  who  have  suf- 
fered from  this  disease  shoukl  not  come  in  contact  with  those  who  have  not 
had  it  for  tlirpc  or  four  weeks  after  the  last  whoop  is  JieanL 

Pathology  and  Morbid  ABatomy.- -Primarily  the  only  noteworthy  change 
present  in  the  thoracic  organs  during  whooping-cough  is  a  mild  catarrhal 
state  of  the  mucous  membranes  of  the  whole  respiratory  tract.  Secondarily, 
the  pathological  results  are  far  more  serious  in  that  the  bronchitis  and  the 
great  strair»  thrown  uj>on  the  heart  by  asphyxia  result  in  conditions  which 
may  destroy  the  patient,  death  usually  ensuing  in  fatal  cases  from  exhaustion 
due  lo  excessive  cough,  lack  of  food,  and  lack  of  rest  combined  with  broncho- 
pneumonia, which  in  turn  is  also  due  to  several  causes  of  which  lowered 
vital  resistance  antJ  a  feeble  heart  are  important  factors.  Then,  tt>o,  in  the 
violnit  i!is[)iralory  efforts  of  the  patient  small  particles  of  foo<l  or  infected 
mucus  may  be  drawn  into  the  smaller  bronchi  and  so  pro<luce  local  infec- 
tion. As  stated  in  the  article  on  Bronchiectasis,  this  condition  in  its  cylin- 
drical form  may  be  caused  by  pertussis.  (For  further  pathological  changes 
see  Comjilications.j 

Symptoms. — The  symptoms  of  whooping-cough  have  already  been 
described  to  some  extent.  Usually  the  patient  develops  what  is  apparently 
a  slight  cold  in  the  head  and  thorax,  followed  by  a  mmjh  which  may  l>e 
described  as  nervous  or  spasmodic.  Perhaps  the  word  "  sudden"  can  l>est  l>e 
a|)plied  to  it  in  the  sense  that  each  Cfiughing  spell  is  sudden  in  onset.  At  first 
there  may  be  only  one  or  two  coughs,  but  soon  they  come  in  series,  which 
day  by  day  increase  in  frequency  and  violence.  Sometimes  the  whoop,  which 
occurs  at  the  end  of  the  series  of  short,  sharp  coughs,  does  not  appear  for 
several  days.  It  may  never  appear  in  the  mild  type  of  case,  the  patient  suf- 
fering only  from  the  paroxysms  of  cough  which  exhaust  the  chest  of  air  to 
a  considerable  degree.  When  the  whoop  doe5  come  on  it  appears  at  the  end 
of  the  repeated  coughs,  and  is  caused  by  the  attempt  to  inspire  air  suddenly 
and  forcibly  through  the  narrowed  glottis.     The  whole  paroxysm,  there- 
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fore,  consists,  first,  of  a  series  of  coughs  which  increase  in  rapidity  as  one 
would  count  1,  2,  3,  4,  5,  6,  7,  8,  9,  10,  11,  12  with  increasing  speed,  and, 
secondly,  in  the  long-drawn  inspiratory  whoop.  Owing  to  the  violence  of 
the  cough  the  face  becomes  suffused,  the  tears  run,  and  the  patient  may 
even  seem  more  or  less  convulsed.  The  frequency  of  the  paroxysms  varies 
very  greatly  in  different  cases  and  at  different  times  in  the  twenty-four 
hours.  Some  patients  cough  but  once  or  twice  a  day,  while  others  are 
seized  every  few  minutes.  Usually  the  child  is  greatly  frightened  if  the 
attack  is  severe,  and  often  it  soon  learns  to  recognize  the  early  signs  of  an 
approaching  seizure  and  runs  to  its  mother  or  nurse  for  help.  The  attacks 
aie  provoked  by  crying,  laughing,  eating  or  drinking,  and  by  inhalation 
of  dust-laden  air.  Between  the  paroxysms  perfect  quiet  and  respiratory 
comfort  may  be  present  unless  complications  arise.  In  the  severe  cases 
nose-bleed  and  ecchymoses  of  the  conjunctiva  may  occur  and  blood  may 
come  from  the  ears  and  mouth.  The  convulsive  efforts  during  the  cough 
very  frequently  cause  vomiting,  and  at  times  the  urine  or  feces  may  be 
forcibly  expelled,  or  they  escape  after  an  attack  because  of  profound  exhaus- 
tion and  the  relaxation  produced  by  the  asphyxia.  A  nodular  infiltration, 
or  an  ulcer,  at  the  freenum  of  the  tongue  is  often  produced  by  irritation  of  the 
projecting  organ  upon  the  lower  incisor  teeth.  The  circulation  is  usually 
not  much  affected  save  during  the  paroxysm,  when  it  is  labored,  owing  to 
the  asphyxia.  Between  the  paroxysms  it  may  be  rapid  and  feeble  if  the 
attacks  are  frequent  and  severe  enough  to  strain  and  dilate  the  heart.  Some 
clinicians  assert  that  permanent  cardiac  feebleness  and  dilatation  may 
result  from  this  disease. 

In  severe  cases  in  young  children  and  in  feeble  individuals  great  asthenia 
may  be  produced  by  the  violence  of  the  spasm,  the  loss  of  sleep,  and  the 
loss  of  food  from  vomiting,  which  may  occur  at  every  paroxysm. 

Inspection  of  the  bared  chest  during  the  inspiratory  part  of  each  attack 
reveals  in  the  stage  of  inspiration  deep  retraction  of  the  intercostal  spaces, 
of  the  epistemal  notch,  and  of  the  epiclavicular  areas.  The  epigastrium  is 
also  retracted,  for  all  the  auxiliary  muscles  of  respiration  endeavor  to  aid 
in  the  drawing  in  of  air.  Auscultation  of  the  chest,  particularly  over  the 
posterior  surface,  almost  always  reveals  bronchial  rales,  due  to  the  bron- 
chitis which  is  present  in  all  cases,  even  if  they  be  mild.  Care  should  always 
be  exercised  that  this  bronchitis  is  not  increased  by  exposure  to  cold  and 
dampness,  since  it  is  exceedingly  prone  to  develop  into  bronchopneumonia, 
particularly  in  young  children  and  old  persons.  Indeed, it  maybe  said  that 
the  high  mortality  of  the  disease  is  due  almost  entirely  to  this  complica- 
tion. 

A  number  of  clinicians,  particularly  Cima  and  Meunier,  have  shown  that 
even  in  the  very  early  stages  of  pertussis  there  is  present  a  very  extraordinary 
degree  of  leukocytosis.  This  leukocytosis  is  largely  composed  of  lympho- 
cytes, the  polymorphonuclear  cells  being  relatively  decreased.  As  in  most 
infectious  diseases,  a  small  amount  of  albumin  is  found  in  the  urine  in 
the  majority  of  cases. 

The  duration  of  whooping-cough  varies  from  six  to  eight  weeks,  more 
commonly  the  latter  than  the  former. 
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Complications. — Tlie  complications  of  whoopini^-cough  are  chiefly  con- 
nected with  the  respiratory  tract.  Bronchopneumonia,  as  just  statecl,  is 
very  common,  and  follows  the  bronchitis  which  usually  is  developed  in  the 
earlier  stages  of  the  disease.  It  is  particularly  apt  to  attack  young  children 
and  to  occur  in  the  winter  months.  Sometimes  a  true  lobar  pneumonia 
develops. 

In  nearly  all  cases  of  whooping-cough  a  moderate  degree  of  compensatory 
emphysema  comes  on  because  of  the  violent  respiratory  efforts  of  the  patient, 
and  rarely  this  strain  on  the  tissues  of  tiie  lungs  results  in  llie  rupture  of 
an  air  vesicle  and  the  development  of  interstitial  or  interlobular  emphy- 
sema. In  otlicr  instjinccs  the  quantity  of  air  which  escapes  in  this  way  is 
very  large  ami  iniiltratcs  the  tissues  of  the  iiUMliastiiuiiii,  the  subcutaneous 
tissues  of  the  chest,  and  in  extreme  cases  those  of  the  entire  body.  Instances 
of  this  condition  have  been  reported  by  Gelmo,  Fcrrelh  and  Bierbaum, 
and  have  usually  proved  fatal.  Cases  are  also  recorded  in  wliich  pnetimo- 
thorax  has  l>een  produccil.  It  is  by  no  means  uncommon,  particularly 
amonfr  the  children  of  the  poorer  classes,  for  whooping-cough  to  be  followed 
by  pulmonary  tuberculosis,  probably  because  of  the  lowered  vital  resistance 
of  the  patient  Another  complication  of  importance,  although  it  has  been  de- 
scribed as  a  symptom,  is  vomiting^  which  if  it  becomes  constant  is  a  serious 
condition,  particularly  in  infants,  since  it  may  cause  death  from  asthenia. 

The  bronchial  gland-H  are  nearly  always  enlarged  and  may  l>e  so  much 
increased  in  si^e  as  to  cause  dulness  on  percussion  over  the  sternum.  The 
area  of  cardiac  dulness  is  increased  by  reason  of  the  dilatation  of  the  heart 
due  to  the  strain  thrown  upon  it  in  the  attack  of  coughing. 

Measles  and  wliooping-cough  are,  as  already  stated,  very  commonly 
associated,  hut  the  whooping-cough  complicates  the  measles  more  fre- 
quently than  the  measles  complicates  the  pertussis.  Sometimes  in  very 
young  cliildren  the  disease  becomes  so  severe  that  the  spasm  of  the  cough 
seems  to  spread  to  all  the  muscles  of  the  body  and  produce  general  convul- 
sions.   These  cases  are  nearly  always  fatal. 

Pnralyaiii  complicating  wliooping-cough  is  not  common.  It  is  usually 
in  the  form  of  a  hemiplegia,  und  occurs  either  during  the  acute  period  of 
the  disease  or  as  a  sefiucl.  When  it  takes  place  during  the  paroxysmal 
period  it  is  due  in  the  majority  of  instances  to  meningeal  or  cerebral  hemor- 
rhage in  all  probability,  although  statistics  as  to  this  question  are  scanty. 
Twelve  cases  of  cerebral  hemorrhage  due  to  whooping-cough  have  been 
collected  by  Townsend  of  which  m^vgw  recovered,  an*l  Brown  has  reported 
a  case  in  which  he  operatetl  for  the  relief  of  cerebral  compression  due  to 
tliis  cause  with  excellent  results  to  the  patient.  The  literature  of  this  subject 
has  recently  been  analyzctl  by  \V.  G.  A.  Robertson.  Sometimes  paraplegia 
or  monoplegia  has  occurred  during  the  stage  of  convalescence.  The 
prognosis  seems  to  be  fairly  favorable,  indicating  that  the  lesion  producing 
these  conditions  caiuiot  be  permanent.  StnidI  ajnjuticfiral  hemorrhages 
are  not  infrequent,  and  inore  rarely  large  extravasations  of  blood  into  the 
conjunctival  tissues  take  place,  amounting  to  ccchymoses.  Still  more  rarely 
temporary  amblyopia  develops  as  a  resuU  of  disordered  circulation  in  the 
retina  or  possibly  of  an  actual  retinal  hemorrhage. 
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Diapiosia. — The  important  points  in  the  diagnosis  of  whooping-cough 
are  the  repeated  and  rapid  con^lis  in  series  until  the  chest  is  almost  emptied 
of  air,  followed  by  a  sudjcn  inspiration  through  the  narrowed  glottic  o|x:n- 
ing.  Some  cases  deveU)p  only  the  series  of  short  coughs,  and  present  no 
whoop  afterward. 

Prognosis  and  Mortality. — The  prognosis  in  whooping-cough  as  in  most 
infectious  diseases,  depends  upon  the  age  of  the  child,  its  general  nutrition 
an^I  vital  resistance,  and  upon  the  care  the  child  can  receive.  In  general 
terms  it  may  also  he  stated  that  the  prognosis  is  not  so  good  in  winter  as  in 
summer,  as  fresh  air  is  not  so  readily  obtained  and  there  is  greater  danger 
of  exposure  to  cold  in  the  winter  months.  In  itself  whooping-cough  is  not 
a  fatal  disease.  Death  is  due  to  the  complications  whicli  ensue,  and  if 
tljese  can  be  prevented  the  patient  always  gets  well.  In  very  young  children, 
however,  it  is  almost  impossible  to  prevent  the  development  of  broncho- 
pneumonia, and  this  is  a  dangerous  condition  in  proportion  to  the  youth 
of  the  chilli.  In  Lonilon  whcxiping-cough  stands  second  as  a  cause  of  death 
from  the  infectious  diseases  in  children  unrler  two  years  of  age. 

Hagenljach,  of  Basle,  gives  the  fulluwiiig  mortality  statistics,  which  are 
t>ased  on  the  cases  that  came  under  his  observation  during  a  period  of 
eleven  years:  under  one  year,  2G.S  per  cent.;  between  one  and  two  years, 
13.8  per  cent.;  between  two  and  five  years,  3  per  cent.;  between  five  and 
fifteen  years,  l.S  per  cent. 

Holt  states  that  the  mortality  for  children  uuflcr  one  year  of  age  is  25 
per  cent. 

Treatment. — It  is  vitally  important  ttiat  cliildren  wlio  have  whooping- 
cough  should  be  put  under  the  most  favorable  hygienic  corulitions  as  to 
sunlight,  fresh  air,  and  equable  temperature.  In  the  summer  they  do  best 
oui-of-<ioors  when  the  weather  is  not  too  cool,  if  they  arc  prevented  from 
acting  imprudently,  as,  for  example,  getting  the  feet  wet.  In  winter  they 
should  1^  kept  in  a  warm  rooraj  the  temperature  of  which  should  be  70° 
night  anrl  day.  The  air  of  this  roomshouhl  also  be  moistcncni  Ity  libernting 
in  it  small  quantities  of  steam  obtained  from  a  kettle  of  boiling  water, 
from  a  croup  kettle,  or  by  dropping  pieces  of  unslaked  lime  in  a  bucket 
of  water.  Tliis  is  an  exceetiingly  im|>ortant  meiisure  if  the  room  is  heated 
by  a  furnace,  since  the  air  from  the  ort^linary  furnace  is  exceptionally  dry 
and  often  laden  with  dust,  and  these  two  causes  act  a;;  an  irritant  to  the 
alreatiy  irritated  respiratory  tract.  When  it  is  not  possible  to  confine  the 
child  to  a  r(X)m  which  is  heated  evenly,  a  most  excellent  method  of  treat- 
ment, particularly  in  those  cases  where  the  paroxysms  are  fretjuent  at 
aight,  is  to  place  the  child  in  a  bronchitis  tent.  A  broiichiti.s  tent  consists  in 
throwing  over  a  bed  a  large  sheet  which  is  supporte<l  several  feet  above  the 
head  of  the  child  by  means  of  broomsticks  or  poles,  which  are  tieti  at  each 
comer  of  the  bed.  This  tent  can  be  made  quite  attractive  for  children  by 
decorating  it.  Into  this  tent,  at  the  foot  t»f  the  bed,  inay  be*  tliscliarged  a 
small  quantity  of  steam  such  as  is  given  oif  from  an  ordinary  kettle  of  water 
when  it  is  kept  constantly  boiling.  In  this  way  the  child's  nmcous  mem- 
branes are  not  irritated  by  dry  or  cold  air,  but  on  the  contrary  are  greatly 
soothed,  and  I  have  frequently  diminished  the  number  of    paroxysms  per 
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day  at  least  one-half  by  the  institution  of  this  plan  of  treatment,  which 
has  the  acklitional  advantage  that  it  is  prophylactic,  and  prevents  the 
development  of  those  serious  complications  like,  vomiting  and  broncho- 
pneumonia, which  are  much  aided  in  their  development  by  repeated 
and  violent  paroxysms  of  cough.  With  a  little  attention  a  child  may 
be  kept  in  such  a  bronchitis  tent  night  and  day  through  the  entire 
attack. 

In  the  way  of  drugs  there  is  no  remedy  so  efRcacious  in  diminishing  the 
severity  of  the  attack  as  small  doses  of  antipyrin;  that  is  to  say,  i  to  1  grain 
of  antipyrin  every  three  or  four  hours  to  a  child  of  one  or  two  years,  or 
2  grains  every  three  or  four  hours  to  a  child  of  five  or  six  years,  care  being 
taken  that  the  drug  does  not  too  greatly  relax  the  skin  or  depress  the  cir- 
culation. There  is  a  widespread  belief  among  the  laity  that  quinine  in 
small  doses  is  not  only  a  prophylactic  against  whooping-cough  for  other 
children  in  the  family  who  have  not  as  yet  contracted  the  disease,  but  that 
it  is  also  of  curative  value.  Some  physicians  have  useil  a  spray  of  a  weak 
solution  of  quinine  in  the  throat  witli  asserted  atlvantageoiis  results,  but 
its  value  is  doubtful,  and  its  bitter  taste  makes  its  use  impassible  in  a  large 
proportion  of  Ciises. 

The  development  of  complications,  such  as  bronchopneumonia,  neces- 
sitates the  institution  of  those  lines  of  treatment  which  will  be  found 
suggested  for  that  disease.  For  the  relief  of  the  indivitlual  paroxysms  of 
cough  several  remedies  may  be  employed,  of  which  the  best  is  probably 
chloroform.  It  is  needless  to  say  that  this  drug  should  be  used  with 
great  caution,  and  the  patient's  parents  anil  (he  nurse  shouh!  be  instructed 
never  to  use  it  on  a  cloth,  but,  when  the  paroxysm  is  threatened,  to  pour 
the  remedy  over  the  back  of  the  hand  and  place  the  hand  under  the 
child's  nose.  Under  these  circumstances  a  sufficient  quantity  of  tlie  chloro- 
form is  often  inhaled  to  relax  the  spasm,  withf>ut  producing  any  of  the 
marked  physiological  effects  which  would  certainly  be  obtained  to  an  un- 
desirable degree  if  the  flrug  were  [H}ure<f  on  to  a  napkin.  This  method 
also  prevents  an  overdose  of  chloroform  being  given,  since  the  excess  of 
the  drug  rapidly  runs  off  the  han<I  or  evaporates.  As  the  hurry  of  an 
approaching  paroxysm  often  makes  the  atten^lant  careless  as  to  the  quantity 
which  is  poured  out  of  the  bottle,  the  physician  should  insist  that  the  chloro- 
form be  used  in  no  other  way  than  that  which  has  just  been  described.  If 
the  paroxysms  are  too  severe  to  be  controlled  in  this  way,  nitrite  of  amyl 
may  be  occasionally  employed. 

An  innumerable  array  of  drugs  have  been  recommended  for  the  palliation 
and  cure  of  whooping-cough.  Suffice  it  to  say  that  most  of  them  are  entirely 
useless.  Even  such  powerful  nervous  sedatives  as  the  bromides  cannot  act  ad- 
vantageously in  many  of  these  cases,  and  the  use  of  more  powerful  ones  such 
as  chloral  and  opium  are  contraindicatcd  for  eviflcnt  reasons.  The  physician 
should  always  remember  that  whooping-cough  is  a  disease  which  is  bound 
to  run  its  course,  uninfluenced  in  its  duration  by  any  treatment  which  he 
can  employ.  The  most  that  the  physician  can  do  is  to  prevent  complica- 
tions, treat  thern  if  tliey  arise,  and  endeavor  to  morlify  the  frequency  and 
severity  of  the  individual  paroxysms,  being  careful  in  so  doing  that  the 
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remedy  is  not  worse  tlian  the  disease,  in  the  sense  that  it  produces  digestive 
or  circulatory  disorders  which  are  distinctly  disadvantageous. 


INnUEKZA. 

Definitioii. — Influenza  is  sometimes  called  la  Grippe.  It  is  a  pandemic 
disease;  that  is,  one  which  appears  in  widely  separated  parts  of  the  world 
simultaneously.  It  is  also  highly  infectious,  and  the  infection  is  produced 
by  the  bacillus  of  Pfeiffer.  Influenza  of  this  type  is  to  be  separated,  theo- 
retically at  least,  from  that  condition  sometimes  called  "common  cold"  or 
"coryza,"  which  often  causes  somewhat  similar  symptoms  in  a  milder  form, 
although  during  the  presence  of  an  epidemic  of  la  Grippe  the  differential 
diagnosis  may  be  impossible.  At  the  present  time  the  terra  "influenza"  is 
often  employed  when  the  physician  is  unable  to  reach  a  diagnosis,  and  as  a 
consequence  is  greatly  abused,  particularly  in  the  early  stages  of  typhoid 
fever  and  tuberculosis. 

Leichtenstem  has  divided  the  disease  into  two  varieties,  namely,  true 
epidemic  influenza  (influenza  vera)  due  to  the  bacillus  of  Pfeiffer,  and 
endemic  influenza  due  to  the  same  cause  and  occurring  for  some 
years  after  an  epidemic  has  been  present.  Both  of  these  forms  are  to  be 
separated  from  ordinary  pseudo-epidemic  influenza  or  an  attack  of  ordinary 
cold  in  the  head.  A  peculiarity  of  true  influenza  in  its  epidemic  form  is 
the  large  percentage  of  persons  which  it  attacks  within  a  short  space  of 
time,  more  than  any  other  epidemic  disease  except  dengue. 

History. — At  various  times  in  the  past  great  epidemics  have  broken  out 
and  raged  over  the  entire  world,  and  have  been  followed  by  long  periods  of 
immunity.  Thus,  when  the  great  epidemic  of  1889  occurred,  only  a  few 
physicians,  and  they  of  advanced  years,  had  ever  seen  a  case,  for  the  previous 
epidemic  had  occurred  in  1847  and  1848. 

Pandemics  have  occurred  during  the  last  century  in  1830-33,  1836-37, 
1847-48,  and  1889-90.  In  1889  the  disease  began  in  remote  parts  of  Russia 
in  October,  reached  Moscow  in  November,  ten  weeks  later  it  got  to  Berlin, 
a  month  later  to  London,  and  soon  after  to  New  York  and  Philadelphia, 
and  thence  it  spread  all  over  the  continent  of  North  America.  Within  the  next 
few  months  nearly  the  whole  civilized  world  was  affected  by  it.  Since  the 
last  outbreak  the  disease  has  been  endemic,  but  it  is  an  attenuated  form  of 
the  infection.  An  individual  locality  is  rarely  subject  to  an  epidemic  for 
more  than  two  months,  but  sporadic  outbreaks  occur  for  a  long  period 
afterward. 

Silology. — It  is  interesting  to  note  that  the  word  influenza  is  derived  from 
the  Latin  sentence  ab  coeli  occvltes  quadam  influentia — from  some  hidden 
influence  in  the  sky.  Influenza,  if  entirely  dependent  upon  a  micro-organism 
for  its  infectious  character,  must  also  be  dependent  upon  certain  telluric 
influences,  at  present  unknown,  which  render  the  human  race  more  suscep- 
tible to  the  effects  of  the  germ  at  certain  times  or  which  render  the  germ 
more  capable  of  producing  infection  at  certain  periods. 

There  are  two  chief  factors  involved  in  the  production  of  an  attack  of 
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influenza,  namclv,  the  presence  of  the  bacillus,  usually  received  directly 
from  another  patient  by  contact,  or  tlirough  the  air;  and,  second,  atmos- 
pheric states  wliicli  are  favorable  to  tlie  growtli  of  the  germ  or  to  the 
production  of  individual  susceptibility.  A  third  factor,  always  of  importance 
in  connection  with  infectious  diseases,  is  the  presence  of  pre-existing 
disease  which  decreases  the  general  vital  resistance  of  the  patient. 

The  bacillus  of  Pfeiffer  was  first  isolated  by  that  investigator  in  1S92. 
The  organism  is  small  and  non-motile,  and  can  be  well  staine<l  by  T.,oeffler's 
methylene  blue  or  by  well-dihiteil  WHtery  solutions  of  carbol-fuchsin.  It 
develops  in  myriads  on  the  nasal  and  bronchial  nnicous  membranes  and  in 
the  secretions  of  tho^e  parts.  A  number  of  observers,  and  more  particularly 
Ricciardi,  have  shown  that  the  bucnllus  is  readily  distributed  and  spreads 
most  actively  by  droplets  of  mucus.  Even  after  tlie  patient  has  recovered 
from  an  attack  his  nasal  secretions  may  reinfect  himself  or  other  persons 
for  a  period  of  weeks,  anil  tjicreforc  jdl  handkerchiefs,  towels,  and  pillow- 
cases used  by  him  should  be  boiled  before  being  used  by  others.  The 
room  occupied  by  the  patient  should  be  fumigated  with  formaklchyde 
after  his  recovery  occurs  and  before  anyone  else  occupies  it. 

It  is  a  noteworthy  fact  that  during  an  epidemic  of  influenza  other  infec- 
tious diseases  seem  to  be  less  common.  Tliis  is  particidnrly  true  of  malarial 
fevers,  if  the  statistics  collected  by  Audep,  of  Philadelphia,  are  correctly 
interpreted. 

Incubation. — The  period  of  incubation  is  prob;tbly  from  twenty-four  to 
seventy-two  hours,  but  in  some  cases  it  seems  to  be  longer  than  this. 

Symptoms. — The  onset  of  symptoms  of  epidemic  iuHuenza  is  nearly 
always  sudden.  A  person  feeling  perfectly  well  may  suddenly  be  seizeil  hy 
a  sense  of  chilliness  or  a  severe  rigor,  followed  by  severe  aching  pains  in  the 
back  and  in  tlie  legs.  There  is  usually  congestion  of  the  nasal  mucous 
membrane,  so  that  the  patient  seems  to  have  a  severe  cold  in  the  head. 
The  chill  is  quickly  followed  by  jever  wliicli  may  rapidly  rise  to  a  point  as 
high  as  105*^,  although  as  a  rule  103°  is  the  more  common  acme.  Associated 
with  these  early  sympton^s  there  is  usually  a  sense  of  severe  illness  and  a 
feeling  of  great  wretchedness,  so  that  the  patient  not  only  expresses  himself 
as  feeling  very  ill,  but  seems  so  to  the  physician. 

About  this  time  the  symptoms  are  wont  to  be  associate<l  with  n<lditIonal 
ones  indicating  involvement  of  certain  viscera.  Most  frequently  the  respi- 
ratory sijsf  em  is  affected.  an<l,  in  addition  to  more  or  less  intense  conges- 
tion of  the  nasal  mucous  membrane,  an  acute  bronchitis  develops;  the 
physical  signs  in  the  chant  being  typically  those  of  acute  bronciiitis  i^ith 
excessive,  unpnxluctive  cough  and  a  sense  of  thoracic  soreness.  AVhen  the 
nasal  mucus  is  examined  it  is  seen  to  l>c  umisually  thin,  and  if  any  bron- 
chial mucus  is  expellefi  it  is  also  of  this  character.  As  the  disease  pro- 
gresses the  sputum  becomes  greenish-yellow  an*l  thick. 

The  general  state  of  the  patient  at  this  lime  is  often  one  of  profound 
depression^  far  in  excess  of  that  which  usually  accompanies  such  signs  of 
bronchitis.  The  action  of  the  heart  may  be  feeble  and  the  skin  is  relaxed 
and  clammy,  or  it  may  be  very  hot  and  dry. 

If  convalescence  is  not  soon  established  the  disease  often  develops   into  a 
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peculiar  form  of  jmlmonaTy  congestion  or  puewnonia,  in  which  the  sputum 
may  l>e  blood-tin^eil  and  frotliy  or  in  which  tio  sputum  may  appear.  A 
peculiarity  of  this  puhitonury  involvement,  in  one  of  its  forms,  is  the  fact 
that  it  moves  from  place  to  place  with  remarkable  rapidity.  An  area  of 
impaired  resonance  which  existed  yesterday  is  clear  tonhiv,  and  sliH  aiinther 
area  of  congestion  develops  elsewhere — a  form  of  wandering  c»ni<;jestion, 
^^'hen  true  pneumonia  develops  it  may  he  croupous  in  type  and  be  (kie  to 
mixed  infection  by  the  bacillus  of  PfeifTer  and  by  that  of  true  pneumonia,  or 
it  maybe  in  the  form  of  broiichopneumonin.  The  latter  type  is  the  more 
common,  but  both  forms  are  apt  to  he  serious  and  particularly  so  in  the 
feeble,  the  a^ed,  the  ver}'  young,  anti  in  alctdiolic  or  renal  cases.  Pneu- 
monia and  heart-failure  due  to  an  action  of  the  toxin  of  the  disease  on  the 
heart  muscle  arc  the  chief  causes  of  death  in  all  epidemics. 

Pleurisy  followed  by  empyeuja  is  not  very  rare. 

In  studying  a  case  of  influenza  accompanied  by  pulmonary  sif^is  the 
physician  must  always  bear  in  mind  tire  possibility  of  the  presence  of  asso- 
ciateil  tuberculous  infection,  IxTause  an  attack  of  influenza  not  only  often 
predisposes  to  tliis  disea.se,  but  in  ad<lition  permits  unrecognized  foci  of  early 
tuberculous  infection  to  become  active. 

In  some  cases  of  influenza  the  heart  seems  to  hear  the  chief  brunt  of  the 
attack,  so  that  repeated  attacks  of  syncope  ensue.  These  iustaiiees  are  met 
with  chiefly  araonjj  patients  who  have  persisted  in  remaining  at  work  during 
the  early  stages  of  the  di.scase,  or  who  liave  hail,  previous  to  the  attack,  an 
impaired  hcijrt  muscle.  Thus,  a  heart  dilated  as  the  result  t)f  excessive 
exercise  may  succumb  readily,  or  one  in  which  early  but  hitherto  unrecog- 
nized degenerative  changes  were  developing  may  sudtlcrdy  fail.  Often 
the  symptoms  of  influenza  are  chiefly  gastrointestinal  or  nervous. 

The  gagiroiniesfmnl  form  of  the  disease  may  hine  its  onset  in  severe 
diairrha^  and  vomiting,  with  collap.se  and  violent  aljdominal  pain.  In  some 
cases  the  pain  is  entirely  absent,  and  profuse  watery  stools  are  present. 
Jaundice  may  be  present,  due  to  an  extension  of  t!ie  gastrointestinal  catarrh 
to  the  common  biliary  rluct. 

In  the  nervous  form  the  symptoms  consist  of  profound  nrrraw.*  and 
menial  dejwession,  or  in  severe  neuralgic  pain  which  may  or  may  not  be  due 
to  neuritis.  Mental  diMurbanccs  in  the  course  of  an  attack  of  influenza 
are  by  no  means  rare.  Inileed,  it  may  be  said  that  no  other  acute  infectious 
disease  is  commonly  so  complicate<l ,  or  followed,  by  such  a  condition.  Leich- 
tenstem  states  that  he  met  witli  fewer  psychoses  among  2000  cases  of  typhoid 
fever  and  3000  cases  of  pneumonia  than  lie  found  among  439  cases  of  influ- 
enza. These  psychoses  may  be  r>f  the  exliaustion  type,  but  usually  are  due 
to  a  toxic  state  inductnl  by  the  niidady.  The  mental  disturbance  nuiy 
develop  during  the  stage  of  onset,  the  febrile  stage,  or  the  stage  of  decline 
or  convalescence-  The  latter  ca.ses  are  usually  of  the  exhaustion  t^'pe. 
The  prognosis  in  these  cases  as  to  the  state  of  the  nund  is  usunlly  good 
unless  there  is  a  bad  history  as  to  heredity. 

Very  rarely  meningitis  develops,  and  still  more  rarely  true  encephalitis. 
Case-s  of  cerebral  aliscess  have  also  been  ascribed  to  this  disease.  In 
rare  cases  a  toxic  neuritis  develops,  and  this  may  be  single  or  multiple. 
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Even  paraplegia  due  to  this  cause  may  arise.  Not  only  may  this  type  of 
influenza  affect  the  nerves  of  sensation  and  motion,  but  specialized  nerves 
such  as  the  vagus,  thereby  causing  disturbances  of  the  circulation  such  as 
paroxysms  of  tachycardia  and  bradycardia.  In  an  analysis  of  29,000  cases 
Lee  found  that  7000  were  of  the  nervous  type.  In  some  instances  the  dis- 
turbance of  circulation  is  due  more  to  an  influence  exercised  upon  the 
vasomotor  nervous  system  than  to  any  direct  effect  upon  the  nerve  supply 
of  the  heart,  so  that  attacks  of  syncope  come  on  from  acute  vascular  relaxa- 
tion. 

OompIicationB  and  Sequels. — It  is  difficult  to  separate  the  complications 
of  influenza  from  the  ordinary  symptoms  of  the  disease  because  the  natural 
course  of  the  disease  presents  such  diverse  manifestations  in  different 
organs.  Without  doubt  pulmonary,  cardiac,  and  renal  disorders  are  the 
most  common  complications.  In  many  cases  death  is  due  to  an  attack  of 
pneumonia,  which  rapidly  carries  off  the  patient  whose  vitality  is  already 
sapped  by  the  onset  of  la  Grippe,  In  other  instances  the  kidneys,  which 
have  been  impaired  before  the  attack,  suffer  from  an  acute  congestion  or 
true  nephritis  superimposed  upon  the  subacute  or  chronic  statue,  and  so 
uraeraia  speedily  comes  on,  with  its  helpmate,  pulmonary  oedema. 

Patients  with  influenza  develop  cardiac  complications  in  three  chief  classes: 
either  they  already  have  mild  cardiovascular  degeneration  which  enables  the 
influenzal  toxin  to  work  havoc  with  the  cardiac  muscle,  or  they  have  dilated 
feeble  hearts,  or,  again,  as  already  stated,  they  persist  in  remaining  at  work 
after  the  attack  be^ns  and  refuse  to  go  to  bed.  These  patients  not  only 
have  serious  canliac  difficulty  during  the  attack,  but  very  frequently  suffer 
from  cardiac  weakness  and  distress  for  many  weeks  after  convalescence 
should  be  well  established.  The  man  who  persists  in  remaining  out  of  bed 
when  attacked  by  this  disease  literally  "takes  his  life  in  his  hand." 

The  German  collective  investigation  of  the  epidemic  of  1889-90,  based 
on  an  analysis  of  3185  cases,  gave  the  following  results  as  to  the  relative  fre- 
quency of  complications,  which  results,  however,  differ  materially  from 
clinical  experience  in  America  so  far  as  the  cardiac  complications  are  con- 
cerned: 

1.  Diseases  of  the  respiratory  organs,  exclusive  of  pneumonia,  48.76  per 
cent. 

Of  these  complications  pleurisy  was  the  most  frequent,  being  present  in 
27  per  cent,  of  the  entire  number  of  cases.  Pneumonia  was  present  in  from 
6  to  8  per  cent,  of  all  cases. 

2.  Diseases  of  the  nervous  system,  45.77  per  cent. 

3.  Diseases  of  the  ear,  37.95  per  cent. 

4.  Hemorrhages,  25.33  per  cent. 

5.  Diseases  of  the  heart  and  vascular  system,  14.09  per  cent. 

6.  Diseases  of  the  digestive  organs,  10.36  per  cent. 

7.  Polyarthritis,  7.28  per  cent. 

8.  Diseases  of  the  eye,  7.03  per  cent. 

9.  Albuminuria  and  nephritis,  4.52  per  cent. 

Diagnosis. — It  is  so  easy  to  make  a  diagnosis  of  influenza  during  the 
presence  of  an  epidemic  that  pliysicians  are  wont  to  be  careless  in  exam- 
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ining  the  patient  thoroughly,  and  so  may  overlook  complications  of 
importance  or  tiec'ule  that  t!ie  case  is  one  of  inHiienxa  when  in  reality  the 
chills,  the  fever,  tlie  aching,  and  the  prostration  are  due  to  an  oncoming 
typhoid  fever  or  an  acute  tnl)erculosis  or  malaria.  All  of  these  diseases, 
and  also  ulcerative  endocarditis  and  sepsis,  should  be  carefully  excluded 
before  a  diagnosis  of  influenza  is  made. 

Treatment. — Above  all  other  things  in  the  treatment  of  influenza  is  rest 
in  l)ctl.  This  is  a,s  true  of  mild  as  of  severe  cases  and  of  the  patient  who 
is  stalwart  as  of  tlie  patient  who  is  feeble.  A  robust  man  who  fails  to  rest 
almost  always  suffers  from  a  severe  attack  or  from  seqiiehe,  such  as  cardiac 
disorder  and  giddiness,  which  may  invalid  him  for  weeks.  Aside  from  rest 
in  bed  little  me<licine  is  neeileil  except  for  the  purpose  of  relieving  symp- 
toms which  are  troublesome.  For  the  relief  of  the  excessive  pain  in  the  bnck 
an*l  limbs  the  coal-tar  products  have  been  employed  by  the  ton.  AhlK»n^h 
they  give  ease  they  are  harmful  if  the  doses  are  large,  and  often  fail  if  they 
are  used  in  motlerate  amounts.  They  tend  to  increase  nervous  and  circula- 
tory depression,  and  to  decrease  the  ability  of  the  patient  to  resist  the  infec- 
tion from  which  he  is  suiTering  and  the  possible  secondary  infections  which 
may  occur.  If  the  patient  will  rest  they  ujay  be  used  moderately;  if  he  will 
not  rest  they  should  not  be  used,  for  they  not  only  do  harm  directly,  but  by 
diminishing  discomfort  they  also  enable  and  encourage  him  to  remain  out 
of  be<l. 

A  very  useful  dnig  for  the  relief  of  the  aching  and  pains  in  the  back  and 
limbs  is  salicin  in  5  grain  doses  every  five  hours  in  capsules.  Many  prac- 
titioners believe  that  this  drug  alone,  or  when  combined  with  2  grains  of 
quinine,  acts  as  a  spe<*ihc  in  the  cure  t)f  the  affection.  Sliould  the  pain  in 
the  back  be  intense  it  may  be  relievcrl  liy  the  application  ctf  hot  stupes  or 
compresses  or  by  rubbing  with  soothing  liniments.  A  nKjre  ancient  but 
nevertheless  very  useful  remedy  for  this  coiiilitiou,  particularly  in  the  early 
stage  of  the  malady,  is  Dover's  |K)wder  in  the  dijsc  of  froui  2  to  10  grains 
once  or  twice  a  day.  At  one  time  used  as  a  matter  of  routine  in  all  infec- 
tions, it  has  fallen  into  an  undeserved  disuse. 

Headache,  if  it  be  due  to  congestion,  may  be  modified  by  the  use  of  on 
ice-bag,  or  by  the  administration  of  1  to  2  grains  of  ratVeine  with  5  grains  of 
bromide  of  so<lium  or  potassium  every  few  hours.  Tliis  h>rmula  can  be 
given  in  the  form  of  an  effervescent  granular  suit  witlmnl  the  use  of  the 
coal-tar  products  often  added  by  manufacturers  of  headache  cures.  Hot 
fo<:>l-baths  also  decrease  headache.  Menthol  pencils  may  be  used  Incalh 
for  neuralgia  or  a  spray  of  chloride  of  ethyl  nuiy  be  used  locally  for  the  same 
purjHise. 

jVs  in  all  infectious  maladies,  it  is  of  the  greatest  importance  that  the 
organs  of  elimination  be  kept  active.  The  bowels  may  Ijc  first  moved  by  a 
grain  or  two  of  calomeb  followe*!  in  twelve  hours  by  a  Seidlitz  f)owder,  or, 
if  ci>nstipation  has  been  marked,  they  may  be  opened  at  once  by  citrate 
of  magnesium.  For  the  purpose  of  keeping  tlie  kidneys  active  5  grains  of 
citrate  of  potassium  or  of  I)icarbonate  of  pofiussium  may  be  given  every  four 
hoim  in  copious  draughts  of  water  if  the  urine  is  aci<I,  or  the  same  amount 
of  benzoate  of  ammonium  if  the  urine  is  alkaline.  The  latter  dnig  is  best 
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given  in  capsules,  and  possesses  the  additional  advantage  of  acting  favorably 
upon  the  respiratory  mucous  memhrane  and  upon  the  muscular  pains.  A 
hot  compress  or  poultice  applied  over  the  loins  will  often  establish  renal 
secretion  when  it  seems  scanty. 

Dryness  and  soreness  of  the  mucous  membrane  of  the  respiratory  tract, 
ill  the  stage  of  onset,  may  be  much  relieveti  by  telling  the  patient  to  inhale 
steam  which  may  be  medicatetl  by  tlie  addition  to  the  water  from  which  it 
arises  of  a  few  grains  of  menthol  or  of  c*pial  parts  of  menthol,  oil  of  eucalyj>- 
tus,  and  oil  of  pine.  In  other  instances  the  piitier\t  may  afid  to  the  l>od- 
ing  water  a  tablespoonful  of  compound  tincture  of  benzoin.  The  metli- 
cated  steam  may  be  taken  directly  from  an  inhaler  or  the  vapor  may  be 
set  free  in  the  air  of  the  room  by  the  use  of  a  bronchitis  kettle.  When  the 
nasal  mucous  membrane  is  so  congested  and  occhided  that  breathing  is 
difficult  and  oppression  is  marked, adrenalin  chloride,  1 :50(X),  with  chloretone 
muy  be  sprayed  into  the  nostrils  or  applied  on  pledgets  of  cotton.  It  loses  its 
effect  if  applied  too  often,  but  it  does  not  do  so  as  rapidly  as  does  cocaine, 
nor  is  it  dangerous  in  its  systemic  effects. 

For  tlie  relief  of  the  congestion  of  the  respiratory  mucous  membrane, 
when  the  illness  has  lasted  for  several  days  and  the  secretion  is  thick  and 
tenacious,  chloride  of  utnmonium  in  5  grain  doses  four  timers  a  day  may  be 
administered  coni!>ined  with  cofleine  or  heroin  to  relieve  cough,  or  terpin 
hydrate  may  be  iiseil  with  the  same  seilatives  in  the  form  of  the  well-known 
elixir  of  terpin  liydrate  with  heroin.  For  the  j>ersistent  cough  of  convales- 
cence, oil  of  sandal-wood  in  5  minim  doses  four  times  a  day  is  very  useful. 

Circulatory  and  nervous  stimuliiiits  arc*  not  to  be  used  unless  there  Is 
distinct  evidence  of  tlieir  need,  Aleoholic  drinks  are  as  a  nile  to  be  ex- 
cluded, unless  the  patient  uses  them  hubitnally  when  well,  when  they  have 
to  he  given,  preferably  in  the  form  of  an  old  brandy  or  good  whiskey.  Great 
care  must  be  taken  that  the  patient  does  not  overuse  thera  in  his  endeavor 
to  make  himself  feel  .stronger.  For  acute  circulatory  failure  aromatic  spirit 
of  amniorna  or  HolTnuiun's  anodyne  are  the  remedies  of  ehoice.  When  the 
failure  of  the  circulation  is  associated  with  nervous  depression  the  use  of 
strychnine  is  indicated,  but  it  is  greatly  abused  and  should  not  be  given 
day  after  day  except  as  a  tonic  in  convalescence,  as  it  loses  its  power,  is  not 
a  true  stimulant  but  a  nervous  irritant,  and  often  causes  great  irritability 
if  not  employed  skilfully. 

As  influenza  is  a  disease  which  produces  great  prostration,  a  diet  which 
is  easily  digested  and  nutritious  is  essential  for  the  maintenance  of  strength, 
particularly  in  the  very  young,  very  feeble,  anri  very  old.  .\nimal  broths, 
oysters,  and  predige.sted  foods  are  useful,  and  they  may  be  fortifie<l  with 
advantage  by  barley-gruel,  the  digestion  of  which  may  l->e  ai<^ie<i  by  the  use 
of  taka-diastase.  Indeed,  the  various  vegetable  gruels  with  taka-diastase 
are  in  many  cases  better  than  the  animal  broths.  Arrowroot  and  milk- 
toast  and  eggs  are  also  useful. 

Prophylaxis.— There  can  Ije  no  doubt  that  much  can  be  done  to  prevent 
the  spread  of  la  (hippc  from  one  ihtsou  to  another  by  isolating  the  ill  and 
by  forbidding  healthy  persons  to  occupy  the  sick-room  after  it  is  vacated, 
until  it  is  thoroughly  disinfected.    This  is  particubrly  advisable  when  the 
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old  and  feeble  are  about  the  house  and  when  persons  who  are  still  weak 
from  one  attack  are  exposed.  Every  effort  should  be  made  to  keep  the 
malady  out  of  the  non-medical  wards  of  hospitals,  insane  asylums,  and 
almshouses.  Patients  in  these  institutions  when  taken  ill  should  be  iso- 
lated. 

All  rooms,  clothes,  and  books  used  by  patients  suffering  from  influenza 
should  be  disinfected  as  carefully  as  if  the  patient  had  suffered  from  some 
more  fatal  malady. 

DENGTTE. 

Definition. — Dengue  is  an  acute  infectious,  but  non-conta^ous,  usually 
epidemic  fever,  which  is  probably  dependent  for  its  development  upon  the 
presence  of  some  specific  organism  the  exact  nature  of  which  is  still  obscure, 
although  McLaughlin  and  Graham  believe  that  they  have  succeeded  in 
isolating  it  The  disease  is  characterized  by  two  febrile  attacks  with  severe 
pains  in  the  muscles  and  joints.  Because  of  these  latter  symptoms  it  is 
often  called  '*  breakbone  fever,"  and  from  the  peculiar  gait  caused  by  this 
condition  "dandy  fever."  A  large  number  of  other  popular  names  have 
been  given  it,  such  as  "three-day  fever,"  "bouquet  fever,"  or  sometimes,  as 
a  corruption  of  the  last  name,  "bucket  fever." 

History  and  Distribntion. — The  earliest  accurate  description  of  dengue 
that  we  possess  is  that  of  Brylon,  who  described  the  outbreak  of  1779;  later 
the  celebrated  epidemic  in  Philadelphia,  in  1780,  was  described  by  Rush. 
Since  then  it  has  occurred  in  a  considerable  number  of  epidemics  in  various 
parts  of  the  world,  such  as  Bataxna,  Spain,  India,  Bermuda,  Brazil,  the 
West  Indies,  and  in  various  parts  of  the  Southern  United  States.  Within 
twenty  years  it  has  also  visited  Turkey,  Greece,  Fiji,  and  Tripoli.  It  is, 
however,  distinctly  a  disease  of  warm  climates,  and,  so  far  as  I  know,  has 
never  been  met  with  north  of  Philadelphia.  The  disease  spreads  from 
point  to  point  along  lines  of  travel,  being  carried  by  infected  individuals 
and  perhaps  by  clothing. 

A  peculiarity  of  dengue  is  the  rapidity  of  its  spread  and  the  few  people 
in  a  community  who  escape  its  attack.  In  this  respect  it  surpasses  epidemic 
influenza.  No  age  sex,  or  race  escapes,  and  in  an  incredibly  short  time 
after  the  first  case  is  seen  a  multitude  may  be  down  with  it.  As  Manson 
well  says,  it  "bursts"  upon  a  place.  The  spread  of  an  epidemic  is  always 
arrested  by  the  appearance  of  cold  weatlier.  High  altitudes  arc  also  unfav- 
orable to  its  spread. 

Pathology  and  Mode  of  Propagation  of  Dengue. — H.  Graham,  of  Beyrouth, 
has  observed  in  the  blood  of  dengue  patients  an  unpigmented,  oval-shaped 
protozoon,  having  amoeboid  movements,  and  frequently  showing  a  sharply 
pointed  extremity  such  as  is  seen  in  the  parasite  of  the  so-called  Texas 
fever.  This  parasite  is  of  lighter  color  than  the  red  blood  corpuscles  in 
which  it  constantly  changes  its  position.  Dr.  Graham  also  conducted 
experiments  for  the  purpose  of  determining  whether  the  disease  is  propa- 
gated by  mosquitoes,  as  a  result  of  which  he  came  to  the  conclusion  that 
the  Culex  fasticfans  carries  the  parasite  from  the  sick  to  the  welK 
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In  several  instances  Graham  placed  persons  suffering  from  dengue  in 
apurtments  in  which  all  mosquitoes  had  been  destroyed  by  chlorine  gas,  and 
aIlo\sed  healthy  Individuals  to  associate  with  the  sick.  In  no  case  of  this 
kind  was  the  disease  contracted.  In  addition  to  this  negative  evidence 
Graliani  offers  positive  evidence  wliich  he  obtained  by  allowing  mosquitoes 
which  liud  bitten  affectei!  persons  to  bite  two  healthy  individuals  who 
resided  in  a  district  where  no  cases  of  dengue  were  present.  Both  of  these 
men  developed  the  disease,  one  on  the  fourth  and  the  other  on  the  fifth  day 
after  they  were  bitten.  They  were  kept  under  mosquito  nettings  until  they 
ha<l  completely  recovered  and  the  infected  mosquitoes  were  all  killed.  No 
other  cases  of  tiengue  occurred  in  the  villuge  where  these  experiments  were 
made.  The  same  organism  which  was  found  in  the  blood  of  dengue  patients 
was  also  found  in  the  blood  and  the  stomach  of  Cidex  fastigans^  even  up 
to  the  fifth  day  after  the  insect  had  bitten  an  infected  indiviihial. 

The  organism  multiplies  by  sporulation  in  the  stomach  walls  and  vena- 
salivary  glands  of  the  mosquito.  Inoculation  of  a  human  subject  with  a 
solution  of  the  salivary  glands  of  an  infected  mosquito  produced,  on  the 
third  day,  a  chill  and  high  fever  followed  by  a  typical  attack  of  dengue. 
As  yet  Graham's  observations  have  not  been  confirmed. 

Symptoms.— Dengue  is  characterized  by  a  train  of  symptoms  which  is 
quite  remarkable.  In  the  first  place,  the  fruddennetss  of  its  ontici  is  note- 
worthy. A  patient  may  be  in  perfect  health  at  one  hour  and  sick  in  bed 
with  well -developed  s>Tnptoms  the  next.  In  any  event  the  oni^ri  is  stiddat, 
and  sometimes  it  is  ushered  in  by  a  chill  or  by  pains  in  the  limbs.  Fever 
rapidly  develops  and  may  reach  as  high  as  106°  or  107*^,  but  usually  the 
acme  is  108°  to  105°.  There  is  inievftc  headache  and  the  pains  in  the  limbs 
are  so  excruciating  that  the  term  "breaklwne  fever"  is  well  applied.  The 
discomfort  of  the  patient  is  increased  by  the  pain  caused  by  moving  the 
bo<ly.  The  tongue  ix  uswdbj  heavily  rotded^  and  nausea  and  vomiting 
may  be  distressing  symptoms. 

With  the  onset  of  the  fever  there  develops  a  rash  which  is  of  the  nature 
of  erfjthenm.  In  from  one  to  tliree  days,  usually  two  diiys^  the  fever 
sutlrlenly  emh  by  crisis  and  simtdtaiieously  the  patient  not  only  sweats 
freely,  but  also  has  free  diurrsist  diarrhmiy  and  noac-blerd.  This  nose- 
bleed, by  relieving  the  cerebral  congestion,  greatly  decreases  the  headache, 
and  the  rash  rapidly  fades. 

In  other  instances  the  fever  gradually  falls  by  \y^\s,  but  this  is  less 
common  than  crisis.  The  fever  having  fallen  to  normal  the  patient,  still 
feeling  weak,  is  able  to  be  about,  although  he  suiTers  from  twinges  of  pain 
in  the  joints  and  muscles,  which  impress  upon  his  mind  the  fact  that  he  is 
as  yet  ill.  .\fter  a  remission  of  several  <]ays,  usually  from  two  ti>  four,  the 
fever  rcl urns  with  some  violence,  but  it  is  rarely  as  severe  as  in  the  primary 
paroxysm,  and  it  usually  lasts  only  a  few  hours.  With  the  appearance  of 
this  secondary  fever  a  roseolous  rash  ilevelops,  and  with  its  development 
the  patient  may  have  a  return  of  his  l>one  and  joint  pains  to  a  very  severe 
degree.  Although  the  fever  soon  disappears  the  ra^h  lusts  for  several  days 
and  may  end  in  a  slight  desquamation.  Taking  it  all  in  all,  the  secondary 
attack  is  usually  much  milder  than  the  first. 
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The  rash  of  the  second  attack  is  rosedous,  and  is  peculiar  in  that  it  is 
usually  first  seen  on  tlie  hands.  l>oth  tlie  pahiiar  and  extensor  surfaces, 
and  thence  rapidly  spreads  to  the  entire  hotly.  The  spots  are  as  lar^e  as  a 
pea,  circular  in  appearance,  dusky  red,  and  perhaps  elevated.  As  the  dis- 
ease progresses  they  may  coalesce,  leaving  patches  of  healtiiy  skin  between. 
This  rash  is  more  apt  to  be  profuse  and  to  coalesce  around  the  joints  thiui 
elsewhere.  The  roseola  fades  as  it  hegifiS,  first  on  the  hands,  then  on  the 
arms  and  b<Kly.  antl  lastly  on  the  legs.  The  desqunwation  may  last  for 
weeks,  but  it  is  so  fine  that  it  noay  be  overlooked.  The  skin  never  peels 
a.s  after  scarlet  fever.  In  some  Instances  the  patient  passes  on  to  rapid 
convalescence  after  the  terminal  or  roseolous  rash  fades,  !>ut  in  otliers  he 
remains  miserable  for  a  long  time  from  wandering  pains  in  hts  joints  or  in 
the  soles  of  his  feet.  The  muscles  are  sore  on  pressure  and  stiff  on  moving 
after  a  long  rest,  and  debility  may  be  persistent.  In  some  instances  insomnia 
or  funinculosis  delays  complete  recovery. 

In  certain  epidemics  there  is  sufficient  degree  of  swelling  and  redness 
alx)ut  tlie  joints  to  suggest  the  presence  of  acute  rheumatism, 

Rtlnjises  of  dengue  occur  not  infrerjuently. 

Dia^osis. — Dengue  may  l^e  separated  from  rothein,  wliich  it  resembles 
during  the  perifnl  uf  lis  secondary  rash  1»}'  the  lymjiliatic  swellings  of  the 
lutter  disease.  The  ditTerentiation  is  also  acconi[)lislicd  by  the  sudden  severe 
onset  and  the  pain  in  the  joints.  It  is  distinguished  from  scarlet  fever  by 
the  lack  of  sore  throat  anrl  the  peculiar  scarlet  hue  of  that  disease,  and  from 
syphilitic  roseola  by  the  absence  of  a  history  of  venereal  infection,  and  the 
fact  that  associate<l  symptoms  of  the  early  secondary  stage  of  syphilis  are 
absent.  On  tiie  other  hand,  it  is  to  be  recalled  that  many  sy[)hilitics,  with  the 
onset  of  the  roseola  of  tliat  disease,  suffer  from  a  chill  and  general  wretch- 
eilness  with  pains  in  the  bones.  Influenza  is  separate<J  by  the  ab.sence  of 
catarrhal  symptoms  and  by  the  presence  of  tlie  rash  in  <lengue.  Acute 
articular  rheumatism  and  malarial  infection  are  two  other  diseases  which 
must  be  borne  in  mind  when  the  diagnosis  of  an  individual  case  is  in 
question. 

Prognosis. — The  prognosis  in  a  case  of  dengue  is  always  favorable  if  the 
patient,  prior  to  the  attack,  is  in  good  health,  and  not  debilitated  by  some 
other  malady  or  old  age.  Death  may  he  said  not  to  lie  known  as  a  result 
of  this  malady  in  ordinarily  healthy  persons.  Convalescence,  after  a  severe 
attack,  is,  however,  very  often  quite  slow,  and  if  the  patient  is  living  in  a 
hot  climate  recovery  may  not  be  complete  until  a  change  of  residence  is 
niuile. 

AVhen  dengue  attacks  the  aged  and  feeble,  or  verj-  young  childi*en,  it 
aometimes  indirectly  causes  severe  illness  and  death  by  predisposing  the 
patient  to  other  infections  so  that  there  develo[)S  a  severe  bronchitis  or 
.bronchopneumonia,  or  some  other  evidence  of  acute  infection.  In  such 
Cases  the  prognosis  depends  chiefly  upon  the  character  of  the  secondarA' 
ailment. 

^eatment. — In  discussing  the  treatment  of  this  disease  it  is  to  be  recalled 
lluit  it  presents  very  different  degrees  of  severity  in  different  cases.  In 
many  persons  the  symptoms  are  so  mih!  that  the  patient  seems  scarcely 
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at  all  ill,  and  in  others  the  manifestations  are  so  severe  that  convulsions 
and  unconsciousness  may  be  present.  In  the  mild  cases  no  drugs  are  neede<l, 
but  in  the  severe  cases  active  treatment  may  be  essential.  In  general  terms 
it  may  be  stated  that  the  treatment  of  the  patient  suffering  from  dengue 
consists  in  absolute  rest  in  berl  from  the  earliest  stage  of  onset  till  the  con- 
clusion of  the  second  stage  of  fever.  Indeed,  the  longer  he  will  consent  to 
rest  in  bed  after  the  fever  develops,  the  more  rapidly  will  complete  convales- 
cence be  established. 

So  far  as  drugs  are  concerned,  there  are  no  specifics  for  this  disease, 
which,  if  permitted,  will  usually  run  its  own  self-limited  course  to  recovery. 
When  the  pains  are  intolerable  they  may  be  controlled  by  moderate  doses 
of  morphine  given  hypo*lermically  or  by  the  use  of  acetanilid  or  phenacetin. 
A  gentle  antipyretic  and  saJative  mixture,  containing  5  grains  of  potassium 
citrate  and  30  minims  of  sweet  spirit  of  nitre  in  a  dessertspoonful  of  water, 
is  useful  to  keep  the  kidneys  active.  An  ice-bag  may  be  applied  to  the  head 
to  relieve  the  cephalalgia,  and  if  the  face  is  very  much  flushe<J  and  the  head 
throbs  a  hot  foot-bath  is  advisable.  Sometimes  a  hot  bath  is  useful  to 
develop  the  rash  and  relieve  the  pains  in  the  butly  and  limbs.  In  these  casea 
the  salicylates  may  also  be  used  for  the  same  purposes,  20  grains  of  sodium 
or  strofitittrn  salicylate,  or  of  aspirin,  being  given  every  three  or  four  hours. 

When  tfie  circulation  is  strong  and  full  McLaughlin  asserts  that  large 
doses  of  tincture  of  gelsemium  serve  to  i[niet  the  excited  puLse  and  to 
relieve  the  neuromuscular  pains.  The  dose  he  recommends,  namely,  20 
to  30  minims  every  three  or  four  hours,  seems  to  the  writer  much  too  large 
and  capable  of  causing  serious  ilcpressions ;  but  as  McLaughlin  has  had 
large  experience  with  the  disease,  his  \iews  demand  respectful  attention. 
The  fever  is  rarely  sufficiently  high  or  prolonge<l  to  require  treatment. 
Should  it  require  attention  tepid  spongings  are  usually  sufficient  to  control  it 
within  safe  limits;  but  should  it  reach  as  high  as  105*^  or  more,  then  it  must 
be  reduced  by  cold  spongings,  or  even  by  the  use  of  the  cold  bath ,  with  active 
frictions.  Shoulil  nervous  symptoms  be  very  manifest  and  convulsions  be 
threatened,  chloral  sliouU!  be  given  in  the  dose  of  5  grains  by  the  mouth,  or 
10  grains  by  the  rectiini,  if  the  patient  is  a  cliild,  and  bromide  of  soflium  useti 
to  aid  it  in  its  sedative  action. 

The  patient  should  be  urged  to  drink  freely,  if  his  stomach  will  retain 
liquids,  in  order  to  keep  his  kidneys  active  in  eliminating  tlie  poisons  of  the 
disease.  When  the  stomach  is  not  retentive  a  pint  of  cold  water  may  be 
given  by  the  rectum  every  eight  hours.  Should  diarrhnea  be  troublesome 
it  can  be  best  controlled  by  giving  castor  oil  lo  cleanse  the  bowels,  and 
following  it  by  opium. 

CEREBROSPINAL  FEVER. 

Definition. — Cerebrospinal  fever,  sometimes  called  "  cerebrospinal  menin- 
gitis," '*  spotted  fever,"  or  *'  petechial  fever,"  is  an  acute,  often  malignant, 
infectious,  but  ran'ly  contagious  disease,  due  to  the  diplococcus  of  Weich- 
selbaum,  which  is  sometimes  called  the  meningococcus  or  the  Diplococcus 
intracellidaris  meningitidis.     It  is  characterized  by  a  rapi<!  course,  rigidity 
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of  the  neck,  retraction  of  the  head  and  the  formation  of  inflammatory  exu- 
dates under  the  membranes  which  cover  the  brain  and  spinal  cord. 
It  is  to  be  clearly  understood  that  a  number  of  pathogenic  micro-organisms 
are  capable  of  producing  inflammation  of  the  pia  arachnoid,  and  conse- 
quently all  the  symptoms  of  true  epidemic  cerebrospinal  meningitis.  Such 
cases  are  not  instances  of  this  disease,  but  rather  are  to  be  considered  as 
sporadic  cases  of  meningeal  infection.  Indeed,  it  is  a  noteworthy  fact 
that  the  sporadic  cases  of  cerebrospinal  meningitis  which  are  due  to  the 
pneumococcus,  are  prone  to  be  more  virulent  than  those  due  to  the  specific 
organism  just  named.  While  the  epidemic  form  has  been  proved  to  be 
always  due  to  the  Diplococcus  iniracelltdaris  meningitidis,  it  is  not  cor- 
rect to  call  all  cases  of  cerebrospinal  meningitis  instances  of  cerebro- 
spinal fever. 

History. — No  definite  description  of  this  disease  is  to  be  found  in  medical 
literature  prior  to  the  nineteenth  century.  In  1805  the  first  case  was  described 
by  Vieusseux,  in  Geneva,  Switzerland,  where  several  deaths  took  place 
from  the  disease.  In  America  it  first  appeared  in  Medfield,  Massachusetts, 
in  1806.  During  the  next  ten  years  the  malady  broke  out  in  different  parts  of 
Europe  and  America,  but  disappeared  after  1816  till  1822,  when  it  reap- 
peared in  France.  In  1828  it  broke  out  in  Ohio.  It  was  not,  however,  till 
1839  that  it  became  sufficiently  prevalent  in  any  one  place  to  cause  a  very 
laige  number  of  deaths.  In  that  year,  at  Versailles,  it  ravaged  the  town 
and  garrison  and  produced  a  mortality  of  nearly  75  per  cent.  Scattered 
epidemics  have  since  occurred  in  the  United  States  at  intervals  of  every 
few  years,  and  it  is  constantly  present  in  scattered  cases  in  the  central 
part  of  the  State  of  New  York.  (ELsner.)  A  noteworthy  point  in  con- 
nection with  the  disease  is  the  fact  that  it  suddenly  appears  simultaneously 
in  widely  separated  areas,  and  without  any  dependence  upon  lines  of 
travel.  Thus  during  a  recent  period  of  twelve  months  many  cases  occurred 
in  New  York,  but  none  in  Philadelphia,  which  is  only  ninety  miles  away. 
Certain  atmospheric  influences  may  make  this  possible,  but  its  cause  is 
not  definitely  understood. 

Stiology. — There  can  be  no  doubt  that  cerebrospinal  fever  is  due  to 
the  diplococcus  already  named,  but  the  same  anatomical  conditions  and 
a  similar  clinical  picture  may  be  produced  by  other  bacteria,  for  example, 
the  pneumococcus  and  other  pyogenic  cocci.  In  cases  of  cerebrospinal 
meningitis  which  have  appeared  sporadically  and  presented  all  the  signs 
of  the  epidemic  disease  the  streptococcus,  the  staphylococcus  pyogenes, 
the  pneumococcus,  the  gonococcus(?),  and  even  the  bacilli  of  influenza 
and  typhoid  fever  have  been  found  as  apparently  the  only  cause  of  the 
affection.  A  similar  acute  serofibrinous  meningitis  may  accompany  pyoemia 
or  septiccemia,  or  may  be  due  to  injury,  with  infection  or  extension  of  infec- 
tive processes  from  the  frontal,  ethmoidal,  sphenoidal,  or  mastoid  sinuses, 
middle  or  internal  ear,  or  other  parts  of  the  envelope  of  the  brain  and 
cord.  Such  forms  of  meningitis  are  often  called  consecutive,  incidental,  or 
secondary,  and  are  to  be  distinguished  from  the  epidemic  malady. 

Infection  probably  takes  place  through  the  respiratory  passages,  partic- 
ularly in  the  nose. 
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Climatic  conditions  unrloubtedly  exercise  some  influences,  for  the  disease 
confines  itself  almost  entirely  to  the  colder  parts  of  the  temperate  zone,  but 
this  is  not  to  l>e  tjiken  jis  irulit^ating  that  it  is  a  disease  of  t!ie  winter  months. 
On  the  contrary,  it  appears  about  equally  frequently  in  winter  and  summer. 
While  it  is  true  that  uidieullhy  surroundings  favor  all  diseases,  it  is  also  true 
that  they  do  not  seem  to  greatly  iuHucnce  this  malady,  for  it  occurs  on  high 
and  on  low  land,  when  it  is  <iry  and  when  it  is  wet,  on  hill  and  in  inarsli, 
with  equal  frequency.  As  Stills  says,  "It  has  passed  by  large  cities  reeking 
with  all  the  corruptions  of  a  soil  saturated  with  ordure  and  populations 
begrimed  with  filth,  to  devastate  clean  aiui  salubrious  villages  and  the 
families  of  substantial  farmers  inhabiting  isolated  sp<jt.s.'' 

The  disease  affects  children  and  young  adults  far  more  frequently  than 
persons  in  advanced  life.  It  is  slightly  contagious,  but  cases  of  uhdouhted 
traasfwMtcc  from  one  patient  to  another  occur.  Thi*  occurrence  of  the 
malady  in  a  number  of  persons  living  in  the  same  district  Is  usually  due  to 
the  fart  that  they  have  all  been  exposed  to  tlie  same  cause. 

Prevention. — We  know  of  no  method  of  preventing  epidemic  cerebro- 
spinal meningitis,  but  physicians  and  others  who  are  attending  cases, 
should  wash  the  nasal  mucous  rnenibraTu*  with  uorrn;d  salt  sohttitm  to  aid 
iu  |>reventing  infocti<HK     ('ases  shriiilcl  he  isolated. 

Frequency.^Frora  what  has  alrcatly  beeu  said,  it  is  evident  that  this  dis- 
ease is  met  in  epidemic  form,  but  is  cuujparatively  rare.  Many  practitioners 
never  meet  with  a  single  or  sporadic  case  in  a  long  career;  whereas,  others 
may  be  so  unfortiuuite  as  to  meet  several  outbreaks. 

Pathology  and  Morbid  Anatomy. — In  fulminating  cases  death  may  occur 
before  the  meningeal  exuchito  forms;  in  these  the  meninges  may  exhibit  no 
exudate »  showing  only  intense  hyj>eraMniu  and  tedema,  but  the  membranes 
ami  cerebrospinal  fluid  are  usually  rich  iu  the  sf>ecific  organism.  Death 
iu  such  cases  seems  to  depend  on  the  toxic  action  of  the  serous  bacteria- 
laden  exudate. 

The  characteristic  lesion  of  this  disease  is  an  acute  inflammatory  exiidate 
of  the  pia-arachnoid  enveloping  tlie  brain  and  spinal  cord.  These  mem- 
branes become  itdiltratetl,  and  the  surface  appears  to  be  covered  by  a  w*hite 
or  creamy-wln'te  exudate,  which  is  most  conspicuous  in  the  sulci.  The  ven- 
tricles may  contain  a  clouily,  opaque,  or  even  distinctly  purulent  fluid.  The 
inflammatory  exudate  is  most  copious  at  the  base  of  the  brain  and  on  the 
dorsal  surface  of  tlie  spiiud  cord,  particidarly  in  the  lower  thoracic  and 
lumbar  regions.  ^Vheu  the  disease  affects  chiklreu  the  lateral  ventricles  are 
often  fount]  at  autopsy  to  be  distentled  with  purulent  fluid,  but  in  adults  tliis 
condition  is  not  likely  to  l>e  marked.  In  the  early  stages  of  the  disease  the 
diplococcus  is  found  in  large  numbers  in  the  leukocytes  contaIne<l  in  the 
exudates,  but  when  death  occurs  late  in  the  course  of  the  malady  the  germ 
may  be  demonstrated  with  difficulty,  if  at  all. 

In  addition  to  the  lesions  in  the  meninges  the  nerves  and  ganglia  exposed 
to  the  toxic  action  of  the  exudate  undergo  inflammatory  and  degenerative 
changes.  The  involvement  of  the^e  nerves  may  leave  irreparable  damage, 
manifested  by  blindness,  deafness,  or  other  phenomeini  dependent  upon  the 
structures  involved.    Secondary  alterations  in  other  parts  of  the  body  may 
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be  present.  Tliese  are  due  to  the  toxins  of  the  disease  or  to  the  presence 
of  the  micro-organisms  in  the  a(fecte<l  areas.  Thus,  we  6nd  petechlm  in 
the  skin  and  mucous  niemhranes  and  somewhat  similar  punctate  extrava- 
sations of  the  blood  in  theendocurtliura.  Not  rarely  multiple  abscesses  are 
found  scattered  through  the  Iji^dy  and  multiple  suppurative  arthritis  maybe 
present.  Hyaline  and  granular  degeneration  of  the  voluntary  muscles  is 
also  demonstrable,  and  the  heart  muscle,  kidneys,  and  liver  may  manifest 
necrotic,  degenerative,  or  inflamniatory  changes.  Occasionally  there  is 
found,  associated  with  tliemeningitis»  croupous  pueumonia,  ulcerative  endo- 
carditis, and  otitis  media.  These  pathological  conditions  are  characteristic 
of  the  severe  forms  of  the  disease. 

In  some  cases  the  lesions  are  much  more  moderate  in  that  hypcrEcmla,  or 
intense  congestion,  of  the  pia  mater  only  is  seen,  although  the  sulci  between 
the  convohitions  of  the  brain  tnay  contain  fibrin  or  pus. 

Incubation. — The  period  of  incubation  is  from  one  to  four  days. 

Symptoms. — The  symptoms  uf  epidemic  cerebrospinal  meningitis  may  be 
grouped  into  five  classes — viz.,  the  moderate,  the  malignant,  the  intermit- 
tent, the  typlioid,  and  the  chronic  form. 

In  the  tnoilerutc  form,  after  an  unknown  period  of  incubation,  the  patient 
jffers  from  a  sudden  chill,  which  may  be  precpde<I  i>y  headache  and  dizzi- 
ess.  The  headache  rapidly  becomes  very  severe  and  is  accompanied  by 
severe  pain  in  the  back  and  down  the  back  of  the  tliighs,  the  muscles  of 
which  are  often  tense  or  fixe<l.  The  fever  which  follows  the  chill  is  usually 
moderate,  rarely  exceeding  102°,  and  it  presents  no  characteristic  curves. 
On  the  contrary,  it  is  exceedingly  irregular  and  does  not  show  any  con- 
stant morning  and  evening  variations.  Very  rarely  hyperpyrexia  may 
develop. 

As  the  dist»ase  develops  the  tenseness  of  the  muscles  of  the  legs  extends 
to  those  of  the  back,  neck,  and  arms,  and,  finally,  they  may  become  almost 
ripd,  and  contracted  to  such  a  degree  tiiat  the  patient  develops  opisthotonos. 
I'he  aFwJomcn  is  rigid  and  scaphoid.  Not  rai'ely  spasmodic  movements 
of  the  muscles  of  the  face  develop  as  the  result  of  irritation  of  the  roots 
of  the  cranial  nerves,  and  by  reason  of  this  sanre  cause  fifrabmnu,t^  fto^is, 
nmfturosifi,  and  diplopia  may  be  present,  'i'hc  conjumtiva*  are  usually 
rcxldenwl. 

Delirium  is  a  very  frequent  symptom,  and  is  sometimes  so  severe  as  to  be 
maniacal.    From  this  state  the  patient  may  pass  into  coma. 

Tlie  jrulse  and  respiration  are  not  greatly  affected,  except  that  as  the  disease 
progresses  they  may  become  feeble.  Toward  the  end  of  the  attack »  if  it  be 
fatal  in  its  nature,  Chcyne-Stokes  breathing  may  develop  and  the  pulse 
become  rapid  and  small. 

An  eruption  develops  on  the  skin  in  about  one-half  of  the  cases.  When 
it  appears  about  the  mouth  it  is  herpetic,  but  on  other  parts  of  the  body  it  is 
sually  petechial,  although  herpes  of  the  skin  of  the  trunk  and  about  the 
cnitals  may  appear.  At  times  a  general  erj'thema  may  be  present  or  in  its 
place  an  urticaria  is  developed. 

The  presence  of  arthritis  has  already  been  referred  to.  It  appears  in 
about  2t)  per  cent,  of  the  cases,  and.  as  it  is  septic  in  nature,  it  may  cause 
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serious  changes  in  the  joints  and  result  in  permanent  deformity  if  the 
patient  survives. 

The  blood  shows  no  marked  changes,  save  that  the  inflammation  of  the 
meninges  results  in  a  leukocytosis  of  the  polymorphonuclear  cells. 

As  an  almost  constant  symptom,  mention  should  be  made  of  '*  Kcrnig's 
sign/*  which  consists  in  the  fact  that  in  infhuiimatory  precedes  in  the  mem- 
branes of  the  corti  it  is  not  possible  to  extend  the  leg  on  the  thigh  when  the 
thigh  is  at  right  angles  to  the  plane  of  the  body.  Rarely  this  sign  is 
unilateral  (Fig.  29). 

In  the  malignani  type  of  the  disease  the  onset  is  remarkably  sudden.  The 
patient  is  seized  by  a  chill,  followed  by  headache,  unconsciousness,  and 
death.  Convulsions  occtir  mun-  commonly  in  ciiildrrn  tlian  in  a«hilt-s. 
The  fever  may  be  absent,  the  pulse  slow,  the  breathing  labored,  the  urine 
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greatly  decreased  in  amount  and  loaded  with  albumin,  and  the  stupor  pro- 
found. The  patient  in  such  an  instance  is  probably  overwhelmed  by 
toxflemia,  so  that  death  may  ensue  in  a  few  liours. 

In  the  inicrmittcni  /arw,  which  is  probably  due  to  the  Streptococcus  pyogene.^, 
or  Staphylococcus  pyoijme.^  alone,  or  to  association  of  those  organisms  with 
the  specific  coccus  of  Weichselbaum,  the  fever  intermits,  as  in  malarial  fever, 
but  the  intermittence  is  irregular,  as  in  sepsis,  and  is  not  distincdy  periodic, 
as  in  malaria.  The  typhoid  form  is  characterized  by  symptoms  of  apathy, 
feebleness,  and  abdominal  disorders. 

The  chronic  farm  consists  in  the  prolongation  of  the  ordinan.'  i}']^,  with 
special  symptoms,  such  as  heailache,  pains  in  the  nenes,  vomiting,  and 
progressive  emaciation,  with  secondary  arthritic  changes  and  increasing 
inability  to  move  the  limbs.    Here,  again,  it  is  probable  that  the  main- 
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tenance  of  the  illness  is  due  to  septic  organisms  rather  than  to  Weichsel- 
baum's  coccus. 

WTiile  for  the  sake  of  description  these  several  types  of  the  disease  have 
been  named,  it  is,  of  course,  true  that  it  may  manifest  various  degrees  of 
severity  in  the  same  case  at  different  periods.  Some  cases  which  seem  quite 
severe  at  the  onset  gradually  ameliorate  and  pass  into  the  chronic  or  sub- 
acute form.  The  fact  that  the  malady  presents  widely  different  types  is  well 
illustrated  by  the  seemingly  exaggerated,  but  nevertheless  correct,  state- 
ment of  Hirsch  that  the  duration  of  epidemic  cerebrospinal  meningitis  may 
be  between  several  hours  and  several  months.  N.  S.  Davis  has  stated 
that  its  duration  in  his  experience  varied  from  twenty-four  hours  to  twenty- 
eight  days.     I  have  seen  death  occur  in  eighteen  hours. 

Complications  and  Sequels. — The  corapUcations  and  sequelae  of  epidemic 
cerebrospinal  meningitis  are  very  numerous.  During  the  attack  croupous 
pneumonia  not  only  often  develops  and  aids  materially  in  producing  a  fatal 
issue,  but  acute  pleurisy  also  is  not  uncommon.  So,  too,  inflammation  of  other 
serous  membranes,  such  as  the  pericardium  and  the  endocardium  and  the 
synovial  membranes,  is  often  met  with,  because  the  coccus  has  an  affinity 
for  these  membranes  in  all  parts  of  the  body.  In  the  nervous  system  the 
most  common  sequelae  are  blindness  or  impaired  vision  due  to  optic  nerve 
atrophy,  ptosis  due  to  oculomotor  paralysis  following  neuritis  or  to  changes 
arising  from  the  inflammatory  exudate  at  the  point  where  the  nerves  leave 
the  membranes,  and  deafness  arising  from  the  effects  of  the  acute  inflam- 
mation or  infection  upon  the  auditory  nerves.  Sometimes  the  deafness  arises 
from  an  otitis  media  due  to  the  specific  coccus.  Aside  from  chronic  naso- 
pharyngeal disease  and  scarlet  fever,  this  disease  is  responsible  for  deafness 
in  larger  proportion  of  cases  than  any  other  malady. 

Diagnosis. — While  it  is  true  that  in  a  majority  of  cases  the  diagnosis  of 
this  disease  is  readily  made,  it  is  also  a  fact  that  many  other  diseases  may 
produce  symptoms  which  so  nearly  resemble  those  of  epidemic  cerebro- 
spinal meningitis  that  it  may  be  absolutely  impossible  to  make  a  differentia- 
tion. In  the  first  place,  it  must  not  be  forgotten  that  cerebrospinal  menin- 
gitis is,  as  its  name  implies,  an  inflammation  of  the  cerebrospinal  mem- 
branes, and  this  change  may  be  produced  by  a  host  of  causes,  none  of  which 
have  any  true  relationship  with  the  true  epidemic  form  of  the  disease.  As 
already  pointed  out  in  this  article,  and  in  that  on  typhoid  fever,  the  bacillus 
of  Eberth  may  cause  a  train  of  symptoms  and  morbid  changes  which  is 
identical  with  that  due  to  the  diplococcus  of  Weichselbaum,  yet  such  a  case 
would  not  l>e  one  of  epidemic  cerebrospinal  meningitis.  It  is  evident, 
therefore,  that  cases  of  retraction  of  the  head,  rigidity  of  the  limbs,  and 
twitchings  of  the  face  should  not  be  called  true  cerebrospinal  fever  unless 
the  specific  diplococcus  can  be  demonstrated,  or  unless  the  disease  can  be 
found  to  be  present  in  other  patients  in  the  vicinity.  In  the  midst  of  an  epi- 
demic of  typhoid  fever  the  development  of  cerebrospinal  symptoms  should 
be  credited  to  this  infection  rather  than  to  the  specific  fever  now  under  discus- 
sion. If  any  doubt  exists  as  to  the  true  nature  of  the  affection,  it  should  not 
be  forgotten  that  herpes  is  very  rare  in  typhoid  fever  and  in  typhus  fever, 
but  is  common  in  true  cerebrospinal  fever.     Both  these  fevers  run  a  course 
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which  is  marked  by  a  natural  limit;  whereas,  epidemic  cerebrospinal  men- 
ingitis does  not  begin  to  decline  after  the  lapse  of  a  definite  course^  but  is 
exceedingly  irregular  in  its  duration. 

Croupous  pneumonia  is  the  infection,  above  all  others,  which  is  capable 
of  misleading  the  physician  in  his  diagnosis  of  cerebrospinal  fever.  It  has 
already  been  stated  that  pneuraococcus  is  often  found  to  be  the  cause  of 
inflammation  of  the  meninges,  and  in  children  in  particular  the  cerebro- 
spinal symptoms  may  be  so  well  developed  that  unless  the  physician 
examines  the  lungs  very  carefully,  he  may  diagnosticate  cerebrospinal 
meningitis  when  in  reality  the  true  cause  lies  In  the  lung.  It  would  seem 
that  two  ty[>es  of  cerebrospinal  s}^nptoras  develop  in  pneumonia,  namely, 
those  due  to  the  secondary  meningeal  infection  with  the  pneumococcus  and 
those  in  which  there  is  no  true  infection,  but  simply  irritation  produced  by 
the  toxaemia  of  the  pneumonia. 
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A,  spWM  between  tho  third  and  fourth  lumbar  veri«brw  which  c&n  be  used  for  punctaxe ;  or  B,  tJie 
■pace  tivtweuD  the  fourtb  stHi  fifth  iunihar  vertebne. 

Tuberculous  meningitis  is  practically  never  so  sudden  in  onset  as  is  the  true 
epidemic  form,  and  careful  physical  examination  of  the  patient  will  usually 
reveal  a  primary  tuberculous  focus  if  meningeal  tubercles  are  present. 
When  the  inflammation  is  tul>erculous  tlie  leukocjie  count  is  not  materi-» 
ally    increased,  whereas,  in  the  specific  type  it  may  vary  from    9000  to 

When  cerebrospinal  symptoms  develop  in  the  presence  of  an  epidemic  of 
influenza,  the  differentiation  between  true  cerebrospinal  meningitis  and  that 
due  to  influenza  may  be  Impossible,  although  the  fact  tliat  the  case  is  single 
points  to  the  influenza  bacillus  as  the  true  cause  rather  than  that  the 
attack  is  a  sporatlic  case  of  the  disease  now  under  discussion.  The  cerebro- 
spinal symptoms  of  influenza  are  rarely  so  severe  or  so  persistent  as  those 
due  to  epidemic  cerebrospinal  fever. 

The  greatest  aid  that  we  have  in  differential  diagnosis  is  by  means  of 
lumbar  puncture.    This  operatiou  consists  in  inserting  a  large  hollow  needle 
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between  the  third  and  fourth  or  fourth  and  fifth  lumbar  vertebrfp,  a  little  to 
the  side  of  the  median  line  and  just  below  the  spinous  process.  Tlie  needle 
as  it  enters  should  be  directed  upward  and  inward.  In  children  the  fluid  is 
reached  when  the  needle  is  inserted  about  2  cm.,  and  in  adults  when  it  has 
reached  the  depth  of  from  4  to  0  cm.  As  soon  as  the  membrane  containing 
tlie  fluid  is  punctured  it  Hows  from  the  needle  in  drops,  which  should  be 
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Insroduccion  at  iic«Ulf  l^ciwei-n  fhcliMttwu  Uiniter  vviiobrw.    Tbe  syrtnKc  is  lifted  (U  a  conventent 
handle  Tor  the  neetlk.  mid  in  uiimtcwchI  after  the  puncture  in  madi;. 

caught  in  a  sterile  test-tube  in  such  a  way  that  the  fluid  does  not  run  down 
its  side.  If  the  infection  is  thie  to  the  specific  or^aiiLsrn,  the  pR\ssure  is  greatly 
incrcaMHl.  so  that  the  fluid  may  cscu[H' with  u  .spurt.  This  fluiil  is  clear  if 
lul>erculous  meningitis  is  present,  but  cloudy  if  \\\v  diplococcusof  Weichsel- 
haum  is  the  c^use  of  the  illness.  Under  these  circumstances,  too,  the  faint 
trace  of  albumin  found  in  the  normal  fluid  is  very  distinctly  increased. 
The  careful  staining  of  a  single  specimen  or  a  more  exhaustive  bacterio- 
logical examination  may  reveal  the  presence  of  the  diplococcus. 
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Demonstration  of  the  meningococcus  in  the  nasal  mucus  is  an  important 
a<ldition  to  other  signs,  but  a  number  of  observers,  and  more  recently  Lord, 
have  shown  that  meningitis  may  occur  without  the  specific  coccus  being 
present  in  the  nose,  and  also  tliat  a  meningococcus  rhinitis  neither  preceded 
nor  fnlloweil  by  meningitis  is  not  of  extvplioiial  occurrence. 

Prognosis. — The  prognosis  of  true  ej)idemic  cerebrospinal  meningitis  is 
always  grave,  but  its  rate  of  mortality  varies  in  wide  limits,  namely,  from 
20  to  75  per  cent.  In  children  under  two  it  is  almost  always  fatal,  and  before 
puberty  its  mortality  is  very  high.  The  most  violent  cases  usually  meet 
death  by  the  fifth  day,  but  It  Is  not  to  he  forgotten  that  many  others  reach  the 
fourteenth  day  Ijefore  death  occurs.  Then,  again,  it  sometimes  happens 
that  after  several  days  of  severe  symptoms  the  general  aspect  of  the  case 
improves,  but  the  favorable  signs  only  persist  for  a  few  hours  and  then 
the  symptoms  return  with  renewed  vigor.  Further  than  this,  patients  who 
seem  about  to  recover  not  rarely  sufl'er  from  a  relapse  which  may  prove 
fatal.  Koplik  asserts  that  tiie  character  of  the  spinal  fluid  is  of  great  prog- 
nostic value.  If  it  is  thick  and  purulent  the  outlook  is  bad;  but  if  it 
is  of  a  straw  color  and  clear  it  is  good. 

Treatment. — The  treatment  of  true  cerebrospinal  fever  is  not  very  satis- 
factory. We  know  of  no  remedies  which  exercise  any  true  curative  influence, 
and  all  the  physician  can  do  is  to  keep  the  patient  during  the  acute  stages  in 
a  quiet,  darkenetl  room,  and  give  bromides  in  sufficiently  large  doses  to  pre- 
vent convulsions  of  sufficient  violence  to  exhaust  tlic  patient.  Chloral  is  an 
even  more  powerful  and  useful  drug  for  this  purpose,  f)eing  given  in  the  dase 
for  an  adult  of  20  grains  by  the  month,  or  60  grains  by  the  rectum,  in  starch- 
water.  Unless  the  nervous  symptoms  are  very  severe,  it  is  a  great  mistake  to 
attempt  to  overcome  mixlerate  rigidity  or  twitchlngs  by  full  doses  of  nervous 
sedatives,  beciiusc  tliey  in  no  way  influence  the  progress  of  the  disease,  and 
simply  give  the  stomach  the  task  of  altsorption  and  the  kidneys  the  burden 
of  eliminati{)n.  The  idea  tliat  f|uin!ne  is  of  value  is  probably  erroneous. 
The  doses  usually  advise<l  are  too  small  to  act  in  any  way  as  specifics,  and 
if  large  doses  are  given  they  serve  to  distinctly  increase  congestion  of  the 
meninges  and  in  the  middle  ear.  Pain  is  to  Vjc  relieved,  if  excessive,  by  the  use 
of  morphine  in  adequate  doses,  as  much  as  ^  a  grain  being  used  if  neede<l. 
particularly  at  night,  to  give  rest  and  sleep.  The  morphine,  or  deodorized 
opium.  Iiad  better  be  given  by  the  mouth  when  this  mode  of  administration 
is  possibie,  as  hypodermic  injections  may  cause  ab.scesses. 

Cohl,  in  tfie  fi)rni  of  an  ice-bag,  may  l)e  iipplied  to  the  head  for  the  relief  of 
hea*lache.  Blisters  have  been  applied  to  the  nape  of  the  neck  in  the  hope 
of  influencing  the  effusion  at  the  base  of  the  brain,  but  they  are  of  little 
value.  It  has  l>een  claimed  by  some  practitioners  that  a  very  liberal  use 
of  antidi|)hthcrltie  serum  exercises  a  curative  infinence. 

Mention  has  already  been  mafle  of  lumbar  puncture  for  diagnostic  pur- 
poses. When  headache,  high  temperature,  rigors,  or  stupor  are  marked,  the 
relief  of  the  pressure  u|>on  the  brain  and  spinal  coni  by  this  means  may 
give  temporary  relief,  but  that  it  ai<ls  the  patient  permanently  is  very 
doubtfub    The  amount  of  fluid  witlidrawn  should  ecpial  40  to  50  c.c. 

Very  recently  .several  clinicians  have  reported  good  results  from  the  injec- 
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tion  into  the  cerebrospinal  fluid  of  an  antiseptic  substance.  The  method 
they  employ  is  as  follows:  after  withdrawing  about  50  c.c.  of  cerebrospinal 
fluid  by  lumbar  puncture  they  inject  an  equal  quantity  of  normal  salt  solu- 
tion (0.9  per  cent.)  through  the  same  needle  which  has  remained  in  situ 
after  the  withdrawal  of  the  fluid.  They  next  inject  into  the  spinal  cavity 
through  the  same  needle  about  10  c.c.  of  a  1  per  cent,  solution  of  lysol. 
After  this  is  done  the  needle  is  withdrawn.  It  is  claimed  for  this  plan 
that  it  causes  a  fall  of  the  fever,  which,  however,  returns  after  one  or  two 
days.  The  same  procedure  should  be  repeated  at  intervals  of  two  days 
until  the  cerebrospinal  fluid  when  withdrawn  is  limpid  and  clear. 

Relief  from  the  severe  pains  in  the  limbs  and  back  may  be  obtained  in 
some  cases  by  immersing  the  patient  for  long  periods  of  time  in  a  hot  bath 
of  plain  or  salt  water  at  99°  or  lOO"". 

The  fever  is  rarely  high  enough  to  need  treatment.  If  it  is  above  105°,  the 
ice-bag  and  the  uAe  of  cool  spongings  with  frictions  may  be  resorted  to. 

In  all  cases  the  diet  should  be  one  which  is  easily  swallowed  and  easily 
digested,  and  everything  should  be  done  to  support  the  system.  This  is 
particularly  necessary  in  the  prolonged  types,  in  which  marked  emaciation 
is  often  present. 

OROUPOUS  PNEUMONIA. 

Definition. — There  is  no  condition  of  the  lungs  which  is  so  apt  to  be 
confused  in  the  mind  of  the  student  as  that  designated  pneumonia.  This  is 
because  the  word  "pneumonia"  is  used  by  some  medical  men  to  designate 
a  single  disease  affecting  the  lung  and  by  others  as  signifying  any  state  in 
which,  as  the  result  of  an  inflammatory  process,  a  part  of  the  lung  becomes 
congested  or  consolidated.  The  latter  is  the  better  use  of  the  word,  and 
when  the  physician  desires  to  state  that  a  lesion  representing  a  definite 
infection  is  present  he  should  specify  the  type  of  pneumonia  by  employ- 
ing an  adjective  to  qualify  the  noun — i.  e,,  he  should  speak  of  the  various 
forms  of  pneumonia  as  croupous  or  lobar  pneumonia,  catarrhal  or  lobular 
pneumonia,  and  of  tuberculous  pneumonia.  The  term  "  pneumonia,"  while 
commonly  used  to  signify  croupous  pneumonia,  means  nothing  more  definite 
than  consolidation  of  the  lung. 

Croupous  Pneumonia  is  sometimes  called  Lobar  Pneumonia,  Pneu- 
monitis, Lung  Fever,  or  Fibrinous  Pneumonia. 

Croupous  pneumonia  is  an  acute  infectious  disease  depending  for  its  exist- 
ence, when  in  its  typical  form,  upon  the  activity  in  the  body  of  the  specific 
organism  known  as  the  Micrococcus  lanceolaitcsj  sometimes  called  the  pneumo- 
coccus  of  Fraenkel.  As  the  result  of  this  infection,  there  takes  place  in  the 
lung  an  acute  inflammation  accompanied  by  the  exudation  into  the  air 
vesicles  of  an  adhesive,  croupous,  or  fibrinous  exudate,  which  produces  con- 
solidation of  the  lobe  or  lobes  affected.  In  addition  to  these  changes  the 
patient  suffers  from  a  greater  or  less  degree  of  toxaemia,  due  to  the  poisons 
made  by  the  infecting  micro-organisms  and  from  the  changes  producetl  in  the 
tissues  of  other  organs  than  the  lungs  by  the  growth  of  the  micrococcus  or  by 
its  to^dns.    This  disease  is  also  characterized  by  the  fact  that  it  usually  lasts 
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about  nine  days  and  ends  by  crisis,  although  this  crisis  may  occur  as  early  as 
the  thin!  day  or  even  earUer  in  very  rare  instances. 

Etiology. — The  development  of  ctoujjous  pneumonia  is  dependent  upon 
many  causes,  some  of  which  we  do  not  know.  These  causes  are  those 
external  to  the  l>ody  whicli  produce  conditions  in  the  individual  favorable  to 
the  growth  of  the  specific  germ,  and  internal  causes  which  exert  similar 
influences.  The  iinpurtaiue  of  tlicse  conditions  is  shown  by  the  fact  that 
the  pneuniococcus  is  periofhcally  or  continuously  present  in  the  oral  secix*- 
tions  of  a  iarj^je  percenta;^  of  healthy  human  bein^.  Although  the  organ- 
ism is  capable  of  rapidly  increasing  in  virulence,  this  cannot  be  held  to 
account  for  all  cases  of  infL-cliun,  as  even  the  most  vinilent  strains  an* 
sonutimcs  found  in  normal  persons.  A  vahiable  contribution  to  the 
various  phjises  of  the  pueuinococcus  {|ueslion,  inehiding  the  eommunica- 
bility  of  tlie  organism  from  person  to  person,  is  the  work  done  un<Ier  the 
auspices  uf  the  Department  of  Health  of  New  York  Citv,  Journa!  of  Ex- 
perimental Mfdirtite,  August  25,  1005,  vcjj.  vii.,  No.  5.  pp.  401-^32. 

So  far  as  season  is  concemei!,  there  can  be  no  doubt  that  the  summer 
and  autunm  are  the  months  in  which  the  fewest  cases  occur.  Thus, 
the  combined  statistics  of  Seitz,  in  Munich,  and  Jiirgensen  for  six  large 
German  towns^  and  of  Sturgis  for  Westminster  Hospital,  Ix>ndon,  show 
that  in  winter  the  incidence  is  31.7  per  cent.;  in  the  spring,  34.6  (x^r  cent.; 
in  the  summer,  15.1  per  cent.,  and  in  the  autumn^  IS. 5  j>er  cent.  The 
following  chart  is  based  upon  35,S2S  cases  occurring  in  hospitals  in  tfie 
United  States,  Germany,  and  Austria,  and  19,0CK)  cases  occurring  in  the 
Confederate  army  during  the  year  1(SG2,  collected  by  Joseph  Jones. 

Exfwsure  to  cold  was  thought  for  many  years  to  be  a  cause  of  croupous 
pneumonia,  but  we  now  know  that  this  only  acts  as  a  predisposing  cause 
which  decreases  the  general  systemic,  or  local,  powers  of  resistance  to  infec- 
tion; in  other  words,  it  is  prone  to  affect  jiU  persons  whose  vital  resistance 
is  diminished.  Living  in  poorly  ventilated  rooms  is  a  predisposing  cause, 
as  is  prolonged  physical  or  mental  strain,  or  any  condition  which  saps 
vitality.  A  very  interesting  illustration  of  the  effect  of  fatigue,  bad  air,  and 
exposure  in  the  pro<luetioii  of  cmu[K>us  pneumonia  has  been  recorded  by 
Connell,  of  Leatlville,  Colorado,  who  reports  the  common  oc*currence  of 
the  dise;ise  in  miners  and  others  who  go  on  long  railway  journeys  for  a 
day's  outing  and  live  during  that  time  in  bailly  ventilated  railway  cars. 

In  many  cases  of  acute  or  chronic  disease,  dent!i  results  not  from  the 
primary  malady,  but  from  the  superimposed  crr>upous  pneumonia  which 
attacks  the  feeble  individual,  who  may  be  just  about  to  touch  the  shores 
of  convalescence.    In  these  cases  it  is  a  true  **  terminal  infection." 

Croupous  pneumonia  is  also  a  disease  peculiarly  apt  to  attack  those  of 
advanced  years,  and  a  very  large  proportion  of  deaths  among  the  aged  is 
due  to  this  cause,  such  patients  seeming  to  possess  little  resistance  to  its 
attack.  This  inability  to  resist  the  infection  depenils  upon  at  least  two 
causes — viz.,  a  feeble  heart  nmscle  which  cannot  meet  the  circulatory 
demands  of  the  disease  nor  resist  the  depressant  effects  of  its  toxins; 
disease<l  kidneys,  or  kidneys  impaired  in  function,  whereby  toxic  materials 
cannot  be  speedily  eliminated,  and  as  the  general  result  of  which  the  vital 
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resistance  of  all  the  tissues  is  diminished,  so  that  not  only  the  Micrococci 
lancedaivs  is  permitted  full  sway,  but  the  patient  is  also  placed  in  a  favorable 
condition  for  the  growth  of  other  infecting  micro-organisms  which  aid 
in  producing  a  fatal  issue.  It  is  because  of  these  facts  that  pneu- 
monia so  frequently  attacks  those 
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who  are  already  in  ill  health,  or 
who  are  suffering  primarily  from 
some  other  malady,  and  it  is  for 
these  reasons  that  it  so  often  ends 
in  death.  Acute  and  chronic  alco- 
holism greatly  predispose  to  croup- 
ous pneumonia,  and  it  is  a  sin- 
gularly fatal  disease  in  persons 
addicted  to  alcohol. 

Sometimes  an  injury  to  the  chest 
wall  will  be  followed  by  acute 
croupous  pneumonia,  probably  be- 
cause the  trauma  to  the  lung  ren- 
ders it  susceptible  to  infection. 
Numerous  experimental  observa- 
tions have  confirmed  this  clinical 
fact,  which  may  be  of  great  im- 
portance from  a  medicolegal  stand- 
point, as  well  as  from  the  purely 
clinical  aspect.  Without  doubt 
local  injury  renders  a  part  peculiarly 
susceptible  to  infection  by  any 
pathogenic  micro-organisms  which 
may  enter  it,  and  as  the  pneumo- 
coccus  is  a  constant  inhabitant  of 
the  mouth  in  healthy  persons,  a 
source  of  infection  is  ever  present. 

There  can  be  no  doubt  that  the 
disease  b  capable  of  being  spread 
from  one  patient  to  another.  On 
several  occasions  I  have  seen  pneu- 
monia contracted  by  the  wife,  or 
daughter,  of  a  patient  who  was  en- 
gaged in  nursing  him,  and  repeatedly  it  has  occurred  that  the  introduction 
of  a  case  of  pneumonia  into  a  ward  of  a  hospital  has  resulted  in  the  de- 
velopment of  the  disease  in  other  patients.  Thus,  out  of  eleven  women 
suffering  from  typhoid  fever  on  admission  to  my  wards  in  the  Jefferson 
Medical  College  Hospital,  no  less  than  eight  suffered  from  croupous  pneu- 
monia after  the  introduction  of  a  single  case  of  this  disease. 

Unlike  many  of  the  acute  infectious  diseases,  one  attack  does  not  protect 
against  another,  but  rather  predisposes  the  patient  to  subsequent  attacks. 

Distribution. — Croupous  pneumonia  is  met  with  in  all  parts  of  the  world, 
but  it  is  more  common  in  the  temperate  than  in  the  tropical  zones.    In  the 
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United  States  the  census  for  1900  shows  that  its  greatest  mortality  occurs 
in  the  great  Northwestern  States  east  of  the  Rocky  Mountains,  in  which 
district  it  causes  120,  or  more,  deaths  per  1000  deaths  from  known 
causes.  Only  a  few  areas  in  the  States  ea^it  of  this  area  have  so  heavy  a 
mortality,  even  if  large  cities  like  New  York,  Philadelphia,  and  Chicago  are 
mchulaL 

Frequency. — Statistics  as  to  its  frequency  are  to  some  extent  vitiated  by  the 
fact  that  in  many  health  reports  tlie  dtti'erence  between  the  various  forms  of 
pneumonia  is  not  specified.  There  can  be  no  doubt,  however,  that  it  is  one 
of  the  most  common  ant!  most  fatal  of  all  acute  infectious  diseases,  and 
that  its  frequency  anr!  mortality  are  increasing.  The  Ignited  States  census 
fori  WO  shows  that  during  that  year  the  total  mortality  from  pneumonia 
was  10.5,971,  of  whom  »5N,340  were  males  and  47,(j»-Jl  were  female.s.  The 
proportion  of  deaths  was  106.1  for  each  1000  deaths  from  all  known 
causes.    Its  average  mortality  is  about  1.5  to  2.3  per  lOOO  persons  living. 

At  times  croupous  pneumonia  may  occur  in  epidemic  ftjrm  and  cause 
an  extraordinary  increase  in  the  death  rate  of  a  given  district.  Thus,  the 
mortality  from  this  disease  in  Chicago,  as  shown  by  Reynolds  in  his  official 
report  covering  the  perimi  fnjui  Jarniary  1  to  June  1,  1903,  became  remarkably 
high.  There  were  2891  deaths  from  pneumonia,  as  compared  with  1321  from 
consumption  and  1238  from  all  other  communicable,  contagious,  or  infectious 
diseases,  including  diplitheria,  erysipelas,  influenza,  measles,  puerperal  fever, 
scarlet  fever,  smallpox,  typhoid  fever,  and  whooping-cough.  This  is  an  excess 
of  382  pneumonia  deaths  over  the  deaths  from  all  the  other  preventable  dis- 
eases— 1570,  or  1LS.8  per  cent.,  more  than  the  deaths  from  consumption,  and 
1653,  or  133.5  per  cent.,  more  tlian  those  from  the  other  specified  diseases. 

Riviere  found  6o  cases  of  croupous  pneumonia  in  260  cases  reported  as 
cases  of  '^pneumonia*'  occurring  in  infants  under  two  years.  He  believes 
that  the  disease  is  more  frequent  in  infancy  than  in  early  childhood. 

Croupous  pneumonia  occurs  with  the  greatest  frequency  between  the  ages 
of  forty  and  fifty  years,  but  it  is  also  very  common  between  fifty  and  sixty. 
The  mortality  is  in  direct  proportion  to  the  age  of  the  patient.  It  affects 
males  far  more  frequently  than  females,  the  proportion  being  as  high  as  SS 
percent,  in  the  former  to  12  per  cent,  in  the  latter  fKcrr).  This  proportion  in 
favor  of  men  is  probably  too  high  for  the  average,  but  it  ser\'es  to  emphasise 
the  fact  stated,  and  is  approximately  correct.  The  reason  probably  lies  in 
the  greater  exposure  of  men  to  cohl  and  wet  and  to  their  abuse  of  alcohol. 

The  relative  frequency  with  which  croupous  pncinnonia  affects  the  right 
antl  left  lung,  as  hnse^l  on  many  thousaiul  cases  collecte<l  by  Melt7.er  in 
Russia;  Jiirgensen,  Mo^Hnmnn,  and  Brach  in  Germany,  and  West  and  Pye- 
Smith  in  England,  is  for  the  right  lung,  51.4  per  cent,;  left,  39.4  per  cent,, 
and  for  both  lungs,  9.2  per  cent. 

In  495  cases  examined  at  autopsy,  and  collected  by  Fowler,  Osier,  Kerr, 
and  Steven  in  this  country  and  England,  the  disease  was  nnilateral  in  S3  per 
cent.  It  is  unilobar  in  the  proportion  of  about  50  per  cent.  The  disease 
affects  a  lower  lobe  in  nearly  75  per  cent,  of  the  cases. 

Prevention. — At  the  present  time  we  have  no  means  of  ilirectly  preventing 
development  of  this  disease.    It  is  hardly  necessary  to  state  that  the  sputum 
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of  the  patient  should  be  received  into  a  spit-cup  containing  some  suitable 
disinfectant,  or  into  a  cloth  which  should  be  syveedily  hurncd,  A  patient 
suffering  from  croupous  pneumonia  sliould  not  sleep  in  the  same  bed  with  a 
person  who  is  in  health,  and  should  be  isolated  as  much  as  possible. 

Pathology  and  Morbid  Anatomy. — In  studying  croupt')Us  pneumonia  it  must 
not  be  forgotten  that  ihe  disease  is,  at  least  in  some  cases,  a  general  infec- 
tion with  the  Micrococcus  lanceolaiiut^  the  morbid  clianges  being  chieHj  man- 
ifested in  the  lungs,  just  as  in  typhoid  lever  they  are  chiefly  manifested  in 
Fever's  patches.  The  pneuuiococcus  is  found  in  the  b](K)d  during  the  prog- 
ress of  this  disease  with  great  fretjuency,  now  that  proper  metho{Js  for  its 
discovery  are  employed.  Thus,  Prochaska  has  found  it  in  the  blood  in  38 
out  of  40  consecutive  cases,  and  Rosenow  has  isolated  it  in  77  out  of  S3 
cases,  and  has  discovered  it  in  the  bloo^I  as  early  as  twelve  liours  after  the 
initial  chill.  On  the  other  hand,  the  mere  presence  of  the  pneumococcus  in 
the  bloo<J  of  a  patient  (|{>es  not  necessarily  mean  that  pneumonia  is  present, 
for  it  has  been  found  in  the  blood  in  cases  of  tonsillitis,  otitis,  arthritis,  and 
in  pulmonary  cedema.  Parker  and  many  others  have  even  described  cases 
of  purulent  j>eritonitis  due  to  this  organism. 

While  it  is  true,  as  already  stated,  that  croupous  pneumonia  is»  in  its 
Ij-pical  form,  due  to  the  Micrococcus  ianceolaius,  it  is  also  a  fact  that  lobar 
pneumonia  or  consolidation  of  tlie  vesicular  portions  of  a  lobe  or  lobes  may 
arise  from  infection  by  other  micro-organisms.  Such  an  occurrence  is.  how- 
ever, rare,  the  non-specific  infection  resulting  usually  in  abortive  chajiges  in 
tlie  pulmonary  parenchyma,  or  running  a  course  at  variance  witli  that  com- 
monly pursue*]  by  the  true  infection. 

En'c.okgkmknt  Stage. — The  Brst  change  taking  place  in  the  hing  in 
croupous  pneumonia  isaliypenemiaof  theinter\'esicular  tissucsof  the  lobe 
or  lolx's  alK)Ut  to  l)e  consolidated.  This  engorgement  rapitlly  becomes  more 
markefl,  and  is  accompanied  by  the  exudation  into  the  air  vesicles  of  white 
cells  (apparently  transitional  leukocytes)  and  red  blood  cells  and  serum, 
with  fibrinous  material,  which  speedily  becomes  solidified,  so  that  all  that 
part  of  the  lung  which  is  affected  may.  in  the  course  of  a  few  hours,  be 
devoid  of  air  and  impervious  to  its  passage,  except  in  those  bronchial  tubes 
which  are  of  some  size. 

Stage  of  Red  HKPATiZAnoN. — ^The  lung  is  now  said  to  be  in  the  stage 
of  red  hepatization  (Fig.  33),  since  the  exu<]ate  is  red  from  l3lood-eoloring 
matter,  and  the  consistency  of  the  organ  to  touch  and  on  section  resembles 
that  of  fresh  liver;  hence  it  is  said  to  be  hefjatizcil  or  liver-like. 

When  a  cross-section  is  made  of  the  soliilified  lung  the  surface  is  seen  to 
be  granular  because  of  tlie  protrusion  of  the  exudate  from  the  air  spaces.  In 
some  instances  the  cut  surface  is  found  not  to  be  uniformly  solid,  probably 
because  the  process  is  less  marked  in  some  places  than  in  others.  This 
appearance  of  the  lung  on  section  is  also  largely  modified  in  young  children 
and  in  greatly  enfeebled  individuals,  in  wliom  the  degree  of  solidification 
maybe  much  less  marked.  If  the  exudate  is  examined  microscopically,  it 
will  be  found  to  ci:)ntain  not  only  shretis  of  fibrin,  re^l  and  white  cells,  and 
de^|uamated  epithelial  cells  from  the  walls  of  the  vesicles,  but  large  numbers 
of  pneumococci  as  well.     That  the  amount  of  extravasation  is  in   many 
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cases  e?rtremely  large  is  shown  by  the  fact  that  a  lung  may  increase  in 
weight  by  six  or  seven  pounds. 

Stage  of  Gflw  Hkpatizatiox. — Following  the  stage  of  red  hepatization 
there  ensues  the  stage  of  gray  hepatization.  At  this  time  the  acute  inflam- 
mation in  the  lung  has  passed  by  and  the  system  is  beginning  the  task  of 
clearing  away  the  results  of  the  disease,  which  is  accomplished  by  the 
cells  which  have  been  extravasated  undergoing  fatty  degeneration  and 
granular  change  while  the  fibrin  undergoes  softening.  During  this  stage 
of  resolution  the  exudate  is  gotten  rid  of  by  absorption  and  expectoration. 
Finally,  the  air  cells  are  freed  from  the  exudate  with  which  they  were 
filled,  the  epithelial  lining  is  reproduced,  and  recovery  results. 
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Jjiing ;  croupous  pneumonin,  ntAKc  of  mi  heiiatizatton.  The  centre  of  Uie  inicmscopic  flelU  ts  tMx:upied 
hj  ftn  Air  vesicle  containing  a  maaa  of  uxudAte  conipused  uf  a  network  of  flbrin,  red  blood  ccUti,  and  a 
few  leukocytes. 

Unusual  Changes. — In  rare  instances  the  normal  process  of  resolution 
is  not  followed,  and  in  its  place  organization  of  the  materials  which  have 
been  extravasated  takes  place  to  some  degree,  new  connective  tissue  is  pro- 
liferated into  the  air  vesicles  from  t!ieir  walls,  ami  fibrous  bands  containing 
blootJvessels  extend  tliroughout  the  lungs.  Simultaneously  a  similar  growth 
takes  place  in  the  interstitial  tissues,  and  so  the  lung  gradually  becomes 
consolidated  by  overgrowth  of  fibrous  tissue. 

Flexner  and  others  have  urged  the  view  that  unresolved  lobar  pneumonia 
is  due  to  the  fact  that,  owing  to  some  disproportion  between  the  leukocytes 
and  other  constituents  of  the  exudate,  or  other  causes  as  yet  undiscovered, 
the  normal  process  of  autolysis  is  not  carried  out,  and  so  the  exudate  under- 
goes organization  instead  of  resolution. 

In  other  instances  which  are  far  more  rare  the  process  of  resolution  is  sup- 
planted by  the  development  of  abscess  or  gangrene  of  the  lung,  which  con- 
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ditions  are  probably  due  to  secondary  infection  of  the  lung  by  the  strepto- 
coccus pyogenes,  or  staphylococcus  pyogenes,  or  other  bacteria  capable  of 
producing  such  lesions.  Sometimes  the  process  of  fatty  change  and  death 
of  the  extravasated  cells  is  so  rapid  that  on  section  of  the  lung  the  vesicles 
exude  a  purulent  matter  looking  like  true  pus,  which  indeed  it  may  be,  but 
this  in  no  sense  is  an  abscess  of  the  lung. 

Associated  with  the  changes  in  the  lungs  we  find  adjacent  organs  involved 
by  direct  extension  of  the  inflammatory  process  or  by  the  infection  itself.  The 
most  common  of  these  is  inflammation  of  the  bronchi  (bronchitis),  which 
is  practically  always  present.  After  bronchitis  in  frequency  comes  inflam- 
mation of  the  pleura,  due  to  direct  extension  from  the  underlying  lung  and 
to  infection  of  the  pleura  by  the  specific  organism  of  the  disease.  Nearly 
always  this  is  manifested  by  the  formation  of  a  plastic  fibrinous  exudate  on 
the  serosa  and  an  abnormal  amount  of  fluid  in  some  part  of  the  pleural 
cavity,  which  fluid  is  often  serous  and  not  infrequently  purulent.  (See 
Pleuritis.) 

Sometimes  the  pericardium  is  similarly  affected,  and  even  the  endocardium 
may  be  infected  by  the  specific  germ.  (See  Pericarditis  and  Endocarditis, 
under  Complications.) 

Reference  is  made  elsewhere  to  the  meningitis  which  sometimes  develops. 

It  is  a  great  mistake  to  view  the  lesions  just  described  as  representing  all 
the  pathology  of  croupous  pneumonia.  It  is  true  that  these  changes  are  the 
most  evident,  but  it  is  not  to  be  forgotten  that  the  toxsemia  of  the  malady 
exerts  a  very  great  influence  in  producing  symptoms  and  lesions  during  life 
which  are  not  so  readilyseen,  but  are  equally  important  in  their  influence  on  the 
patient.  The  muscular  fibres  of  the  heart  and  the  epithelial  cells  of  the  kidneys 
undergo  albuminous  degeneration,  and  similar  changes  occur  in  the  liver. 
\\Tien  the  heart  is  opened  after  death  we  frequently  find  its  cavities,  partic- 
ularly those  of  the  right  side,  almost  filled  by  firm  clots,  part  of  which  may 
have  formed  so  long  before  death  as  to  be  of  the  *'  chicken-fat"  type.  The  liver 
b  often  found  to  be  greatly  engorged  with  blood,  because  of  the  impeded  cir- 
culation in  the  vena  cava,  product  by  the  difficulty  with  which  the  right  side 
of  the  heart  empties  itself.  The  bronchial  lymph  glands  also  show  by  the 
swelling  of  their  cells  and  by  their  distended  sinuses  that  they  have  en- 
deavored to  prevent  the  entrance  of  the  micrococcus  and  its  toxins  into  the 
general  system,  for  in  them  may  be  found  broken-down  cells,  red  cells, 
pneumococci,  and  phagocytes  containing  cells  or  organisms. 

My  colleague,  Coplin,  has  shown  that  definite  changes  take  place  in  the 
intercostal  muscles  in  the  course  of  pneumonia  and  pleurisy.  1.  Granular 
degeneration  or  cloudy  swelling  of  the  muscle  fibres,  which  is  probably  a  part 
of  the  general  action  of  the  toxic  bodies  circulating  in  the  blood.  2.  The 
muscle  fibres  are  dissociated,  oedema  is  present,  but  there  is  little  fibrin-con- 
taining substance.  Groups  of  muscle  fibres  and  bundles  show  changes  that 
cannot  be  differentiated  from  the  hyaline  degeneration  described  by  Zenker 
as  occurring  in  the  muscles  of  the  abdominal  wall  in  typhoid  fever.  3.  In 
addition  to  the  changes  already  described,  leukocytes  become  abundant, 
bacteria  are  often  present,  and,  finally,  if  the  inflammatory  process  is  chronic, 
there  is  an  ovei^rowth  of  fibrous  tissue  and  fatty  infiltration  of  the  muscle. 
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Incubation. — The  incubation  period  of  croupous  pneumonia  is  forty-eight 
hours. 

Symptoms. — Before  describing  the  symptoms  met  w*ith  in  cases  of 
croupous  pneumonia,  it  is  essential  to  emphasize  the  fact  that  in  no  other 
infectious  disease  arc  the  manifestations  of  illness  so  variable.  These 
variations  depend  not  only  upon  the  virulence  of  the  infecting  germ  and 
the  susceptibility  of  the  piitient,  but  upon  his  habits,  age,  and  general  state 
of  health.  In  some  cases  the  malady  develops  as  a  frank,  open  inflamma- 
tion of  the  lung.  In  others  it  is  so  insidious  as  to  be  overlooked,  except 
by  the  most  careful  physician.  In  certain  cases  the  course  of  the  4h'sea3e 
is  markedly  sthenic,  in  others  profoundly  adynamic.  In  still  others  the 
progress  is  so  mild  that  the  patient  is  never  seriously  ill.  and  in  some 
iastance.s  it  springs  like  a  tiger  upon  a  .seemingly  healthy  man  and 
destroys  him. 

The  symptoms  of  croupous  pneumonia  may  be  divided  into  three  stages 
for  readiness  of  description — namely,  those  of  onset,  those  of  the  well- 
developed  stage,  and  those  of  convalescence. 

StageofO.vset. — The  patient,  usually  an  arlidt,  is  seized  after. or  without,  a 
brief  perio<l  of  general  malaise,  witli  a  eklll^  followed  by  a  well-^leveloped  fever, 
The  chills  may  be  repeated  atul  nuiy  vary  from  a  slight  feeling  of  creepiness 
to  a  severe  rigor  of  sufficient  force  to  shake  the  patient  severely,  and  to  last 
for  over  an  hour.  The  pid^te  is  quickened,  but  not  as  much  so  as  we  would 
expect  from  the  sharpness  of  the  onset,  antl  at  first  may  be  small,  but  soon 
becomes  full  and  l>oanding  if  the  patient  has  been  previously  in  good  he.ilth; 
the  rcupirations  are  also  markedly  increased  in  rate  jht  minute.  More  or 
less  severe  paiji  may  be  felt  in  the  chest  on  the  affected  side.  The  flegree  of 
pain,  however,  varies  greatly,  some  patients  bitterly  complaining  of  it,  while 
others  seem  to  have  little  or  no  suffering,  probably  i)ecause  in  the  latter 
eases  the  infliimmation  of  the  lung  is  so  dee[)Iy  situated  that  it  does  not 
extend  to  ami  involve  the  visceral  layer  of  the  pleura.  It  is  important  to 
bear  in  mind  the  fact  that  this  pain  not  infrequently  is  referred  by  the 
patient  to  another  part  of  the  body.  I  had  a  case  admitted  not  long  since 
to  my  wards,  on  the  statement  of  a  well-known  phy.sician  that  she  had  ap- 
pendicitis, when  she  was  really  suffering  froui  a  pleuropneumonia  of  the 
right  lower  lobe.  Children  are  very  prone  to  refer  the  pain  to  the  epigas- 
trium. 

If  the  patient  is  very  feeble  it  sometimes  happens  that  the  onset  of  the 
malady  i^  insidious  and  no  pain  is  felt.  This  is  esf^ecially  apt  to  be  true 
when  the  disease  complicates  chronic  alcoholism,  renal  disease,  or  other 
grave  malady. 

The  temperature  usually  makes  a  sharp  and  decided  rise,  immetliately 
after  or  during  the  chill,  to  103°  or  105°,  and  in  some  cases  even  higher  than 
this,  and  remains  high  throughout  the  disease,  the  variation  in  the  morn- 
ing and  evening  temperature  not  being  more  than  a  degree  or  a  fraction 
thereof.     (See  Fig.  34.) 

The  face  is  usunlly  flushed,  particularly  over  the  cheek  bones,  and  it  is  a 
noteworthy  fact  that  this  flush  is  usually  most  marked  upon  the  cheek  of  the 
same  side  as  the  lung  involved.    The  expression  of  the  face  is  apt  to  be  some- 
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what  anxious,  the  skin  dry  and  hot,  and  a  moderate  degree  of  cyanosis  may 
be  seen  in  the  capillaries  of  the  lipvS  an<l  finger-tips,  and  about  the  nose. 

Violent  headache  miiy  or  may  not  be  present.  A  more  or  less  active  delirium 
may  also  develop  at  this  time,  and  the  patient  may  be  ((uite  restless  unless  the 
pain  in  the  side  makes  it  more  comfortiible  to  lie  quietly  in  bed.  An  incessant 
nnprodtwtive  cough  is  often  an  early  symptom  of  ouset. 

The  physical  signs  of  the  disease  in  the  thorax  in  the  stage  of  onset  are  not, 
asa  rule,  well  marked.  Inspection  may  reveal  some  impairment  of  expansion 
upon  the  afFecte<l  side;  palpation  may  evince  some  increase  in  vocal  fremitus; 
auscultation  will  show  in  many  cases  fine  crepitant  rales,  increased  bronchial 
breathing  or  tubular  sounds,  increased  loudness  of  vesicular  breathing  for  a 
few  hours,  and  often  some  exaggeration  of  the  normal  respiratory  sounds 
on  the  sound  side.  Indeed,  this  increase  in  the  harshness  of  the  breath 
sounds  over  the  normal  si<lc,  due  to  the  increased  activity  on  the  part  of  the 
healthy  lung,  to  compensate  for  the  impairment  of  the  diseased  lung,  may 
mislead  the  beginner  in  physical  <Iiagnosis  into  thinking  that  this  is  the 
hmg  diseasetl.  Percussion  may  also  reveal  some  impairment  of  resonance 
over  the  affected  area. 

Developed  Stage. — The  (Jeveloped  stage  of  the  disease  is  characterized 
by  certain  conditions  and  physical  signs,  some  of  which  are  almost  pathog- 
nomonic of  the  malady.  The  peculiarity  of  the  pvlse  is  that  it  is  quite  slow 
as  compared  to  the  rapidity  of  the  respirations.  I'snally  when  high  fever  is 
present  the  pulse  rate  is  as  high  as  110  or  120,  or  even  higher,  while  the 
respirations  are  about  24,  but  in  pneumonia  of  the  croupous  t^'pe  the  pulse 
rate  is  sometimes  only  90,  while  the  respirotlons  are  as  high  as  30  per  minute. 
More  commonly,  however,  the  res]>iratory  rate  mounts  to  as  high  a  point 
as  40  or  50  per  minute,  while  the  pulse  reaches  110  to  120,  the  relative  pro- 
portion being  1  to  3,  while  in  health  it  is  usually  about  1  to  4.5. 

A  second  peculiarity  of  this  stage  is  the  ru^iij  or  bloodij  spuiiim,  which  is 
still  more  characteristic  in  that  it  is  sticky  and  tenacious,  and  therefore 
difficult  to  expectorate,  an<l  so  adherent  that  even  wlien  a  spit-cup  is  filled 
with  it  the  vessel  can  he  held  nearly  upsidedown  without  losing  its  contents. 

A  third  characteristic  of  croupous  pneumonia  at  this  stage  is  the  develop- 
ment of  single  or  multiple  fever  blisters,  or  spots  of  herpes,  upon  the  lips  or 
alM3ut  the  edges  of  the  nostrils. 

Dyspncca  may  or  may  not  be  present.  If  present  it  depends  upon  the  fact 
that  so  much  of  the  lung  is  involved  that  respiration  is  diflficult,  or  it  is  due 
to  feebleness  of  the  heart  from  engorgement  of  its  right  ventricle  by  the  hlootl 
wWch  cannot  pass  readily  through  the  diseased  lung;  or,  again,  it  may  be 
dependent  ufjon  actual  imfiairment  of  the  power  of  the  heart  as  a  result  of 
the  action  of  the  toxin  of  the  disease  upon  its  muscular  tissues  and  nerve 
centres.  Dyspnoea  in  croupous  pneumonia  may,  therefore,  be  due  to  pul- 
monary, cardiac,  or  toxic  causes.  Cyanosis  may  be  very  marked,  and  not 
uncommonly  the  jugular  and  other  superficial  veins  can  be  seen  to  be  full 
and  distended. 

A  pecuUarity  of  the  dyspn<jea  of  pneumonia  is  the  fact  that  the  patient  does 
not  seem  capable  of  resting  quietly,  hut  continually  moves  about,  making 
exertions  which  seem  scarcely  compatible  with  so  much  shortness  of  breath. 


152 


DISEASES  DUE  TO  A   SPECIFIC  INFECTIOX 


Delirium  of  an  active  type  is  common  in  this  stage,  ami  it  may  be  diflScult 
to  keep  the  patient  in  bed,  particularly  if  he  is  an  alcoholic. 

During  the  second  stage  of  croupous  pneumonia  the  pui,ve  may  become 
hobbling  or  dicrotic,  the  heart  sounds  tumultuous,  and  the  dyspncea 
severe.  In  other  instances  the  pulse  seems  voluminous,  but  nevertheless 
is  very  easily  conipre^ssed  to  the  point  of  extinction,  while  the  sounds  of  the 
heart  reveal  the  fact  that  that  viscus  is  laburiously  endeavoring  to  fill  vessels 
which,  because  of  their  relaxation,  fail  to  offer  the  normal  resistance  to  its 
action.  In  still  other  instances,  if  the  heart  is  markedly  affected  by  the 
toxtemia  of  the  disease,  the  heart -sounds  will  be  feeble  and  difficult  to  differ- 
entiate, and  the  pulse  be  very  small  and  easily  extinguished  by  pressure.  In 
still  other  cases  auscultation  over  the  area  of  the  pulmonary  valves  at  the  third 
left  interspace  will  reveal  accentuation  of  the  pulmouury  second  sound  or  a 
murmur  dwQ  to  incompetency  of  these  valves  under  pressure,  while  later  on 
the  labored  action  of  the  heart  is  shown  not  only  in  the  signs  named,  but  also 
in  the  pulsating  jugular  veins,  which  are  distended  an(i  full,  indicating  great 
venous  engorgement*  as  the  result  of  the  olistruction  of  the  flow  of  blood  out 
of  the  right  ventricle^  or  because  of  inco-urdJuation  of  the  auricular  and 
ventricular  contractions,  as  the  result  of  the  formation  of  a  heart  clot  or 
from  toxiemia. 

The  pfnjsical  Tigris  of  croupous  pneumonia  in  the  weIl-develope<l  stage  are 
quite  characteristic  in  typical  rases.  Inspr(*tu)it  shows  an  even  greater 
impairment  of  expansion  on  inspiration  on  the  affected  side  than  in  the  stage 
of  onset,  and  palpation  reveals,  when  the  patient  speaks,  a  distinct  increase  in 
vocal  fremitus  over  the  part  of  the  lung  which  is  diseased.  Auscultation  gives 
a  harsh  inspiratory  sound,  prolongation  of  expiration,  and  a  large  numl)er  of 
^i\e  crackling  or  crepitant  rales  in  the  same  area^  so  fine  that  they  may  not  be 
heard  by  the  careless  examiner.  They  sound  very  much  as  does  that  noise 
which  is  produced  by  moistening  the  tip  of  the  forefinger  and  thumb  with 
saliva,  pressing  them  together,  and  separating  them,  or,  again,  as  does  the 
sound  made  by  the  hair  which  grows  over  the  examiner's  ear  when  it  is 
rubbed  between  the  finger  ami  thumb.  Ordinary  vesicular  breathing  over 
the  area  diseased  is  absent^  and  in  its  place  is  heard  bronchia!  breathing, 
which  is  caused  by  tlie  air  in  the  bronchial  tubes,  which  produces  a  sound 
whicli  is  transmitted  through  the  consorulated  lung  unmuiBed  by  the  vesic- 
ular murmur  usually  present.  Auscultation  while  the  patient  speaks  will 
also  show  a  distinct  increase  in  vocal  resonance.  That  is  to  say,  the  sound 
of  the  voice  will  be  transmitted  through  the  chest-wall  with  a  greater  degree 
of  clearness  than  in  health.  While  auscultation  is  being  performed  in  cases 
which  have  a  delicately  develope<I  chest,  as  in  youths  and  children,  it  is 
often  noted  that  the  movement  of  the  anterior  chest-wall  under  the  ear  is 
not  uniform,  but  undulating,  one  part  expanding  at  an  appreciable  interval 
before  the  other. 

Percujtffion,  a  most  valuable  aid  in  the  diagnosis  of  this  disease,  reveals,  if 
the  lesion  in  the  lung  is  near  the  surface,  marked  impairment  of  resonance 
amounting  to  dulness,  but  it  is  a  fact  well  worth  remembering  that  if  the  lesion 
in  the  lung  is  deep  seated,  and  not  near  its  surface,  the  percussion  note  over 
the  area  diseased  may  not  l>e  impaired!  or  dull,  but  liyperresonant,  or,  as 
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Samuel  West  has  said,  "  boxy"  in  character.  Usually  hyperresonauce  is 
demonstrable  all  over  the  lung,  except  where  It  is  consolidated,  and  is  also 
to  be  found  upon  the  healthy  side  of  the  chest,  owing  to  the  increased 
amount  of  air  which  is  in  these  parts  to  compensate  for  the  area  of  consolida- 
tion ;  but  careful  examination  will  reveal  the  fact  that  the  hyperresonance 
over  the  consolidated  area,  or  in  its  immediate  neighborhood,  has  a  different 
tone  from  that  in  the  healthy  and  compensating  lung,  the  "boxy"  note  just 
named.  I  have  frequently  been  able  to  determine  the  presence  of  deep- 
stated  pneumonia  by  the  presence  of  this  sign.  By  the  aid  of  careful  auscul- 
tation and  percussion  it  is  usually,  but  not  always,  possible  to  definitely 
determine  the  exact  area  of  the  lung  which  is  involved. 

While  in  the  majority  of  cases  these  positive  signs  of  croupous  pneumonia 
may  be  found  in  a  more  or  less  well-developed  form,  it  is  not  to  be  forgotten 
that  negative  signs  may  be  as  valuable  in  making  a  diagnosis.  That  is  to  say, 
there  may  be  absence  of  any  one  or  all  of  the  signs  just  enumerated,  and  a 
total  absence  of  vesicular  breathing.  In  such  cases,  therefore,  the  physician 
must  exercise  care  lest  the  loud  and  exaggerated  breath  sounds  of  the 
healthy  part  of  the  chest  mislead  him  into  thinking  that  that  portion  is  the 
one  which  b  diseased. 

In  certain  instances,  in  which  the  action  of  the  heart  is  very  labored,  its 
sounds  distant,  and  the  pulse  is  small  and  insufficient,  careful  examination 
may  reveal  a  pericanlitis  with  effusion,  which,  by  its  pressure,  interferes 
with  the  movement  of  the  cardiac  muscle.  This  question  as  to  whether  there 
is  pressure  by  pericardial  effusion  is  by  no  means  readily  determined,  because 
it  frequently  happens  that  there  is  a  marked  degree  of  cardiac  dilatation 
present  at  this  time,  which  naturally  increases  the  area  of  cardiac  dulness 
downward  and  to  the  right.  Further,  as  it  is  the  right  ventricle  which  is 
most  apt  to  be  engorged,  the  area  of  cardiac  dulness  may  be  abnormally 
great  in  this  direction.  Again,  it  not  infrequently  occurs  that  the  compen- 
satory fulness  of  the  healthy  lung,  if  the  disease  is  on  the  left  side,  pushes 
the  heart  downward  and  to  the  left,  or,  on  the  other  hand,  if  the  right 
lung  is  diseased,  the  unusual  expansion  of  the  left  lung  causes  an  extension 
of  pulmonary  resonance  to  the  right,  and  so  increased  area  of  cardiac 
dulness  is  very  effectually  masked. 

Patients  suffering  from  croupous  pneumonia  should  always  be  turned  on 
the  side  when  the  back  is  to  be  examined,  as  it  is  dangerous,  because  of  the 
state  of  the  heart,  for  them  to  sit  up  in  bed. 

The  urinary  flow  during  an  attack  of  croupous  pneumonia  is  usually  dimin- 
bhed,  so  that  the  passage  of  about  twenty  ounces  of  urine  in  twenty-four 
hours  may  be  taken  as  the  average.  This  urine  is  usually  highly  concen- 
trated, and  contains,  as  does  the  urine  in  most  febrile  diseases,  an  increased 
amount  of  urea  and  an  excess  of  amorphous  urates  which  are  deposited  on 
standing.  It  also  contains,  very  constantly,  a  moderate  amount  of  albumin, 
but  the  chief  peculiarity  is  its  scanty  content  of  chlorides^  which  may  be 
entirely  absent.  If  the  albumin  be  large  in  amount,  or  casts  are  present, 
the  probability  is  that  the  kidneys  were  diseased  before  the  onset  of  the 
pneumonia. 

During  the  course  of  croupous  pneumonia  the  function  of  the  alimentary 
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canal  is  rarely  seriously  disturbe*],  although  loss  of  appetite  because  of  the 
fever  may  be  a  marked  symptom.  The  most  important  change  in  any  part 
of  the  digestive  system,  if  it  may  Ije  so  calleil,  is  seen  in  the  tongue,  the  state 
of  which  is  noteworthy,  because  it  gives  some  idea  of  the  general  state  of  the 
patient.  It  is,  of  course,  prone  to  be  dry  and  somewhat  coated,  caused  by 
the  rapid  breathing  through  the  mouth,  and  because  of  the  fever;  but  if  it  be 
exceedingly  dry  and  red,  narrow  and  pointed  at  the  tip,  it  possesses  a  more 
positive  significance  as  to  the  general  state  of  the  patient  than  if  it  be  broad 
anri  moist. 

Sometimes  when  pneumonia  is  very  severe  and  particularly  when  toxaemia 
is  marked,  an  excessive  degree  of  it/mpanifcs  develops,  which  is  of  evil 
significance,  in  that  it  shows  a  diminution  in  vitality  and  causes  interfer- 
ence with  the  action  of  the  lungs  and  heart  by  pressure.  I  have  seei»  this  most 
commonly  when  the  disease  has  affected  those  addicted  to  the  excessive 
use  of  alcohol. 

The  nervoiuH  symptoms  of  pneumonia  are  quite  varioua  and  depend  more 
upon  the  previous  habits  of  the  patient,  the  location  of  the  lesion,  and  the 
degree  of  toxaemia  than  upon  any  other  causes.  Delirium  varies  in  degree 
from  mind  wandering,  as  the  patient  is  about  dropping  off  to  sleep,  to 
active  mania,  during  which  it  may  be  very  difficult  to  keep  the  patient 
in  befl.  The  severity  of  the  delirium  depends  largely  upon  the  age  of 
the  patient  and  his  habits.  Alcoholic  patients  nearly  always  have  de- 
lirium in  a  well-marked  degree,  and  in  this  class  of  patients  it  is  grave 
from  a  prognostic  |H>int  of  view  in  direct  projK>rtion  to  its  constancy  and 
severity. 

The  type  of  the  delirium  also  varies  very  greatly  in  the  strong  and  in  the 
weak.  In  those  who  are  a^Iynamic  from  some  previous  disease  or  from 
bad  habits,  it  is  often  of  a  low  muttering  type,  resembling  that  sometimes 
seen  in  toxic  cases  of  typhoid  fever,  while  in  other  instances  it  may  be  vio- 
lent, as  already  describetl. 

It  is  a  noteworthy  fact  that  delirium  is  particularly  prone  to  affect  those 
who  suffer  from  pneumonia  at  the  apex  of  the  lung,  and  I  have  frequently 
seen  in  children,  who  had  pneumonia  at  the  apex,  a  dehrium  in  which 
there  seemed  to  be  a  constant  fear  of  falling,  so  that  the  child  clutched  its 
nmther  every  time  it  was  moved-  Holt's  experience,  on  the  other  hand, 
[ea<ls  him  to  believe  that  the  portion  of  lung  involved  has  little  influence  upon 
the  production  of  nervous  symptoms,  and  wnthout  doubt  the  recent  advances 
in  the  study  of  pneumococcus  infection  tend  to  show  that  the  toxannia  and 
not  the  portion  of  lung  involved  is  responsible  not  only  for  the  marked 
nervous  manifestations,  but  also  for  the  dyspnoea  and  great  acceleration  of 
the  respiration.  A  peculiarity  of  the  delirium  in  many  alcoholic  cases  is 
that  they  labor  under  the  delusion  that  they  are  lying  in  a  coffin,  and  in 
their  constant  efforts  to  escape  greatly  exhaust  themselves.  This  form  of 
delirium  is  exceedingly  grave  from  a  prognostic  standpoint.  Delirium  is 
also  very  much  more  apt  to  be  marked  in  those  patients  who  suffer  from 
toxaemia  than  in  those  in  whom  a  very  considerable  area  of  the  lung  is 
involved,  but  wlio  have,  nevertheless,  comparatively  slight  signs  of  poisoning 
by  the  toxin  of  the  pneumococcus. 
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Veiy  rarely,  in  young  children,  the  onset  of  the  disease  is  characterized 
by  convulsions  instead  of  by  the  ordinary  chill. 

Irijfomnia  is  a  very  constant  symptom  of  croupous  pneumonia,  and  may 
become  so  persistent  as  to  re(|uire  metlicinal  measures  for  its  relief,  par- 
ticularly if  it  be  accompanied  by  great  restlessness. 


Fig.  84 
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A  cluirt  of  croupoiin  pneumoniA  in  a  girl  of  5ix  yean*,  ahowinf?  the  little  pfTect  produced  by  spongiag- 
upon  the  temperature  and  tlie  cluuvcteristif  eriais  on  ttie  aixtb  day. 

The  skin  in  an  ordinary  case  of  crouj>ous  pneumonia  is  usually  hot  and 
dr}';  but  if  the  toxic  element  in  the  case  is  very  marked,  it  may,  as  death 
approaches,  become  cold  and  clammy  and  even  bedewed  with  sweat.  In 
toxic  cases,  too.  it  is  not  infrequently  somewhat  jaundiced.  If  this  jaundice 
is  associated  with  ktsmoglohmuria  the  prop;nosis  is  almost  certainly  fatal. 
On  tlie  other  hand,  in  some  instances  jaundice  occurs  apparently  as  the 
result  of  the  action  uf  the  toxin  upon  the  liver,  and  this  type  is  not  so 
grave. 

Profuse  sweating  nearly  always  occurs  at  the  time  of  crisis.    The  frequency 

rWith  which  herpes  appears  about  the  mucous  membranes  and  skin  of  the 

'mouth  and  nose  has  already  been  mentioned. 

Stage  of  Rksolution'. — As  the  disease  approaches  the  period  of  crisis, 
and  sometimes  not  until  this  event  has  taken  place^  it  will  be  noted  that  the 
rapidity  of  respiration  as  compared  to  tlie  rapidity  of  the  pulse  more  nearly 
approaches  the  normal  ratio. 
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The  first  change  which  can  be  noted  in  the  physical  signs  in  the  chest  is  the 
development  of  fine  inoi.st  rales,  which  indicate  the  early  stages  of  resolution. 
These  rales,  when  they  are  first  heard,  are  fine  and  crepitant,  and  closely 
resemhle  those  heard  in  the  stage  of  onset;  for  this  reason  they  are  called 
nUes  redux. 

The  rales  in  the  chest  become  more  and  more  coarse  and  moist  in  char- 
acter as  convalescence  is  carried  on,  and  the  speed  with  which  nature  in 
an  otherwise  healthy  individual  clears  away  the  exudate  Is  quite  extra- 
ordinary, although  usually  for  several  weeks  after  a  sharp  attack  of  croupous 
pneumonia,  involving  the  surface  of  the  lung,  impaired  resonance  on  percus- 
sion and  some  prolongation  of  expiration  with  harsh  inspiration  can  be 
demonstrated. 

The  critical  fail  of  temperature  is  often  prececJed  by  a  sharp  rise,  but 
when  the  fall  occurs  it  takes  place  with  extraordinary  speed,  the  patient 
being  afebrile  or  with  a  subnormal  temperature  wnthin  a  few  hours,  or  even 
within  one  hour  (Fig.  34).  Sometimes  this  critical  state  is  accompanied  by 
a  profuse  sweats  and  even  collapse  may  develop,  with  urgent  dyspnoea, 
due  to  vasomotor  palsy  and  vascular  relaxation. 

When  the  fall  is  quite  gradual,  extending  over  a  day,  it  is  called  a  pro- 
tracted crisis  ;  this  very  commonly  occurs  in  children. 

Often  the  day  after  crisis  the  temperature  returns  to  slightly  above  nor- 
mal, and  sometimes  an  apparent  crisis  fails  to  reach  the  normal  and  the 
fever  rises  again.    Such  a  pseudocrisis  is  rarely  seen  after  the  fifth  day. 

The  critical  fall  of  temperature,  as  has  already  been  statcxi,  usually  occurs 
on  about  the  seventh  or  eighth  day  of  the  disease,  but  it  may  occur  as 
early  as  the  third  day  (Fig.  35).  In  feeble  persons  and  in  children  the 
disease  sometimes  ends  by  lysis. 

Complicationa. — The  complications  of  croupous  pneumonia  are  quite 
nutueruu.s.  Of  these  the  most  frequent  ia  undoubtedly  'pleurisy.  Indeed, 
it  may  be  said  tiiat  in  almost  every  case  of  croupous  pneumonia  a  certain 
amount  of  inflammation  of  the  pleura  exists.  As  an  illustration  of  this  fact, 
the  statistics  of  Kerr  are  of  value.  Out  of  171  cases  which  came  to  autopsy 
from  croupous  pneumonia,  no  less  than  IIS  showed  acute  pleuritis.  Of 
these,  74  were  acute  fibrinous  pleuritis,  38  serofibrinous  pleuritis^  and  6  acute 
empyema.  In  Osier's  103  autopsies  pleuritis  was  present  in  all  but  2  cases. 
The  pleuritis  is  due  to  the  extension  of  the  inflammatory  process  to  the  vis- 
ceral layer  of  the  pleura  and  to  infection  of  the  pleural  membrane  by  the 
pneuraococcus  or  by  some  other  organism  which  is  associated  with  it.  (See 
Pleurisy).  The  inflammation  of  the  pleura  manifests  itself  by  an  excess  of 
pain  in  the  area  involved,  by  a  friction  sound  on  auscultation,  and  later,  it 
may  be,  by  the  outpouring  of  a  considerable  amount  of  fluid  which  may 
be  serous  or  purulent.  When  the  fluid  is  serous  it  is  often  absorbed  with 
a  rapidity  only  equalled  by  the  absorption  of  the  croupous  exudate  in  the 
lungs.  In  other  instances  it  persists  and  actually  increases  in  quantity, 
relief  only  being  obtained  w^hen  the  physician  performs  paracentesis.  In 
4523  cases  of  croupous  pneumonia,  occurring  in  twelve  large  hospitals  in 
the  United  States  and  England,  pleural  effusion  is  stated  to  have  occurre<l 
in  233  cases,  a  percentage  of  5.15. 
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^H            In  still  other  cases  the  effusion  is  puru- 
^H        lent  from  the  beginning,  and  in  this  way 
^H         an  empyema  is  formed.     Like  all  collec- 
^H        tions  of  pus,  recovery  can  only  be  reached 
^H        in  the  majority  of  these  cases  by  giving 
^H        vent  to  the  accuniiilation.     The  presence 
^H        of  the  pus  is  usually  manifested  by  a  re- 
^H        turn,  or  maintenance,  of  the  febrile  move- 
^H        ment  seen  in  the  early  stages  of  the  dis- 
^H        ease,  accompanied,  it  may  be,  by  the  ordi- 
^H        nary  manifestations  of  septic  poisoning, 
^B        such  as  chills,  sweats,  and  irregular  tem- 
^H        perature.     On  the  other  haml,  all  evi- 
^H        dences  of  the  presence  of   pus  may  be 
^H        absent,  owing  to  the  non-absorption  of 
^H        toxic  matters  through  the  pleural  mem- 
^H        brane.      In    10,076    cases   of   croupous 
^H        pneumonia  collected  principally  from  the 
^H        official  rc|x>rts  of  hospitals  in  the  United 
^H        States,  England,  and  Germany,  empyema 
^H        is  states!  to  have  occurred  in  208  cases,  a 
^H        percentage  of  2.06. 

^H            In  all  cases  in  which  speedy  recovery 
^H        from  croupous  pneumonia  does  not  take 
^H         place  and  where  marked  impairment  of 
^H         resonance  persists  upon  the  diseased  side, 
^H         pleural   effusion  or  empyema  should    be 
^H        strongly  suspected,  and  the  tests  for  the 
^H        purpose  of  determining  these  compliea- 
^1        tions  be  instituted.     Sometimes  the  pres- 
^1        cnce  of  a  pleural  efTusion  is  not  suspected 
^H        because  it  produces  no  symptoms  until, 
^H        by  the   increase   in    its  quantity  or  the 
^H        taking    of     moderate    exercise    by    the 
^H        patient,   it  produces  dyspnoea   by  inter- 
^H        feringwith  respiratory  movements.     (See 
^H         articles   on    Pleural     Effusion   and    Em- 
^H         pyema.)     It  is  a  noteworthy  fact  that  if 
^H        the  empyema  be  due  to  the  pneumococ- 
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^H        cus  the  prognosis  is  more  favorable,  both 
^B        as  to  complete  recoA'cry  and  to  speediness 
^H        of  cure,   than  if  it  be  due  to  some  other     i 
^H        infecting  micro-organism.                                < 
^H            HydropneumothoTax    has  occasionally     \ 
^H        been   recorded  as  a  complication,  htit  it      ^ 
^H         13  very  rare. 

^U             Gangrene   and    abscess   formation    in    the 
^H        and  serious  lesions  which,  fortunately,  are 

Clmrt   sbowlnK    (Lay   uf    crli*iit    in    acut«                 ^^^H 
croupous  pneumon  (a.  bused  on  2160  cues  in                ^^^^| 
loflpitals  in   the   l^nitetl    Htat4>ji,  RnsUnd,                ^^^| 
Lnd  Oennany.     TUp  block  nrcn  nhows  the                  ^^^^| 
jroporlion  (pereentn^*)  which  hnve  their               ^^^^| 
risis  on  any  ^ven  day.     The  percentascM                ^^^^| 
or  thir*I  and  fourth  days  arc  taken  from                  ^^^^| 
lufrpcht's  AtatiMtics  nlunc,  im  th^y  could                ^^^^| 
lut  be  OMrcrtained  In  all  the  uther  cases.                       ^^^^| 

lungs  are   two  very  important           ^^H 
not  of   common  occurrence  in           ^^| 
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connection  with  cases  of  croupous  pneumonia.  Eiscndrath  has  analyzed  96 
recorded  cases  of  pulmonary  abscess,  gangrene,  and  bronchiectasis  following 
crnu[>ous  pneutnonia.  When  the  tobils  are  computed  as  to  percentage  of 
recovery,  the  result  is  cpiite  striking,  especially  in  the  more  acute  cases.  Of 
25  cases  of  acute  single  abscess,  90  per  cent,  recovered  and  4  per  cent. 
improved;  of  2S  cases  of  acute  gangrenous  abscess,  71.4  percent,  recovered, 
7.2  per  cent,  improved,  and  21.4  per  cent.  died.  Of  14  cases  of  chronic 
simple  abscess,  42.8  per  cent,  recovered,  21.4  per  cent,  improved,  and  35.8 
per  cent,  died;  while  in  2G  cases  of  chronic  putrid  abscess  with  bronchiec- 
insis  50  per  cent,  recovere*!,  15.3  per  cent.  improve<l,  and  34.7  per  cent.  died. 

Eiseadrath  found,  from  his  review  of  the  subject,  that  the  symptoms 
usually  came  on  after  the  crisis  and  consisted  in  a  post-erllical  rise  in  tem- 
perature, whicli  then  became  remittent  in  type.  The  sputum  became  puru- 
lent»  and  there  was  a  distressing  cnngli,  accompanied  by  expectoration  of  pus 
in  large  (|uantities.  If  the  abscess  cavities  do  not  comnmnicate  with  a  bron- 
chus there  is  but  little  expectoration.  There  is  in  all  cases  emaciation,  loss 
of  appetite,  and  a  rapid  decline  in  strength.  If  the  abscess  becomes  chronic 
there  may  be  recurrent  attacks  of  fever,  with  profuse  expectoration. 

Physical  examination  in  these  cases  is  ratfier  iHsappointing.  The  lesions 
are  most  frequently  in  the  lower  lobes,  and  this  is  of  some  aid  in  (hag- 
nosis.  There  are  no  typical  physical  signs»  owing  to  the  fact  that  the 
cavities,  be  they  ihie  to  abscess,  gangrene,  or  bronchiectasis,  may  be  near  the 
surface,  or  quite  deeply  situated,  and  may  or  may  not  communicate  with 
a  bronchus,  Dulness,  decrease<i  respiratory  murmur,  tlecreased  vwal 
resonance,  and  decrease<i  fremitus  are  present  in  the  majority  of  cases,  but 
bronchial  breathing  may  be  heard.  The  most  reliable  sign  is  the  presence 
of  large,  moist  rales,  not  itifrequently  metallic  in  character.  Another  striking 
feature  is  the  variability  of  the  physical  signs,  so  that  dtilness  and  then 
tympany  may  alternate  at  the  same  spot.  Clubbed  fingers  develop  quite 
early,  as  do  also  symptoms  produced  by  pressure  on  the  heart,  liver,  and 
spleen. 

Gangrene  must  be  suspected  when  there  occurs  a  rise  of  temperature,  a 
few  days  after  the  crisis^  ami  the  breath  becomes  fetid.  The  sputum  is 
also  fetid  and  divitles  itself  into  three  characteristic  layers,  (See  Gangrene 
of  the  Lung.) 

The  fref|uency  of  hflpmoptysis  in  cases  of  gangrene  is  due  to  the  fact  that 
the  vessels  are  more  apt  to  pass  freely  tlinmgh  the  cavity,  owing  to  the 
more  rapid  destruction  of  tissue. 

In  bronchiectasis  following  pneumonia  the  sputum  may  be  fetid  at  times« 
but  the  odor  is  not  so  penetrating  as  in  gangrene  and  there  are  no  elastic 
fibres.  There  is  usually  a  history  of  long-continued  expectoration  of  large 
quantities  of  pus.  This,  however,  is  not  characteristic,  for  tlie  same  history 
may  be  true  of  chronic  simple  abscess. 

Pericardliis  is  not  a  very  infretjuent  complication  of  pneumonia.  In  the 
majority  of  instances  it  is  of  such  mild  degree  that  it  docs  not  jeopardize  the 
patient's  life;  but  in  other  instances,  when  the  cifusion  which  follows  it  is 
profuse,  it  may.  by  mechanical  pressure,  produc»e  great  cardiac  disability. 
Wien  the  accumulation  is  extensive,  a  definite  increase  in  the  area  of  cardiac 
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duiness  is  usually  demonstrable.  Not  rarely,  however,  the  presence  of  this 
complication  may  be  unsuspcctcti  during  the  patient's  life.  Thus.  Thayer 
was  only  made  accjuaintetj  vvilh  the  presence  of  pericarditis  in  one  of  his 
cases  of  croupous  pneumonia  when  the  autopsy  disclosed  a  thick  layer  of 
pyogenic  membrane  over  the  visceral  pericardium,  with  a  large  quantity  of 
pus  in  the  pericardial  cavity.  Some  statistics  seem  to  show  that  pericarditis 
varies  in  frerpiency  in  from  5  to  16  per  cent,  of  all  cases,  but  in  21 ,3.S,3  cases 
of  croupous  pneumonia  collected  by  me  principally  from  the  official  reports 
of  hospitals  in  the  United  States,  Enp^land,  Germany,  and  Austria,  peri- 
canJitis  is  statetl  to  have  occurred  in  only  2GG  cases  of  croupous  pneumonia, 
a  percentiige  of  1.24.     (See  Pericarditis.) 

Endocardilis  is  a  rare  complication,  orcurring  much  less  frequently  than 
pericarditis.  In  a  considerable  number  of  cases  the  pneuniococcus  is  re- 
sponsible for  the  lesion.  It  often  affects  the  aortic  valves,  and  it  is  gener- 
ally of  the  ulcerative  type.  In  14,510  cases  of  croupous  pneumonia  col- 
lected from  several  series  of  cases  reported  by  German,  Kn^^Iish,  and 
Swedish  physicians,  and  from  official  rep<>rt.s  of  hospitals  in  the  United 
States,  England,  Germany,  and  Austria,  endocarditis  is  stated  to  have 
occurred  in  lOG  cases,  a  percentage  of  0.73.  Norris  in  500  cases  found  it 
reojrded  five  times,  while  Sears  and  Larrubee,  in  Rostoii^  fotirnl  it  9  times 
in  940  cases.  Aufrecht,  in  1500  cases,  met  with  endocarditis  only  once.  Out 
of  a  total  of  5738  cases  of  croupous  pneumonia  von  Brach  fouiul  less  liuiii 
0.2  per  cent,  complicated  by  endocarditis,  and  less  than  0.5  per  cent,  of  them 
complicated  by  pericarditis.  Preble,  from  an  exhaustive  study,  places  tlie 
average  at  1  per  cent,  in  all  cases  and  5  per  cent,  in  fatal  cases,  and 
these  figures  are  prolwdjly  correct.  Osier  found  10  instances  of  endocarditis 
in  100  fatal  cases.  Preble  believes  that  while  pneumonia  is  more  common  in 
males  than  in  females,  endocarditis  due  to  this  infection  is  most  common 
in  females.     (See  Endncarditis.) 

Two  apparently  distinct  types  of  meningilis  are  found  as  complications 
of  croupous  pneumonia;  one  appearing  at  the  onset  of  the  disease,  the  other 
during  the  active  or  post-critical  stage.  The  former  variety  is  seen  most 
frequently  in  children,  and  is  probably  symptomatic;  it  is  rarely  fatal,  and 
therefore  its  pathology'  is  somewhat  uncertain.  On  the  contrary,  meningitis 
developing  during  the  c»ourse  of  the  well-ileveloped  infection  is  generally  the 
result  of  meningeal  infection  and  is  very  frequently  associated  with  endo- 
carditis.    (See  Cerebrospinal  Meningitis.) 

Numerous  cases  are  on  record  of  croupous  pneumonia  in  children  which 
at  the  onset  simulate<J  meningitis,  cerebrospinal  meningitis,  and  even  hemi- 
plegia. But  the  subsequent  appearance  of  local  physical  signs,  the  pulse 
and  respiration  ratio,  and  the  crisis,  marked  by  a  sudden  fall  in  temperature 
about  the  eighth  day.  have  confirmed  the  diagnosis  of  croupous  pneumonia. 
The  favorable  termination  in  many  of  the  reportei!  cases  has  not  permitted 
an  adequate  pathological  investigation,  although  meningitis  due  to  the  pneu- 
mococcus  is  well  recognized. 

Disturbance  of  the  nervous  system  over  anil  above  the  signs  of  meningeni 
irritation  or  true  meningeal  inHamniation  may  occur.  Hem /p/r^unn  croup- 
ous pDeuiDouia  was  recorded  by  Huxham;  later  it  was  described  by  Charcot, 


160 


DISEASES  DUE  TO  A   SPECIFIC  INFECTION 


Lupine,  and  Vulpian  as  hemiplcgie  pnmmonique.  It  may  occur  early  in  the 
course  of  the  disease,  or  may  not  develop  until  the  period  of  convalescence. 
Such  a  paralysis  has  l>een  observed  in  cases  as  early  in  life  as  the  eighteenth 
month  and  as  late  as  the  seventy-sixth  year. 

Pierre  Boiillochc  has  collected  56  cases  of  paralysis  resulting  from  croup- 
ous pneumonia.  In  tlii;^  analysis  the  type  of  paralysis  was  found  to  be  nearly 
always  hemiplegic.  In  a<ivance<I  years  death  nearly  always  ensued  upon  this 
complication,  while  in  the  young  the  mortality  was  very  nuicli  lower,  recovery 
being  the  rule.  In  one  case  occurring  at  the  age  of  fifty-eight  years,  hemi- 
plegia, with  aphasia,  developed  during  the  course  of  the  disease,  but  ended 
in  recovery. 

In  some  instances  the  paralysis  is  monoplcgic,  and  this  is  well  illustrated 
by  a  case  descril>ed  by  Boulloche  in  a  patient  thirt3'-two  years  of  age,  who, 
from  tlie  onset  of  the  disease,  was  delirious  and  who  presented  a  typical 
right-sided  croupous  pneumonia.  Paralysis  of  the  right  arm  and  right  side 
of  the  face  was  discovered  u[)on  the  .sixth  day  of  tlic  disease.  Movements  of 
the  right  leg  were  entirely  retained.  There  was  aphasia,  but  no  loss  of  con- 
sciousness, neither  was  there  any  disturbance  of  sensibility;  twelve  days 
later  the  fever  had  subsided,  the  aphasia  had  diminished  considerably,  and 
the  muscles  of  the  face  were  less  drawn.  Sensation  in  the  pharynx  returned 
and  a  day  later  the  aphasia  disapfieared.  The  facial  paralysis  passed  off; 
the  relative  strength  of  the  two  arms  showed  oidy  a  decrease  of  10  degrees 
in  the  affected  side,  and  at  the  expiration  of  twenty  days  the  monoplegia  had 
entirely  disappeared. 

Transitonj  aphasia  is  a  complication  reported  by  Chautemesse.  This 
observer  has  found  that  aphasia  usually  occurs  about  the  second  or  third 
day  of  the  disease,  that  it  is  ordinarily  preceded  by  headache  and  giddiness, 
even  to  the  verge  of  syncope;  in  some  cases  numbness  or  asensationof  pricking 
in  the  right  sitle  of  the  face  and  right  arm  is  experienced;  in  other  cases  it 
may  set  in  abruptly  without  loss  of  consciousness  or  become  manifest  after 
a  typical  apoplectiform  seizure.  The  characteristics  of  the  speech  impair- 
ment do  not  differ  from  those  dependent  upon  an  organic  lesion  of  the  third 
frontal  convolution  upon  the  left  side  of  the  brain.  The  paralj'sis  may 
involve  the  entire  right  side  of  tlie  lx>dy,  but  usually  only  the  inferior  portion 
of  the  right  side  of  the  face,  the  right  half  of  the  tongue, and  the  right  superior 
extremity  are  affected ;  as  a  rule,  sensation  and  the  reflexes  are  not  altered.  In 
pmnounce^l  cases  tlie  paralyzed  parts  may  be  the  seat  of  increased  redness 
and  an  nedema,  which  is  more  or  less  circumscrihetl  and  increased  by  heat. 
The  phenomena  persist  commonly  for  from  a  few  hours  to  a  few  days,  and 
seem  in  no  way  to  influence  the  primary  disease. 

It  is  doubtful  wliether  the  clinical  picture  and  pathology  of  these  ca.sesof 
transitory  aphasia  differ  in  any  particular  from  many  of  the  cases  already 
described  as  liemipleglc.  l^hey  probably  represent  the  cases  in  which  no 
lesion  is  found  postmortem. 

Softening  of  ike  brain  has  occurred  in  some  cases.  In  one  case.  ref>orted  by 
Suckling,  it  was  due  to  thrombosis  of  the  basilar  artery,  and  throml>osis  of 
the  circle  of  Willis;  with  plugging  of  the  superficial  arteries  of  the  left  hemi- 
sphere.   While  these  lesions  have  been  found  as  the  causative  agents  in  pro- 
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ducing  hemiplegia,  there  are  also  cases  on  record  in  which  the  autopsy  has 
been  negative.  In  other  words,  hemiplegia  with  lesions  and  hemiplegia 
without  lesions  occurs.  In  the  former  case  hemiplegia  results  from  either 
meningitis  or  softening,  or  is  due  to  thrombosis  or  embolism.  In  the  second 
class  the  paralysis  is  like  that  of  diphtheria — that  is,  of  the  toxic  type.  It  is 
important  to  remember  that  it  is  possible  for  hemiplegia  to  develop  in  pneu- 
monia without  there  being  any  relationship  between  the  two  conditions. 

The  fact  that  these  marked  nervous  manifestations  sometimes  come  on 
early  in  an  attack  of  croupous  pneumonia  emphasizes  the  importance  of 
examining  the  chest  in  ail  cases  of  paralysis,  not  only  because  pneumonia  i3 
competent  to  produce  hemiplegia  or  other  localized  palsy,  but  also  because 
these  conditions  are  quite  competent  to  produce  secondary  pulmonary 
lesions.  In  other  words,  pulmonary  lesions  may  be  the  cause  of  hemiplegia, 
and  hemiplegia  may  be  the  indirect  cause  of  croupous  pneumonia. 

Neuritisj  occurring  chiefly  as  a  sequel  to  croupous  pneumonia,  has  been 
described  by  several  observers.  These  cases  resemble  those  described  by 
Boulloche  as  paralysis  with  muscular  atrophy,  coming  on  during  the  period 
of  convalescence. 

Until  Weichselbaum  isolated  the  pneumococcusfrom  the  pusaspirated  from 
the  synovial  sac  of  joints  involved  during  the  course  of  croupous  pneumonia, 
the  occurrence  of  arthritis  was  considered  a  coincidence,  but  since  1888 
arthritis  and  osteoarthritis  have  been  recognized  as  being  not  rarely  due  to  a 
pneumococcus  infection.  Herrick  has  collected  52  cases  from  the  literature 
of  the  subject,  including  some  of  his  own,  but  it  is  interesting  to  note  that 
in  2292  cases  of  pneumonia  collected  by  me,  treated  by  various  Swiss  and 
German  physicians,  only  2  cases  of  arthritis  occurred. 

In  regard  to  the  frequency  with  which  different  joints  are  involved  in  this 
complication,  the  following  quotation  from  Herrick 's  paper  is  of  interest: 
"In  23  of  52  cases  the  upper  extremities  alone  were  involved;  in  18  cases 
the  joints  of  the  lower  extremities  alone;  in  11  there  was  involvement 
of  joints  of  both  the  upper  and  lower  extremities.  These  figures  show  a 
sligh^  preponderance  in  favor  of  limitation  to  the  upper  extremity,  but  so 
slight  that  little  or  no  significance  can  be  attached  to  it.  In  fact,  the  knee 
seems  to  be  the  joint  oftenest  affected,  being  involved  in  22  of  the  52  cases, 
in  3  of  which  both  knees  were  affected,  so  that  out  of  a  total  of  84  joints  the 
knee  makes  up  25,  or  about  30  per  cent.  The  involvement  of  other  joints 
was  as  follows:  the  sternoclavicular,  eight  times;  the  shoulder,  twelve  times; 
the  elbow,  nine  times;  the  wrist,  eight  times ;  the  metacarpophalangeal,  twice ; 
the  hip,  three  times;  the  knee,  twenty-five  times;  the  ankle,  three  times;  the 
metatarsophalangeal,  three  times.  The  arthritis  was  monarticular  in  thirty- 
two  instances,  or  in  61.5  per  cent,  of  the  cases.  The  joints  thus  solitarily 
involved  were:  shoulder,  ten  times;  knee,  nine  times;  wrist,  five  times;  elbow, 
twice;  sternoclavicular,  four  times;  and  the  hip,  ankle,  metacarpophalangeal, 
and  metatarsophalangeal,  each  once.  Of  the  remaining  cases  there  were  in- 
volved: two  joints,  nine  times;  three  joints,  four  times;  four  joints,  once; 
more  than  four,  three  times."  These  figures  bring  out  the  fact  that  the 
larger  joints  are  more  often  affected  than  the  smaller  ones. 

The  process  in  subacute  cases  is  sometimes  highly  destructive  to  the  joint. 
11 
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It  is  a  noteworthy  fact  that  tlic  prognosis  us  tn  life  is  grave,  the  mortality 
amounting  to  G5  per  cent.,  chiefly  because  this  lesion  is  associated,  as  a  rule, 
with  affections  of  the  serous  membranes  elsewhere,  and  particularly  in  the 
endocardium. 

Venoits  ihromhosis  is  an  exceedingly  rare  complication  of  pneumonia. 
Steiner  could  find  only  3S  cases  recorded,  and  reports  3  of  his  own.  In  27 
of  these  the  thrond3osis  oecurrt'd  during  convalescence.  In  1  case  it 
occurred  at  the  time  of  crisis  and  in  4  iluring  the  course  of  the  disease; 
and  in  the  cases  collected  by  him  the  Inwer  extremities  were  always  involved. 
The  left  lower  extremity  was  jnvolveii  in  16  eases;  the  right  in  10,  and  l>oth 
legs  in  7,  The  more  frequent  involvement  of  tlie  left  extremity  is  attributa- 
ble in  this  <lisease,  as  ill  typhoiil  fever,  to  the  greater  length  and  ohli<iuity 
of  the  left  commtm  iliac  vein  and  its  passage  beneath  the  riglit  common 
iliac  artery.  Adding  Steiner's  3  cases  to  tiie  3S  which  he  found  in  tlie 
literature,  making  41,  we  find  that  recovery  occurred  in  25.  death  in  9, 
and  that  no  lieHnite  information  is  given  of  7. 

Gangrene  of  a  limb  due  to  arterial  throml)osis  or  embolism  has  been 
recorded  by  Zuppin,  Benedict,  Grimm,  and  Nielsen. 

ParoizjM,  while  a  rare  complication  of  croupous  pneumonia,  may  occur,  and 
not  infrequently  goes  on  to  suppuration.  Most  of  the  cases  so  far  refx^rted 
have  not  been  due  to  the  pneumococcus,  but  to  the  staphyloeoccus  or  strepto- 
coccus. 

Otitis  tnedia  is  quite  a  common  complication  of  croupous  pneumonia  in 
children,  the  infection  taking  place  through  the  Eustachian  tube. 

A  rdapac  in  croupous  pneumonia  is  practically  never  met  with,  but  recur- 
fence  is  very  ctjmmon. 

Duration  of  Croupous  Fneomonia. — It  is  important  to  rememl>er  that  while 
croupous  pneumonia  often  runs  a  course  of  from  seven  to  ten  days,  it  not 
infrequently  reaches  its  crisis  at  a  much  earlier  period.  As  already  pointeil 
out,  crisis  may  occasionally  occur  as  early  as  the  thirtl  day,  and  by  no  means 
infrequently  takes  place  as  early  as  the  fiftfi.  While  it  is  true  that  early 
crisis  usually  occurs  in  com|Miratively  mild  attacks  of  tlie  disease,  it  is  also  a 
fact  that  the  patient  may  seem  seriously  ill  throughout  the  whole  course 
of  these  cases  of  comparatively  short  illness 

Varieties  of  Croupous  Pneumonia. — Croupous  pneumonia  varies  much  in 
its  character  with  the  condition  of  the  patient  that  is  attacked.  I  have 
already  mentlone<l  the  type  which  occurs  in  persons  who  are  addicted  to  the 
excessive  use  of  alcohol.  In  other  indiviiJnals  the  disease  is  accompanied  by 
such  marked  symptoms  of  adynatnia  that  the  patient  seems  to  be  sullVring  from 
typhoid  fever»  so  far  as  his  general  synijjttjuis  are  concerned.  This  ff^nn  is 
known  as  typhoid  pneumonia,  in  that  it  is  typlioid  in  character;  but  this  term 
does  not  necessarily  imply  that  typhoid  infection  is  associated  with  that  by 
the  pneuraococcus.  On  the  other  hanti,  it  sometimes  happens  that  patients 
suffering  from  typhoid  fever  also  have  a  pnenmococcic  infection  of  the  lung, 
and  this,  of  course^  is  another  form  of  so-called  typhoid  pneumonia.  True 
croupous  pneumonia  also  occasionally,  although  rarely,  complicates  malarial 
fever,  acute  articular  rheumatism,  anil  pulmonary  tuberculosis.  Sometimes, 
too,  it  occurs  as  a  sequel  to  the  administration  of  ether  as  an  amesthetic. 
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This  is  probably  due  primarily  to  the  chilling  and  irritation  of  the  lung  by 
the  drug,  and  secondarily  to  the  iidudution  of  pneunifjcocci  fmni  tfie  moutli, 
where,  as  already  stated,  they  are  almost  constantly  present  even  in  healthy 
persons. 

Diagnosis. — Croupous  pneumonia  is  to  be  carefully  differentiated  from 
acute  tubcrcul*>us  puhnoniiiy  infection,  from  lobular  or  catarrhal  pneu- 
monia, from  infarction  of  the  Innfr^  accompanied  by  bloody  expectoration, 
due  to  cardiac  disease,  from  pleurisy  with  elTusion,  antl  from  chmnic  inHam- 
mation  of  the  pleura,  witli  marked  thickening  of  that  semus  membrane. 
Finally,  it  is  to  be  separatetl  from  liyjK)ytatic  congestion  due  to  cardiac 
feebleness  arising  in  the  course  of  acute  diseases  or  chronic  ailments. 

The  differentiation  from  acute  pneumonic  phthisis  may  be  quite  impos- 
sible until  the  tievelopment  of  profuse  sweating,  a  feeble  and  rapidly  acting 
heart,  and  the  appearance  of  yellow  ehistic  tissue  and  tuljercle  bacilli  in  the 
sputum  takes  place.  From  pulnioiiary  infarction  it  is  to  Ik*  separated  by 
careful  examination  of  the  heart,  which  may  reveal  valvular  lesions,  and  by 
the  fact  that  in  infarction  the  onset  of  pulmonary  disonler  is  instantaneous 
and  the  sputum  contains  bright  blood.  From  pleural  elFusions  it  is  ditfer- 
entiate<l  by  the  fievclopment  of  the  physical  signs  of  that  condition.  (See 
Pleurisy,  with  Eifu.sitm.)  Hypostatic  i'ongcstion  of  the  lungs  is  discovered 
by  the  cbaracier  of  the  sputum,,  which  may  be  blood-stained,  although  it 
is  usually  serous,  by  the  fact  that  the  lesions  are  usually  bilateral,  and 
also  by  die  fact  that  the  heart  is  primarily  very  weak.  Catarrhal  or  lobular 
pneumonia  is  recognized  l)y  the  absence  of  the  typical  rusty  sputum,  by  the 
history  of  the  presence  of  some  primary  disease  prior  to  the  onset  of  the 
pneumonic  consolidation,  and  by  the  wide  distribution  of  the  lesions  and 
the  more  diffuse  physical  signs. 

An  imj>ortant  aid  to  the  diagnosis  of  croupous  pneumonia  is  the  increase 
in  the  ruunl>er  of  the  jxjlymorpjionuclear  white  cells,  the  so-calleti  leuko<*ytosis 
of  croupous  pneumonia.  In  this  disease  in  most  inslances  the  increase  in 
these  particular  white  cells  causes  a  leukocytosis  of  from  IS.UtK)  to  20,000. 

The  bltKx]  scrum  of  these  cases  is  capable  of  causing  agglutination  of  the 
pncumoc*occu3  and  the  degree  of  agglutinative  power  seems  to  be  greatest 
about  the  time  of  crisis,  but  there  are  technical  difficulties  about  the  test 
which  render  it  of  little  vahie  in  diagnosis. 

It  is  of  the  greatest  importance  that  the  severe  pain  sometimes  described 

l)eing  in  the  belly  at  the  onset  of  pneumonia  is  not  mistaken  for  that  due 
to  appendicitis.  Cases  fretjuently  occur  in  wliich  pain  due  to  thoracic  tlisease 
15  thought  to  be  ab<lomiiml,  particularly  if  the  base  of  the  lung  is  involved. 
The  presence  of  pain  on  pressure  over  McBuruey's  point,  of  some  fixation 
of  the  abdominal  muscles,  and  of  a  high  leukocyte  count  may  be  so  misleading 
as  to  lead  the  physician  to  operate  for  disease  of  tlie  appendix. 

It  is  characteristic  of  croupous  pneumonia  that  the  chlorides  in  the 
urine  are  greatly  decreased. 

The  physician  should  always  be  on  his  guard  lest  he  overlook  a  ''central" 
or  deep-seated  pneumonia,  which  presents  no  marked  physical  signs. 

Prognosis. — The  prognosis  in  croupous  pneumonia  is  always  to  lie  govemetl 
by  the  recollection  of  the  fact  that  its  mortality  in  adults  is  usually  high,  and 
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again  by  the  condition  and  habits  of  the  patient.  It  is  to  be  remembered 
that  the  prognosis  in  a  case  of  croupous  pneumonia  is  grave  in  direct  pro- 
portion to  the  years  of  the  patient.  In  young  children,  unless  it  is  compli- 
cated by  some  grave  accident,  the  disease  has  a  very  low  mortality.    Bji 


Pia.ae 


Chart  HhowJTiKthe  morbidity  and  mortality  of  croupoun  pneumonia  at  different  aires,  based  on  86* 
cases  in  tlio  Prc8byti<!rian  Hospital.  N<'w  York,  and  (Uiy's  Hospital.  London.  Solid  linet  morbidity; 
dotted  lino,  mortality. 

far  the  greater  number  of  children  recover,  whereas  in  advanced   years 
the  <lisease  is  exceedingly  fatal  (Fig.  3Cj.    As  an  illustration  of  how  low  the 
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mortality  may  be  when  young,  healthy  persons  are  affected  by  the  disease  and 
come  under  skilful  treatment  early  in  its  course;  Osier  states  that  in  40,000 
cases  occurring  in  the  German  army  the  mortality  was  only  3.6  per  cent. 

If  the  mortality  percentage  is  based  upon  the  total  number  of  deaths  from 
this  disease,  it  may  be  stated  to  be  as  high  as  from  25  to  40  per  cent. ;  but  if, 
on  the  other  hand,  those  cases  which  would  naturally  fall  victims  to  its 
ravages  are  excluded,  the  mortality  is  probably  only  about  10  per  cent.,  if 
we  accept  the  large  statistics  of  Townsend  and  CooHdge,  who  excluded 
patients  over  fifty  years  of  age  and  those  who  were  delicate  or  suffering 
from  some  other  disease  primarily  present.  In  private  practice  the  mortality 
varies  from  6  to  18  per  cent. 

Aside  from  advanced  years  the  other  causes  which  render  the  prognosis 
especially  grave  are  renal  disease,  with  secondary  cardiovascular  lesions,  alco- 
holism, and  diabetes.  Indeed,  these  three  states  contribute  a  very  large  pro- 
portion of  the  number  of  cases  which  suffer  from  this  malady,  and  abo  the 
largest  proportion  of  deaths  in  the  statistics. 

It  is  stated  by  some  authors  that  any  history  of  previous  ill  health 
distinctly  increases  the  danger  from  croupous  pneumonia.  While  this 
may  be  true  in  certain  cases  in  which  vitality  is  greatly  depressed,  it  is 
also  a  fact  that  pneumonia  in  chronic  invalids  frequently  runs  a  com- 
paratively mild  course  unless  the  cause  of  their  ill  health  be  renal  or 
cardiac  disease,  whereas  it  may  speedily  produce  death  in  robust,  power- 
ful, muscular  men,  who  frequently  succumb  to  its  ravages  far  more  rap- 
idly than  more  lightly  built  and  apparently  delicate  individuals.  Indeed, 
the  physician  of  experience  dreads  the  onset  of  this  disease  in  powerful. 
welWeveloped  men  much  more  than  when  it  attacks  those  who  are  less 
given  to  active  exercise  and  feats  of  physical  strength.  Stout  persons 
also  seem  much  more  susceptible  to  the  lethal  influences  of  the  disease 
than  those  who  are  lean.  This  probably  depends  upon  two  causes:  first, 
the  heart  and  lungs  may  be  overweighted  by  fat,  and,  second,  such  persons 
usually  contain  in  their  tissues  a  large  amount  of  serum,  in  which,  perhaps, 
specific  micro-organisms  find  an  opportunity  to  grow  and  to  prepare  their 
toxic  product  in  large  quantity. 

Cases  of  croupous  pneumonia  characterized  by  mo<lerately  high  fever  do 
not  possess  the  unfavorable  outlook  of  other  diseases  which  suffer  from  hyper- 
p^Texia;  that  is,  a  temperature  in  the  neighborhood  of  106°.  On  the  other 
hand,  it  not  infrequently  happens  that  cases  running  a  temperature  course 
varying  from  101°  to  102°  are  more  severe  as  to  toxa?mia  than  those  which 
range  in  the  neighborhood  of  103°  or  104°,  or  even  105°  for  a  short  time.  If, 
with  the  drop  in  temperature  which  occurs  at  crisis,  the  general  condition  of 
the  patient  does  not  markedly  improve,  the  prognosis  is  bad.  If  in  place  of 
the  ordinary  rusty  sputum  it  is  of  the  color  of  prune-juice,  it  is  usually  con- 
sidered that  the  disease  is  malignant. 

An  important  prognostic  point  in  any  given  case  is  the  degree  of  toxa?mia 
which  is  present.  In  other  words,  the  prognosis  depends  not  so  much  upon 
the  area  of  lung  which  is  involved  as  it  does  upon  the  quantity  of  toxic 
material  which  the  infecting  micro-organisms  seem  to  be  producing. 
Again  and  again  death  occurs  in  apparently  otherwise  healthy  individuals 
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who  present  a  small  area  of  consolidated  lung  and  almost  no  typical  signs  of 
pneumonia,  hut  who  are  apparently  overwhelme<l  by  great  toxaemia. 

An  absence  of  leukocytosis  in  a  case  nf  croupous  pneumonia  usually  pos- 
sesses an  evil  import,  since  it  seems  to  indicate  a  degree  of  toxtemia  with 
which  the  system  of  the  patient  finds  it  difficult  to  deal.  Indeed,  in  some 
fatal  cases  the  leukocyte  count  may  not  only  not  be  increased,  but  very  much 
diminished. 

As  to  the  prognostic  value  of  finding  the  pneuraococcus  in  the  blood, 
there  Is  much  difference  of  opinion.  Some  observers  assert  that  its  pres- 
ence is  of  evil  im|M>rt»  while  others  think  it  of  little  significance,  unless  the 
infection  is  manifestly  severe.    The  latter  view  is  probably  correct. 

Treatment. — The  treatment  of  a  case  of  crtnipous  pneumonia  varies  greatly 
with  the  condition  of  the  patient  who  is  suffering  from  the  disease.  When 
it  attacks  the  stout  and  robust,  the  only  duty  of  the  physician,  in  a  large 
number  of  instances,  is  to  watch  the  patient's  symptoms;  to  insist  upon  rest  in 
bed  in  a  well-ventilated  and  quiet  room,  and  to  administer  a  sufficient  quan- 
tity of  bromide,  Dover's  powder,  or  morphine  to  relieve  pain,  if  that  symp- 
tom is  excessive.  If»  on  the  other  hand,  the  patient  is  one  who  has  been 
addicted  to  the  use  of  alcohol  in  excess,  whiskey  or  brandy  should  be  given 
him  in  amounts  varying  with  the  quantity  which  he  had  been  accustomed  to 
ingest  daily.  Not  only  does  his  system  require  the  effects  produced  by 
this  drug,  but  its  use  is  also  necessary  to  prevent  the  rapid  development  of 
delirium  tremens,  which  is  a  most  fatal  complication  in  these  cases.  An 
active  stimulation  is  also  usually  required  in  many  coses  of  croupous  pneu- 
monia in  which  the  patient  is  just  recovering  from  some  other  severe  infec- 
tion, such  as  typhoid  fever. 

It  is,  however,  a  fatal  mistake  to  think  that  every  patient  suffering  from  this 
disease  should  be  stimulated.  The  physician  should  always  bear  in  mind 
the  important  rule  not  to  meddle  with  the  course  of  the  disease  unless  symp- 
toms are  so  pressing  as  to  require  interference.  There  can  be  no  doubt  that 
one  of  the  best  stimulants  in  the  average  case  of  croupous  pneumonia  is 
alcohol,  in  some  form  which  will  agree  well  with  the  stomach.  The  dose  of 
this  drug  in  the  form  of  whiskey  or  brandy  must  depend  upon  the  needs  of  the 
individual.  Rarely  will  any  patient  require  more  than  8  to  12  ounces  in  the 
twenty-four  hours,  and  many  will  do  best  on  much  less  than  this.  Valuable 
adjuvants  to  alcohol  are  the  aromatic  spirit  of  ammonia,  given  in  the  dose  of 
30  minims,  well  diluted,  every  two  or  three  hours;  and  should  any  sign  of  acute 
cardiac  failure  develop,  Ilotfmann's  anodyne,  in  the  dose  of  1  or  2  drachms, 
in  water,  every  hour  or  two,  is  an  invaluable  remedy. 

For  the  condition  of  acute  cardiac  weakness,  the  value  of  strychnine 
should  also  be  borne  in  mind.  Under  these  circumstances  it  is  often 
invaluable,  and  if  need  l>e  may  be  given  in  full  dose,  frequently  repeated, 
by  a  hypodermic  needle,  until  the  patient  rallies.  Usually  j^  to  -^  grain, 
repeated  once  or  twice,  at  an  inter\'al  of  two  or  three  hours,  approximates 
the  proper  dose.  At  the  present  time  it  has  become  fashionable  for 
physicians  to  administer  strychnine  as  a  canliac  stimulant  throughout 
the  whole  course  of  pneumonia.  This  is  an  abuse  of  a  good  remedy. 
Strychnine  is  not  a  direct  cardiac  stimulant.    It  increases  the  activity  of 
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the  heart  by  rallying  the  nervous  system  and  acting  as  an  indirect  whip  to 
the  circulation.  If  its  use  is  persisted!  in  it  soon  loses  its  so-called  stimu- 
lant effects,  and  is  apt  to  produce  a  condition  of  nervous  irritation,  par- 
ticularly in  the  aged,  whicli  may  be  quite  distressing.  Its  constant  use 
deprives  the  physician  of  a  valuable  remedy  for  meeting  critical  moments 
in  the  course  of  the  disease. 

The  value  of  digitalis  for  the  purpose  of  combating  cardiac  failure  in  acute 
croupous  pneumonia  has  been  questioned.  It  is  a  %veil-kno%vn  fact  that 
digitalis  loses  a  large  amount  of  its  power  over  the  heart  in  the  presence  of 
high  fever;  and  fever  is  nearly  alwiiys  a  marked  symptom  in  this  disease. 
It  is  also  coming  to  be  a  well-rece>gni7-ed  fact  that  digitah.s  is  of  little  value 
in  those  cases  in  which  the  heart  muscle  has  undergone  degenerative 
change,  and  the  toxaemia  of  pneumonia  often  prothices  such  alterations  in 
the  muscle  fibre  of  this  visrus.  In  cases  in  which  there  is  marked  vascular 
relaxation  and  cardiac  dilatation,  I  have  known  it  to  do  good  when  given 
in  a  few  large  doses,  particuhirly  If  strycliiiiiie  and  atropine  were  simuhan- 
eously  administered.  Although  it  is  a  drug  which  contracts  the  bloodvessels, 
the  vasomotor  dilatation  or  relaxation  of  advanced  pneumonia  is  often  so 
markefl  that  digitalis  seems  to  be  unable  to  raise  the  arterial  pressure,  and  I 
am  convinced  that  in  many  instances  death  occurs  more  largely  because  of 
the  relaxed  condition  of  tlie  bloodvessels  than  by  any  direct  effect  of  the  dis- 
ease upon  the  heart.  When  I  use  digitalis,  therefore,  I  am  in  the  habit  of 
^ prescribing  5  or  10  drops  of  a  physiologically  tested  tincture  every  eight  or  six 
Ibours,  and  the  same  quantity  of  tincture  of  belladomia  every  tliree  or  four 
hours,  in  order  that  the  belladonna  may  increase  the  tone  of  the  vessels. 
This  treatment,  however,  is  rarely  instituted  before  the  fifth  or  sixth  day,  or 
at  the  approach  of  crisis. 

If  cardiac  failure  is  the  result  of  cardiac  dilatation  due  to  the  obstruc- 
tion of  the  flow  of  blood  through  the  lung,  digitalis  may  be  advantageous, 
but  when  the  cardiac  weakness  is  due  to  toxtemia  it  is  probably  of  little 
value,  and  if  a  clot  has  formed  in  a  cardiac  cavity  it   is  manifestly  use- 
less.   Sometimes  when  the  fever  is  high   and  digitalis  fails  to  act,  it  is 
iWell  to   aid   its  effect  by  quieting  the    heart    through    the   application  of 
'an  ice-bag  placed  ujwn  the  pneconhum.     I    have  also  known  the  reduc- 
tion of  temperature  by  the  local   application  of  the  ice-bag  and  by  cool 
sponging  of  the  body,  with  friction,  to  be  followed  by  the  manifestation  of 
a  distinct  digitalis  influence.     If  motlerate  doses  of   5  or  10  minims  of  a 
I  physiologically  testeii  tincture,  three  or  four  times  a  day,  fail  to  produce 
'  good  effects  under  these  circumstances,  I  feel  quite  confident  that  larger  ones 
will  not  be  of  any  value. 

Should  sudden  collapse  come  on,  a  hypo<lermic  injection  of  strychnine  and 
atropine shoukl  I>e  given,  and  it  may  Iw*  wise  to  ititnMluce  under  the  skin,  by 
hypodermoclysis,  a  pint  of  normal  saline  solution,  containing  1  drachm  of  a 
1 :  10(X)  solution  of  adrenalin  chloride.  The  normal  saline  solution,  under 
these  circumstances,  cannot  do  much  goml  directly  l)ecause  the  relaxation 
of  the  blowlvessels  is  so  great  that  even  if  it  is  absorbed  its  influence  will  not 
be  felt,  but  it  forms  a  reservoir  from  which  the  adrenalin  chloride  will  be 
slowly  absorbed  and  so  raise  arteiial  pressure  by  stimulating  the  walls  of  the 
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bloodvessels  when  the  toxsemia  of  the  disease  has  perchance  paralyzed 
vasomotor  centre  When  the  skin  hccoraes  relaxed  and  bedewe<l  withsw 
atropine  is  often  a  life-saving  drug, 

In  cases  in  which  the  heart  is  laborinj^;,  where  there  is  evidence  of  dilata- 
tion of  its  right  cavity  with  pulsating  Jugulars  and  other  evidences  of 
venous  stasis,  free  venesection  may  Ije  practised  with  advantage,  and 
sometimes  gives  wonderful  relief;  hut  in  cardiac  failure  without  these 
signs  of  venous  obstruction,  venesection  is  practically  of  no  value  whatev 

The  value  of  inhalations  of  oxygen  gas  is  problematical.  I  always 
ploy  them  because  they  seem  to  give  comfort  both  to  the  patient  and 
friends.  TheoxygenshouKl  not  iiegiven  through  m*  ijdu»U*r,l)ut  l)e  allowed  to 
escape,  through  the  opening  of  the  riil)ber  lube  or  glass  nozzle,  about  the  lips 
or  nose  of  the  patient,  for  the  ordinary  individual  who  is  suffering  from 
dyspncea  in  this  disease  will  not  permit  one  of  his  nostrils  to  be  blocked 
or  his  mouth  closed  by  such  an  inhaler,  as  his  desire  for  orcHnary  air  is  too 
great.  If  the  dyspnoea  is  due  to  toxaemia,  tlic  oxygen  is  probably  useless,  i 
If  it  IS  due  to  a  large  area  of  the  lung  lieing  incapacitated  by  consolidation^^H 
is  conceivable  that  oxygen  can  do  great  gooil.  ^^ 

The  value  of  saline  infusion  also  depends  upon  the  degree  of  toxiemia 
which  is  present  and  upon  the  activity  of  the  kidneys.  If,  in  a  given  case, 
the  urinary  secretion  is  scanty  and  toxic  symptoms  develop,  a  pint  of  normal 
salt  solution  may  be  given  by  hypodermoclysis  every  six  or  eight  hours  for 
twenty-four  hours  witii  advantage.  If,  on  the  other  hami,  the  jmeiimonia 
complicates  renal  disease,  and  there  is  any  tendency  to  (edema  of  the  sub- 
cutaneous tissues,  this  method  of  treatment  may  be  disadvantageous,  in  that 
it  tends  to  increase  the  dropsy,  and  perhaps  increases  the  tendency  to  pul- 
monary cedema.  As  marked  toxiemia  is  usually  associated  with  renal 
inactivity,  this  metho<l  of  treatment  should  be  borne  in  mind.  Direct 
infusion  of  a  saline  solution  into  a  vein  is  probably  not  advisable  In  the  , 
majority  of  cases,  since  it  is  usually  absorbetl  with  suflBcient  rapidity  fro^H 
the  subcutaneous  tissues.  ^^ 

The  treatment  of  the  fever  during  the  course  of  croupous  pneumonia  is    | 
not  of  as  great  importance  as  it  is  during  the  course  of  a  more  prolonged 
malady,  like  typhoid  fever.     Indeed,  there  is  some  evidence  to  show  that 
fever  within  moderate  bounds  may  be  an  effort  on  the  part  of  the  organism    ' 
to  protect  itself  from  the  infecting  germs.    If  the  tempierature  does  not  ext^eed    ' 
102.5°  to  103°,  antipyretic  measures  need  not  be  instituted,  althougli  s|)ong-    \ 
ing  the  patient  with  tepid  or  cool  water  three  or  four  times  a  day  will  control 
the  temperature  somewhat,  allay  peripheral  nervous  irritation,  keep  the  skin 
clean,  and  often  produce  sleep.    These  spongings  are,  therefore,  useful  in  the 
ordinary  case  of  pneuinotiia  with  a  temperature  of  103°  or  more,  but  they 
are  not  to  be  carried  out  with  the  same  vig<*r,  citlier  as  to  tlie  activity  of  the 
rubbing  or  degree  of  cold,  as  is  employed  in  typlioid  fever,  for  the  temperature, 
as  a  rule,  doe.s  not  resist  the  cold,  and  if  it  is  applied  too  freely  the  patient 
may  be  thrown  into  collapse  by  a  sudden  fall  of  fever.     Nearly  every  case 
of  acute  pneumonia  will  Ijc  benefited  if  an  ice-bag  is  kept  applied  to  the  head, 
and  if  the  action  of  the  heart  is  very  rapid  when  the  fever  is  high  an  ice- 
bag  over  the  prtecordium,  &3  already  stated,  is  often  advantageous. 
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The  administration  of  antipyretic  drugs  to  patients  suffering  from  pneu- 
monia is  absolutely  inexcusable.  In  the  first  place,  antipyresis  by  drugs  is 
rarely  if  ever  needed.  In  the  second  place,  there  is  overwhelming  clinical 
and  experimental  evidence  to  show  that  the  use  of  these  drugs  materially 
diminishes  the  vital  resistance  of  the  patient,  decreases  the  ability  of  his  blood 
to  convey  oxygen  to  his  tissues,  reduces  its  ability  to  destroy  infecting  micro- 
organisms, lowers  vascular  tone,  depresses  the  heart,  and  is  altogether  evil 
in  its  influence,  probably  also  diminishing  the  elimination  of  toxic  materials 
by  the  kidneys,  and  certainly  giving  these  organs  the  additional  labor  of 
eOminating  the  antipyretic  drug,  which,  perchance,  may  be  irritating  to  them. 

Quinine  is  employed  by  some  practitioners  with  the  idea  that  it  possesses 
antipyretic  power,  and  there  is  no  objection  to  its  use  in  small  doses;  large 
doses,  which  produce  cinchonism  or  irritation  of  the  stomach,  are  valueless, 
and  may  do  harm  by  irritating  the  stomach,  producing  cerebral  congestion 
and  meningeal  irritation,  or  irritating  the  kidneys. 

When  croupous  pneumonia  is  of  the  typhoid  type  and  asthenia  is  marked, 
valuable  results  can  be  obtained  very  frequently  by  the  hypodermic  injection 
of  J  to  1  grain  of  camphor,  dissolved  in  sterilized  olive  oil.  This  injection 
may  be  given  once,  twice,  or  thrice  in  twenty-four  hours  for  one  or  two 
days,  but  ought  not  to  be  continueil  too  long;  first,  because  it  rapidly  loses 
its  effects  if  used  too  frequently,  and,  second,  because  in  these  doses  there 
may  be  some  danger  of  camphor  poisoning.  Camphor  is  to  be  regarded  as 
a  remedy  for  an  emergency,  and  is  to  be  reserved  for  critical  periods. 

If  great  mental  and  nervous  excitement  is  present  and  persistent,  life  can 
often  be  saved  by  the  administration  hypodermically  of  i,  ^.  or  J  grain  of 
morphine.  This  will  often  produce  several  hours  of  desired  sleep,  from  which 
the  patient  awakens  much  refreshed  and  perhaps  free  of  the  delirium  which 
before  the  administration  of  the  morphine  was  an  annoying  symptom,  in 
that  it  produced  pnysical  exhaustion  through  the  constant  activity  of  his 
body  and  mind. 

The  employment  of  nitroglycerin  in  the  treatment  of  pneumonia  is  limited 
to  those  cases  which  have  a  high  arterial  tension.  The  drug,  under  these 
circumstances,  is  of  great  value  in  that  it  diminishes  the  work  of  the  heart  by 
removing  the  via  a  fronte.  If,  on  the  other  hand,  vascular  spasm  does  not 
exist,  tlie  drug  is  useless,  for  it  is  not,  as  some  have  thought,  in  any  sense  a 
direct  cardiac  stimulant. 

The  question  of  the  employment  of  circulatory  sedatives  in  the  early  stages 
of  acute  croupous  pneumonia  is  one  which  has  been  widely  debated,  particu- 
larly in  this  country.  There  are  many  excellent  practitioners  who  consider 
that  full  doses  of  veratrum  viride  or  aconite  in  the  earlier  stages  of  croupous 
pneumonia  are  advantageous.  Statistics,  or,  to  speak  more  correctly,  wide 
personal  experience  on  the  part  of  many  physicians,  seems  to  justify  the  use  of 
this  drug  in  some  cases,  namely,  in  those  instances  in  which  the  physician  sees 
the  patient  during  the  first  hours  of  the  attack,  and  if  the  patient  is  a  strong, 
sthenic  individual,  with  a  full,  bounding  pulse,  and  great  flushing  of  the  face. 
Under  these  circumstances  the  relaxation  of  the  general  vascular  system 
produced  by  tlie  veratrum  viride  and  the  quieting  of  the  excited  heart  seems 
distinctly  advantageous.    Whether  such  treatment  in  any  way  aborts,  or 
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jugulates,  or  diminishes  the  violence  of  the  subsequent  attack  is  tlifBcult  to 
determine.  In  a  few  instances  of  acute  croupous  pneumonia  an<I  acute 
pleurisy,  seen  in  the  very  early  stages,  I  have  noted  go<Ml  results  from  such 
treatment.  But  in  the  vast  majority  of  instances  the  physician  does  not  see 
the  patient  for  nearly  twenty-four  hours,  by  this  time  the  disease  is  well 
started  on  its  way,  and  the  symptoms  of  great  circulatory  excitement 
have  usually  passetl  by,  so  that  circulatory  sedatives  are  distinctly  contra- 
indicated. 

As  the  rapid  development  of  the  signs  of  circulatory  depression  can 
be  aided  by  the  administration  of  sedative  remedies,  the  use  of  chloral 
and  the  bromides  as  nervous  sedatives  in  the  course  of  croupous  pneumonia 
is  usually  inadvisable.  Chloral  in  particular  is  contraindicated,  because  of 
its  well-known  depressant  effect  upon  the  heart  and  its  irritant  action  upon 
the  kidneys. 

The  diet  shoultl  be  liquid  and  consist  of  milk,  with  a  little  pancreatin 
and  bicarbonate  of  soda,  to  aid  in  digestion,  and  of  animal  broths 
and  gruels  made  of  wheaten  grits,  oatmeal,  rice,  or  barley,  the  digestion  of 
these  starchy  foo<ls  being  aided  by  the  administration  of  small  quantities  of 
taka-diastase  or  pancreatin.  I  am  quite  convinced  tiiat  we  too  infrequently 
resort  to  these  cereal  fluidsinthe  treatmentof  diseasesof  this  nature, since  tJiey 
[)Ossess  much  nutritionul  value  and,  if  their  digestion  isaidetl,  agree  with  the 
vast  majority  of  patients,  and  enable  us  to  change  the  diet  so  that  the  patient 
does  not  become  tired  of  any  one  particular  kind  of  food,  which  is  a  great 
advantage. 

Care  should  be  taken  in  cases  of  croupous  pneumonia  that  the  patient 
receives  an  adequate  amount  of  water  to  drink,  so  that  the  kidneys  may 
be  well  flushed  with  fluid  in  each  twenty-four  hours;  but  it  is  important 
that  only  small  amounts  of  flui<I  l>e  taken  at  a  time,  as  distention  of  the  stomach 
may  cause  fatal  cardiac  embarrassment.  Tiie  bowels  should  also  be  moved 
each  day  in  the  early  stages  of  the  attack  by  full  doses  of  calomel,  and  in  the 
later  stages  by  salines,  or,  if  the  patient  is  too  w^eak  for  the  use  of  these  purga- 
tives, by  a  rectal  injection  of  water  or  of  glycerin  and  water. 

The  a<iministration  of  expectorants  in  croupous  pneumonia  is  useless 
until  the  stage  of  resolution  is  reached.  Even  then  they  are  probably  of 
little  value  in  clearing  up  the  exudate  in  the  vesicular  portions  of  the  lung. 
But  the  chloride  of  arninonium,  the  oil  of  sandal-wood,  guaiacol,  and  terpin 
hydrate  often  prove  useful  at  this  time  in  aitling  in  removing  the  sjinptoms 
of  clirnnic  bronchitis  which  exist,  a  state  which  results  in  the  formation  of 
a  good  deal  of  thick,  tenacious  bronchial  mucus,  which  the  patient  may  have 
difficulty  in  expectorating. 

Excessive  cough  in  all  stages  of  croupous  pneumonia  is  best  controlled 
by  the  admiiustration  of  Dover's  powder,  coileine,  paregoric,  or  the  newer 
drug,  heroin.  In  the  stage  of  resolution  cougli  se<latives  should  not  be 
administered  unless  the  physician  is  certain  that  the  cough  is  in  excess  of 
the  nee<ls  of  the  patient  in  getting  rid  of  the  materials  in  his  chest  which 
should  be  gotten  rid  of  in  this  way. 

Meningeal  s^Tiiptoms  are  to  be  treated  by  the  application  of  cold  to  the 
head,  and  sometimes  it  is  wise  to  apply  a  blister  to  the  nape  of  the  neck. 
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Definition.-^Diphtheria  is  an  acute  infections  disease,  which  chiefly  affects 
children  under  puberty.  It  is  due  to  the  Kiebs-Loeffler  bacilhis,  and  is  char- 
acterizetl  primarily  by  an  acute  local  inflammatory  process  which  atl'ectii,  as  a 
rule,  the  pharynx,  larynx, or  nasal  mucous  niembrane,  and  which  is  peculiar  in 
that  it  is  associated  with  the  development  of  a  false  membrane  due  to  a 
fibrinous  exu<late.  From  the  spot  upon  which  this  condition  develops  the 
general  system  becomes  affected,  not  by  the  micro-organism  of  the  disease, 
but  by  the  poisons  or  toxins  produced  by  tiie  specific  organism  at  the  site  of 
primary  infection.  Other  infwtictns  may  occasionally  cause  the  production 
of  a  false  membranCp  but  tlie  discovery  of  the  presence  of  the  Klebs-Locffler 
bacillus  determines  that  the  affection  is  diphtheria.  All  cases  in  which  a 
false  membrane  develops  on  a  visible  mucous  membrane  should  be  considered 
to  be  cases  of  dipiitheria  and  treated  as  such  until  proved  to  be  non-(Jiph- 
tberitic,  because  in  this  way  the  spread  of  the  disease  is  prevented  and  the 
use  of  the  specific  remedy,  antitoxin,  will  save  life  if  the  disease  is  present 
and  do  no  barm  if  it  is  not. 

In  the  great  majority  of  cases  the  disease  prinmrily  ;i fleets  the  pharyngeal 
mucous  membrane,  or  the  mucous  membranes  immcfiiately  adjacent  thereto, 
and  from  this  area  spreads  to  the  nose  or  larj'nx,  where  the  results  of  its 
development  are  very  fatal.  The  specific  inflammation  and  false  membrane 
may,  however,  develop  on  any  exposed  mucous  membrane,  and  even  upon 
the  true  skin  if  the  epiderm  be  removetl  intentionally  or  by  accident. 

It  is  possible  for  bacteriologists  to  find  the  Klebs-I.oefflcr  bacillus  in  cases 
of  sore  throat  in  which  there  is  no  false  membrane  and  no  systemic  symptoms 
of  diphtheria,  and  in  some  of  these  instances  even  local  disturbances  may 
l>e  absent  because  of  the  resistance  off'ered  to  this  infection  by  some  persons. 
These  cases  are  not  to  be  considered  instancies  of  diphtheria,  although  they 
are  entirely  capable  of  conveying  the  completely  developed  disease  to  others. 

On  the  other  hand,  cases  are  not  rarely  seen  in  which  the  physician  finds 
a  shaggy  false  membrane  on  the  throat  associated  with  signs  of  great  sys- 
temic toxfemia.  and  in  which  the  bacteriologist  fails  to  find  the  specific  micro- 
Lorganism  of  diphtheria.  This  condition  is  called  {liphtheria  by  the  physician 
and  pseudodiphtheria  by  the  bacteriologist.  The  streptococcus  is  probably 
responsible  for  some  cases  of  the  latter  type,  while  in  other  patients  the 
pneumococcus  causes  a  similur  effect.  These  instances  are  met  with  most 
commonly  as  complications  of  scarlet  fever  or  more  rarely  of  measles,  and 
also  occur  as  manifestations  of  severe  tonsillitis  or  angina. 

History. — Diphtheria  has  been  recognized  for  many  centuries  as  a  disease, 
but  it  was  not  until  the  clinical  observations  of  Bretonneau,  of  Tours,  that 
its  separate  identity  was  established  under  the  name  of  "diphth^rite." 
He  classed  all  cases  of  *' putrid  sore  throat/'  "cynanche  maligne,"  and 
"suffocative  angina"  under  this  one  heading,  and  much  more  recently  tliose 
Cases  heretofore  called  ''membranous  croup"  have  also  been  very  properly 
^ put  in  the  class  called ''diphtheritic."  This  sweeping  classification  is  not 
scientifically  justifiable,  as  has  just  been  pointed  out,  but  from  a  clinical 
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standpoint  it  is  proper  because  in  the  majority  of  instances  the  false 
rneinbraiie  is  due  tf)  this  cause. 

Diatribution. — Diplitheria  is  a  disease  which  occurs  in  nearly  all  parts 
of  the  world,  but  is  much  more  prevalent  in  the  temperate  zones  than 
elsewhere.  It  occurs  in  epidemics  arul  in  sporadic  cases,  aiul  is  endemic 
in  nearly  every  large  city.  While  common  in  cities,  it  is  even  more  common 
in  country  districts.  No  special  influence  upon  its  development  is  known 
to  be  exercised  l>y  bad  drainage,  althougli  such  drainage  may,  by  diminish- 
ing vital  resistance,  very  greatly  increase  susceptibility  to  the  malady. 

It  is  a  disease  of  the  ptjor  rather  than  of  the  rich,  and  when  it  occurs 
in  the  well-to-do  it  is  usually  sporadic  and  its  source  can  often  be  tracetl  to 
some  single  exposure.  The  reason  for  this  does  not  He  so  much  in  greater 
susceptibility  of  the  poor  as  in  greater  exjx)sure  to  the  infection,  for  when 
the  children  of  the  well-to-do  are  attacked  they  succumb  as  readily  as 
their  otherwise  less  fortunate  fellows. 

Diphtheria  occui's  much  more  frequently  between  the  ages  of  two  and 
five  years  than  at  any  other  time  of  life  (Fig.  37). 

Etiology. — Diphtheria  is  due,  as  has  already  been  stated,  to  a  specific 
bacillus  first  described  by  Klebs  in  1883,  and  later  isolated  by  Loefiler. 
This  tnicro-organisrn  is  fnnu  1.5  to  3.5  or  rarely  4.5  niicromiinnietres  in 
length,  and  from  0.3  to  O.S  in  breadth.  It  usually  appears  singly,  in  groups 
of  two  or  three,  but  true  chains  are  saiil  not  to  occur;  the  organisms  may 
lie  side  by  side  or  at  an  angle.  They  are  slightly  cun'ed  with  straight, 
rounded  ends,  sometimes  branched,  antl  commonly  l>caded  or  barred. 
They  do  not  give  off  spores,  and  fiagella  are  absent.  They  may  contain 
highly  refractive  bodies  which  cause  them  to  .stain  irregularly.  The  best 
stain  is  that  of  LoetHer,the  oval  bodies  in  the  organism  staining  more  highly 
than  the  rest  of  the  bacillus.  They  are  grown  best  in  Loeffler's  bloo<l  serum, 
but  develop  in  all  the  laboratory  media.  The  organism  is  non-motile  and 
almost  purely  aerobic. 

All  cases  of  diphtheria  are  due  to  the  entrance  into  the  body  of  this  specific 
bacillus  originally  tlerive<l  from  some  patient  ill  with  the  disease.  The 
transfer  is  made  in  a  mulLitvide  of  ways.  Sometimes  it  is  by  the  clothing, 
by  books,  by  foodstulf-s,  or  drinks,  or  drinking-vessels,  by  pencils,  or  by  the 
coughing  of  an  individual,  who  may  have  the  bacilli  in  the  throat,  in  such 
a  way  that  the  infectious  agent  is  driven  into  the  respirator^'  passages  or 
mouth  of  the  other  person.  Convalescent  patients  may  in  this  manner  act 
as  disseminators  of  the  disease  lon^  after  they  are  apparently  entirely  well,  and 
healthy  persons  with  the  bacilli  in  the  mouth  may  also  carry  the  in- 
fection. 

Thus  it  is  entirely  possible  for  a  nurse  who  has  been  in  chai^  of  a  case  of 
diphtheria  to  carry  in  the  crypts  of  the  tonsils  the  specific  micro-organism, 
to  have  no  sign  of  tlie  disease,  and  yet  infect  a  child  or  adult  whom  she 
may  care  for  soon  after  leaving  the  first  case.  It  is  evi^lent,  therefore,  that 
while  the  infection  is  not  carried  by  the  air,  as  in  smallpox,  it  is  very  easy  for 
a  patient  who  sneezes  or  coughs  to  distribute  the  infectious  agent  broadcast 
by  its  falling  on  neighboring  substances  which  act  as  agents  of  conveyance. 
These  are  some  of  the  causes  that  result  in  the  rapid  spread  of  the  disease 
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in  tenement  houses,  schools,  and  other  public  places  where  children  are 
congregated. 

As  the  specific  bacillus  possesses  great  vitality,  the  relationship  between 
cause  and  effect  may  not  be  readily  discovered.  Thus,  if  the  bacilli  fall  on 
a  garment  they  have  been  found  to  remain  capable  of  producing  the  disease 
six  months  later,  and  they  have  been  found  in  the  throat  many  months  after 
perfect  health  has  been  established.  So,  too,  the  dust  of  the  room  may  carry 
the  infection,  and  even  the  hair  or  beard  of  the  physician  may  do  likewise, 
if  the  patient  expels  any  secretion  upon  it.  Finally,  as  already  intimated, 
milk  may  act  in  this  manner,  and  cheese  made  from  contaminated  milk 
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Showing:  the  a^  incidence  of  diphtheria,  based  on  S960  cases  coUected  from  Tarious  sources. 


may  even  convey  the  bacillus.  Pet  animals,  such  as  cats  and  dogs, 
also  act  as  distributors,  and  rodents,  such  as  rats  and  mice,  may  do 
likewise. 

While  all  the  diseases  of  birds,  cats,  and  calves  characterized  by  the  for- 
mation of  a  false  membrane  are  not  communicable  to  man,  the  possibility 
of  a  true  diphtheritic  infection,  in  domestic  animals,  cannot  be  denied. 

There  are  a  number  of  causes  existing:  in  the  patient  which  exercise  a 
predisposing  influence  in  connection  with  this  infection.  Some  of  these 
are  at  present  obscure  and  probably  depend  upon  a  lack  of  anti-bodies  in 
the  blood  and  tissues,  but  others  are  equally  active,  readily  recognizable 
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and  in  many  cases  remediable.  There  can  be  no  doubt  whatever  that 
chronically  ciiliiro;ed  tonsils,  overgrowth  of  the  so-called  phan'ni^a!  tonsil 
and  chronic  catarrh  of  the  nasopharynx  very  niateriiilly  increase  the  snscep- 
tibility  of  a  child  to  diphtheria.  For  this  reason  these  conditions  should 
not  be  allowed  to  exist  in  otherwise  heiilthy  cluliircn.  Further  than  this 
the  crypts  of  tlie  tonsils  when  diseaseil  may  harbor  the  Klcbs-Loeffler  bacillus, 
until  a  time  when  the  system  of  the  patient  is  favorable  for  its  growth  and 
then  develop  rapidly,  or  on  being  expelled  cause  the  malady  in  another 
individual. 

None  of  the  pathogenic  organisms  seems  to  possess  a  greater  degree  of 
variance  in  virulency  than  tiie  one  under  discussion.  In  some  instances 
it  fails  to  exert  any  malign  efTcct  beyond  a  local  iuHucncc,  and  even  this 
may  amount  to  nothing  more  than  a  sore  throat.  In  other  cases  it  attacks 
the  patient  with  a  virulence  which  is  perfectly  terrifying. 

It  is  not  probable  that  sex  has  any  hifluence  as  a  predisposing  cause. 
Statistics  vary,  however,  some  showing  that  a  greater  number  of  cases  occur 
among  boys  than  among  girls.  That  these  differences  are  merely  fortuitous 
is  exemplitief]  by  the  fact  that  of  22,0<)5  cases  collected  from  various  sources 
11,00(3  occurred  among  boys  and  10,9f)9  among  girls,  a  difference  of  only 
seven  cases. 

Pathology  and  Morbid  Anatomy. — In  studying  the  pathology  and  morbid 
anatomy  of  diphtheria  it  is  essential  to  remember  that  the  disease  Is  primarily 
local  and  secondarily  systemic;  that  t!ie  local  area  of  infection  is  the  site 
at  which  the  specific  organism  multiplies  and  produces  lt>cal  changes  by 
its  gn)Wth,  and  at  the  same  time  elaborates  a  toxin  which,  being  absorbed, 
acts  on  distant  parts  and  so  endangers  life.  The  bacillus  enters  the  blood 
stream  in  a  relatively  constant  percentage  of  cases. 

Local  Lksiovs. — The  local  change  produced  by  the  growth  of  the  bacillus 
is  now  well  understood,  for  a  large  number  of  researches  in  Euro[>e  and 
America  have  given  us  clear  conceptions  of  it.  Of  these  researches  by  far  the 
most  noteworthy  is  that  carried  out  by  Councilman,  Mallory,  and  Pearce  in 
Boston. 

The  poison  produced  by  the  specific  bacillus  in  the  nmcous  membrane 
of  the  throat  results  in  the  death  of  the  tissues  and  in  this  necrotic  mass 
the  bacilli  then  very  rapidly  ilevelop.  The  epitiielium  in  many  cases 
manifests  more  or  less  proliferation,  l)ecomes  hyaline  and  necrotic,  eventu- 
ally fragmenting  and  disintegrating.  The  inflammatory  exudate  which  per- 
meates the  mucosa  and  even  the  submucous  stratum  is  very  rich  in  fibrin 
elements,  and  when  brought  in  contact  with  the  necrosing  structures  forms 
a  fibrous  reticulum  entangling  within  its  meshes  the  cells  and  bacteria. 
The  membrane  formed  by  the  coagulation  necrosis  and  hyaline  degeneration 
of  the  cells  uuiy  \>e  so  transparent  as  almost  to  escape  detection  during  life 
(hyaline  type),  or  it  may  be  granular  or  fibrillar  The  necrosis  may  extend 
into  the  suj>erficial  epithelium  only  or  penetrate  the  submucosa,  in  some 
instances  involving  the  parenchyma  of  the  tonsil  or  even  the  submucous 
muscular  structiires.  This  necrotic  membrane  is  subject  to  a  number  of 
important  changes.  It  may  disintegrate  and  form  a  mass  of  shreddy  detritus 
on  the  surface  or  it  may  be  thrown  off  by  being  elevated  by  the  exudate 
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which  fonns  beneath  it.  In  the  latter  process  a  very  thick,  false  membrane 
formed  of  consecutive  layers  may  be  produced.  The  membrane  always 
develops  on  a  necrotic  surface,  but  it  majj  extend  a  short  distance  over  the 
surrounding  mucous  membrane. 

The  depth  of  the  destructive  process  is  not  very  great  in  the  majority 
of  cases,  but  in  rare  instances  it  has  become  deep  enough  to  crocie  the 
caTutid  arter}'.  In  many,  if  not  all,  such  instances  other  organisms  play 
an  important  part  in  the  spread  of  the  necrosis  aiul  achl  to  the  into.xication 
their  own  poisonous  pnxlucts.  It  is  im[K5rtant  to  bear  in  mind  in  diphtheria 
that  the  infection  is  "mixed"  in  the  vast  majority  of  cases;  that  is,  the  false 
membrane  not  only  holds  iii  its  meshes  a  multilude  of  the  specific  bacilli 
but  many  other  micro-organisms  as  well,  many  of  which  possess  a  power 
for  evil,  as,  for  example,  the  streptococcus. 

The  membrane  is  closely  attached  to  the  tissues  beneath  and  Is  stripped 
off  with  great  difficulty  except  when  it  develops  in  the  larynx  and  bronchi, 
when  it  is  dislodged  (piite  readily. 

The  false  membrane  may  ilcveloj)  on  any  mucous  membrane  or  upon 
any  wound  or  abrasion,  but  it  most  frequently  appears  on  the  tonsils. 
According  to  Lennox  Browne,  of  London,  the  relative  frequency  of  its 
appearance  is  as  follows: 

Above  the  lar>nx,  84.1  per  cent.:  841  casps. 

Fauces  (includiug  loiisiU)  alone  .....     672  cases. 

Nose  alone 2  cases. 

Fauces  and  nose 1 65  cases. 

Mouth  or  lips  alone  ........         1  case. 

rHard  palate  alone .1  case. 
Ini'olving  larynx,  15.9  per  cent.:  150  cases. 

■  Larynx  alone  .........  4  cases, 
H  Larynx  and  fauces  ........  100  coses. 
■  Larynx,  fauces,  and  nose .40  cases. 

The  growth  of  the  membrane,  whatever  its  site,  varies  greatly  in  rapidity, 
in  the  area  covered,  and  also  in  its  thickness,  but  the  virulence  of  the  systemic 
infection  is  not  always  in  direct  ratio  to  the  size  of  the  diphtheritic  patch. 
On  the  other  hand,  the  degree  of  secondary  infection  tlcpetids  largely  upon 
the  particular  surface  involved,  and  if  it  develops  in  the  nasopharynx  the 
toxiemia  is  apt  to  be  profound.  In  many  severe  cases  tlie  accessory  nasal 
cavities  are  infected,  particularly  the  antrum  of  PJi^hmore. 

Visceral  and  Systkmic  Lksions. — The  action  of  the  toxin  of  diphtheria 
is  chiefly  expended  upon  the  heart,  the  nervous  system,  and  tlie  kidneys, 
The  heart  suffers  from  an  acute  myositis  or  inflammation  of  its  interstitial 
and  muscular  tissues,  and  this  may  f>e  followed  by  conversion  of  the  muscle 
fibres  into  hyaline  masses-  In  a  large  proportion  of  the  cases  in  which 
sudden  death  from  heart-failure  occurs  the  cause  lies  in  the  cfl'cct  of  the 
poison  upon  the  nervous  mechanism  of  the  heart,  possibly  to  »  greater 
degree  than  its  effect  U[x>n  the  myocardium.  In  some  of  these  ca.^es,  how- 
ever, death  is  due  to  thrombi  in  the  heart  cavities  (see  Sequela?),  or, 
again,  portions  of  these  thrombi  are  swept  out  of  the  heart  and  produce 
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embolism  in  the  coronary  arteries,  in  the  pulmonary  vessels  or  in  the  gen- 
eral arterial  system.  As  would  be  expected  from  the  effects  upon  the 
heart,  just  described,  the  bloodvessels  are  also  atfected.  Aii  acute  arteritis 
often  occurs  and  affects  particularly  the  intima. 

The  nerooiis  system  is  involved  chiefly  in  its  peripheral  portions.  The  nerve 
trunks  suffer  from  acute  toxic  neuritis  and  less  commonly  autopsy  reveals 
hemorrhage  into  the  spinal  cord  antl  its  membranes  as  a  result  of  the  vascular 
action  of  the  poison.  A  much  more  common  spinal  lesion  is,  however,  an 
acute  anterior  poHorayeHtis»  that  is,  involvement  of  the  cells  in  the  anterior 
horns  of  the  gray  matter.  Sometimes,  too,  the  posterior  nerve  roots  in  the 
cord  may  Ue  also  affected.  The  special  cranial  ner\'es  are  also  involve*!  in 
many  instances  and  loss  of  function  in  the  oculomotor,  vagus,  hypoglossal 
and  spinal  accessory  fibres  takes  place.  It  is,  however,  interesting  to  note 
that  while  paralysis,  due  to  peripheral  diphtheritic  neuritis,  may  be  absolute 
and  widespread,  it  usually  gets  well  unless  the  function  of  some  vital  part 
is  so  interfered  with  that  death  speedily  ensues.  The  brain  is  very  rarely 
affected. 

The  kidneys  are  more  or  less  affected  in  all  cases  of  diphtheria.  In  some 
there  is  only  a  mild  albuminuria  produced  by  the  irritative  effect  of  the 
tuxin  upon  the  renal  epithelium.  In  more  severe  cases  an  acute  toxic 
nephritis  develops.  This  nephritis  primarily  is  parenchymatous,  involving 
the  Malpighian  tufts  and  the  tubules,  hut  it  speedily  becomes  diffuse. 
Hyaline  degeneration  also  takes  place  in  the  renal  vessels,  as  elsewhere  in 
the  body. 

The  spleen  is  enlarged,  markedly  congested,  antl  minute  hemorrhages 
are  to  be  seen  beneath  its  capsule.  The  liver  may  be  found,  on  cross-section, 
to  be  dotted  with  small  areas  of  coagulation  necrosis. 

As  the  infection  is  most  marked  in  the  throat  the  rervicat  lyinpk  ijlands 
are  usually  infiltrated  and  the  poison  may  also  cause  enlargement  of  the 
lymphatics  in  the  [nediiistinum  and  iu  the  retroperitoneum.  The  inflamma- 
tion of  the  lymph  nodes,  however,  rarely  ends  in  suppuration  or  extensive 
necrosis. 

The  lungs  are  often  the  site  of  bronchopneumonia  resulting  from  a  com- 
plicating pneumococcus  infection,  but  true  croupous  pneumonia  is  a  rare 
complication.  When  great  dyspncea  is  present  because  of  lar^^ngeal  stenosis 
compensatory  emphysema  may  develop.  In  the  laryngeal  form  the  mem- 
brane may  extend  to  the  smaller  bronchi. 

The  blood  is  affected  very  deleteriously  by  the  poison  of  diphtheria,  so 
that  a  great  diminution  in  t!ie  number  of  the  red  cells  takes  place  with 
a  corresponding  fall  in  hiemnglobin.  A  leukoc}1osis  occurs  except  in  the 
very  malignant  forms  of  the  disease.  Myelocytes  are  said  to  be  present  in 
severe  cases,  and  Engel  states  that  in  those  cases  in  which  they  appear  in 
as  high  a  percentage  as  2  per  cent,  death  occurs. 

Symptoms. — After  a  period  of  incubation  varying  from  two  to  seven  days 
the  disease  has  its  onset  in  the  form  assumed  by  most  acute  infections, 
namely,  with  general  vuihdse,  rhillini'ss,  and  JiTcr,  the  temperature  often 
reaching  102°  or  even  103°  in  the  first  twenty-four  hours.  The  severity  of 
these  symptoms  varies  greatly.    In  some  cases  they  are  so  mild  that  the  child 
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is  scarcely  thought  to  be  ailing,  and  the  physician  at  his  second  visit  is 
shocked  on  examining  the  throat  to  find  distinct  local  lesions.  In  other  cases 
the  disease  is  fulminating  in  its  onset.  I  have  seen  a  small  patch  of  mem- 
brane on  a  tonsil  within  twelve  hours  involve  the  larynx  and  necessitate 
tracheotomy,  the  membrane  involving  the  external  edges  of  the  wound  in 
less  than  twelve  hours  more.  In  nearly  every  case  there  is  some  complaint 
of  sore  throat,  or  of  difiSculty  in  swallowing  arising  from  this  cause.  The 
pharyngeal  mucous  membrane  is  reddened  and  upon  the  tonsil  or  tonsils 
is  seen  a  tiny  patch,  which  is  the  beginning  of  the  Tnembrane,  but  which  may 
be  due  to  the  exudate  thrown  out  by  a  follicular  tonsillitis.  This  membrane 
rapidly  spreads  and  may  extend  to  the  pillars  of  the  fauces,  the  pharynx, 
nasophaiynx,  and  the  uvula.  It  is  grayish  or  light  mouse  color  in  hue,  and 
in  many  cases  speedily  becomes  sha^y  and  dirty  looking.  If  the  physician 
attempts  to  remove  it  it  is  found  to  adhere  to  the  mucous  membrane,  and 
it  can  be  taken  off  by  only  tearing  it  loose,  so  that  a  raw,  bleeding  surface  is 
exposed  over  which  a  false  membrane  speedily  reforms  for  reasons  given 
when  discussing  the  pathology  and  morbid  anatomy  of  the  disease. 

There  is  nearly  always  some  enlargement  of  the  glands  at  the  angle  of  the 
jaw. 

The  degree  of  systemic  disturbance  depends  in  every  case  upon  the  virulence 
of  the  infecting  bacillus  and  the  rapidity  with  which  the  toxin  is  absorbed. 

Some  patients  who  present  on  examination  a  large  area  of  membrane 
suffer  slightly  in  a  comparative  sense.  The  fever  does  not  rise  above 
102°  or  103**,  the  pulse  does  not  go  above  100  or  110,  and  the  general  state 
of  the  patient  is  favorable.  In  other  instances  from  the  very  onset  the  gen- 
eral systemic  .«Jtate  is  bad,  even  when  the  local  changes  may  seemingly  be 
slight.  Even  in  severe  cases,  however,  the  fever  is  not  prone  to  be  high,  and 
often  it  never  rises  above  101°. 

The  nervous  symptoms  consist  in  restlessness,  sometimes  in  delirium,  and 
rarely  convubions  come  on.  As  the  disease  approaches  a  fatal  issue,  the 
child  becomes  apathetic  and  it  may  be  diflScult  to  rouse  it. 

The  circulation  is  feeble  and  irregularity  of  the  pulse  is  a  very  frequent 
8]rmptom.  In  \Miite's  recent  exhaustive  study  of  946  cases  this  irregularity 
was  present  in  60  per  cent.  The  younger  the  patient  the  greater  the 
frequency  of  irregularity  of  pulse.  Endocardial  murmurs,  systolic  in  point 
of  time,  occurred  in  94  per  cent. 

Albuminuria  is  a  very  constant  symptom  in  these  cases,  appearing  as 
eariy  as  the  third  day.  The  albumin  may  appear  in  considerable  quantities, 
but  the  urinary  flow  is  in  many  cases  not  greatly  increased,  although  the 

Eresence  of  granular  and  hyaline  casts  shows  that  a  true  nephritis  is  present. 
dropsy  is  uncommon. 

In  cases  which  are  not  complicated  or  treated  by  antitoxin,  and  which 
spontaneously  recover,  the  membrane  ceases  to  grow  by  the  fifth  or  sixth 
day,  and  gradually  separates  at  about  the  seventh  or  tenth  day,  leaving  at 
its  former  site  a  bright-red  surface  which  bleeds  easily.  The  nasal  false 
membrane  persists  longer  than  that  in  the  pharynx,  and  often  comes  away 
in  one  mass. 

After  this  period  convalescence  gradually  goes  on,  the  patient  being  pro- 
12 
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fouiully  weak  uni]  amemic  and  in  great  danger  of  sudden  death  from  heart- 
failure  if  any  sudden  change  in  posture  is  made.  A  great  many  cases  thought 
to  be  on  the  high  road  to  recovery  meet  an  unexpected  fatal  ending  at  this 
time. 

Special  Forms. — There  still  remain  to  be  descril^eci  the  special  sj-mptoma 
connected  with  those  cases  of  diphtheria  in  which  particular  portions  of 
the  respiratory  mucous  membrane  are  involved,  or  in  which  the  disease 
presents  conditions  which  may  be  consideretl  aberrant.  In  nasal  diphikeria 
the  false  membrane  may  l>e  so  hidden  by  the  swollen  turbinated  bodies 
that  it  is  overlooked  until  it  exten<Js  well  forward  into  the  nostril,  when  it 
may  completely  occlude  the  nares.  Only  a  careful  rhinoscopic  examination 
will  reveal  this  form  in  its  early  stages.  Because  of  the  importance  of  insti- 
tuting treatment  in  all  cases  of  this  disease  at  the  earliest  possible  moment 
the  nasal  cavities  should  always  be  examined  at  the  same  time  the  throat 
is  investigated,  and  any  signs  of  nasal  obstruction  taken  as  of  imj>ortance. 
A  valuable  sign  of  nasal  diphtheria,  but  one  which  unfortunately  does  not 
manifest  itself  until  the  disease  is  well  advanced  is  a  nasal  discharge  which 
may  excoriate  the  upper  lip. 

It  is  never  to  be  forgotten  that  nasal  diphtheria  is -a  very  malignant 
type  of  the  disease  in  nearly  every  instance  in  which  it  occurs,  and  it  is 
particularly  prone  to  affect  infants  or  very  young  children. 

Laryngeal  diphtheria  manifests  itself  chiefly  by  the  marked  respiratory 
obstruction  which  it  proikices  very  sliortly  after  the  pathological  process 
begins  in  the  mucous  membrane  of  the  larynx.  Hoarseness  on  speaking, 
or  crying,  and  a  harsh  cough  of  a  metallic  sounti,  sometimes  calle<l  **  brassy/' 
develops.  Following  these  symptoms  it  is  noted  that  there  is  shght  inspira- 
tory stridor  which  is  accentuated  at  intervals  by  what  seems  to  be  asso- 
ciated laryngeal  spasm.  This  is  followed  by  persistent  stridor,  harsh 
breathing,  and  manifest  unrest  and  respiratory  anxiety.  The  child  may 
grasp  its  throat  witli  its  hands  as  if  endeavoring  to  remove  the  obstruction, 
and  as  it  becomes  Hvid,  partly  from  mechanical  failure  of  respiration  and 
partly  from  toxfernia,  it  often  grinds  its  teeth  and  looks  from  side  to  side  for 
relief,  presenting  at  the  same  time  signs  of  profound  toxBPmia.  Its  pallid 
skin  may  be  betlewed  with  sweat.  As  the  disease  advances  the  child  becomes 
more  and  more  limp,  and  struggles  less  and  less  for  its  breath.  In  chiUlren 
old  enough  and  strong  enough  to  cough  violently  in  an  effort  to  dislodge 
the  membrane  it  often  happens  that  they  expel  pieces  of  false  membrane, 
and  in  some  instances  they  may  expel  complete  casts  of  the  larynx.  The 
fever  in  this  type  of  diphtlieria  may  not  be  at  all  high  after  the  larynx  has 
become  infected,  but,  as  would  be  expected*  the  pulse  is  usually  exceedingly 
rapid  and  small. 

Laryngeal  diphtheria  rarely  occurs  without  extension  to  the  pharynx,  so 
that  at  the  time  of  death  the  membrane  usually  covers  a  wide  area.  When 
the  pharyngeal  and  laryngeal  symptoms  are  very  marked  there  is  usually 
great  enlargement  of  the  cervical  glands. 

Bronchopneunwiila,  due  to  the  inspiration  of  septic  material,  is  a  frequent 
complication  of  this  type. 

Like  nasal  diphtheria,  laryngeal  diphtheria  has  a   very  high  mortality. 
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partly  because  it  causes  suffocation  and  partly  because  it  is  associate<i 
with  toxjcmiii  of  a  grave  type.  Sometimes  laryngeal  diphtheria  results  in 
diphtheria  of  the  bronchial  tubes. 

Diphtheria  of  the  conjunctiva  may  occur  as  a  complication  or  as  a  primary 
lesion. 

Complications  and  Seqaelse. — The  complications,  involving  the  cervical 
glands,  the  lungs,  heart,  kidneys,  and  nervous  system,  have  already  been 
mentioned.    Nevertlieless  it  is  proper  to  say  something  more  concerning  them. 

Sudden  heart- fail  are  toward  the  close  of  the  attack,  or  after  convalescence 
is  e*itablished ,  sometimes  occurs  on  the  slightest  exertion.  The  child  sits 
up  to  take  a  drink,  or  to  grasp  a  toy,  or  becomes  angry,  and  drops  over 
deail. 

In  other  instances,  instead  of  almost  instantaneous  cardiac  failure  with 
sudden  death,  a  more  graihial  rnanifestalitm  of  grave  heart  disease  is  devel- 
ope<i-  A  patient  apparently  on  the  high  roa<l  t<*  convalescence,  except  for 
the  retldened  throat  ami  profound  aiiicinia,  is  found  to  have  developed  a 
weak  pulse,  which  Hags,  and  he  presents  uniluly  feeble  heart  sounds. 
Eitdocardial  murmurs  may  be  present.  Sometimes  the  pulse  is  abnominlly 
slow.  In  other  cases  it  is  loo  fast,  arul,  with  these  circulatory  symptoms, 
some  epigastric  distress  or  even  vomiting  occurs.  Tlie  pulse  becomes 
weaker  and  weaker  and  arhythmia  increases,  the  face  is  more  and  more 
pallid,  and  cardiac  dyspnoea  with  lividity  comes  on.  Auscultation  reveals 
fetal  heart  soun<ls  or  there  may  be  a  '^delirium  cordit."  Death  finally 
closes  tlie  scene  at  the  end  of  twenty-four  or  forty-eight  hours  in  the  presence 
of  gradually  dee|>ening  asthenia  and  a  mind  wliich  is  clear  almost  to  the 
very  la.st.     .\cute  cardiac  dilatation  may  occur. 

There  are  three  causes  for  the  types  of  heart-failure  which  arise  as  a 
result  of  diphtheria.  When  the  heart  fails  in  the  ct)urse  of  an  attack  it  is 
u.sually  the  result  of  cardiac  thrombosis.  When  it  occurs  after  an  attack  it 
is  due  usually  to  a  toxic  myocarditis  or  to  the  failure  of  the  nervous  supply 
of  the  heart  through  bulbar  paralysis  or  paralysis  of  nerve  fibres.  Some 
statistics  indicate  that  thrombosis  is  the  most  common  cause  of  death  after 
disappearance  of  the  membrane.  Of  course  all  three  of  these  factors  may 
be  present  simultaneously.  It  is  probable,  however,  that  thrombosis  is 
more  frequently  the  cause  of  sudilen  death  than  is  generally  thought.  Bar- 
bier  in  71  autopsies  on  cases  of  sudden  death  in  diphtheria  found  an  ante- 
mortem  cardiac  thrombus  in  no  less  than  52  per  cent.  These  thrombi  were 
commonly  found  on  the  right  side  of  the  heart,  usually  in  the  right  auricle. 

Sometimes  death  is  due  to  paralysis  of  the  phrenic  rterve,  so  that  dia- 
phragmatic paralysis  ensues. 

The  septic  condition  of  the  throat,  the  labored  respiration,  the  decreased 
vital  resistance  of  the  patient,  and  the  feebleness  of  the  pulmonary  circula- 
tion in  severe  cases  very  greatly  predispose  the  patient  to  brmichopnciimonia, 
and  this  complication  or  sequel  of  diphtheria  is  the  cause  of  death  in  a  very 
large  numl>er  of  young  children. 

Local  or  widespread  paralysis  often  follows  an  attack  of  diphtheria,  and 
if  it  invoh'es  vital  nerves  causes  death.  On  the  other  hand,  these  palsies 
are  noteworthy  because  of  the  fact  that  they  usually  recover.     It  is  by  no 
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means  uncommon  to  see  a  child  so  paralyzed  that  it  can  neither  move 
hanrl  nor  for)t  or  even  move  its  hea^i,  that  Hcs  perfectly  limp  in  its 
mother's  arras,  entirely  recover  muscular  power.  These  pal.sies  are  not 
usually  imme<iLate  sequences  of  an  attack  of  diphtheria,  hut  are  all  the  more 
alarming  because  they  may  manifest  themselves  from  one  to  three  weeks 
after  an  attack.  Again,  it  often  happens  that  a  very  mild  attack  of  the  dis- 
ease is  followe<l  hy  this  distressing  sequence,  although  as  a  rule  severe  cases 
usually  have  this  result.  The  palate  is  the  part  most  conmionly  paralyzed, 
and  this  results  in  difficulty  in  swallowing,  regurgitation  of  liquids  throiigh 
the  nose,  and  in  a  peculiar  tone  to  the  voice.  When  the  throat  is  examined 
the  palate  is  seen  to  hang  relaxed  and  motionless  when  the  patient  attempts 
to  phonate,  and  it  is  also  somewhat  anesthetic,  so  that  the  contact  of  food 
is  not  well  recognized. 

The  time  of  onset  of  the  paralysis  varies  somewhat  with  the  parts  involved. 
The  form  that  occurs  most  frequently  and  which  affects  the  muscles  of  the^ 
pharynx  and  eye.s  and  extremities,  or  even  that  of  the  heart  or  the  muscles 
of  respiration,  is  a  late  patsy  of  the  seventh  to  the  twenty-first  day  of  con- 
valescence, whereas  that  form  which  affects  the  palate  is  more  frequently 
met.  with  at  the  end  of  the  first  week. 

True  facia!  paralysis  very  rarely  occurs  except  as  a  result  of  otitis  media 
arising  secondarily  from  the  diseased  state  of  the  pharynx. 

Statistics  as  to  the  frequency  with  which  paraly.sia  accompanies  or  follows 
diphtheria  vary.  Hoppe-Seyler  states  it  to  be  27  per  cent.  Johannessen, 
for  all  Norway.  12.5  per  cent.;  the  report  of  the  Metropolitan  Asylums 
Board  of  I/indon  for  1900,  18.5  per  cent. 

The  collective  investigation  of  the  American  Pediatric  Society  based  on 
3384  non-hospital  cases  treated  with  antitoxin  showed  that  328  cases  of 
paralysis  occurred,  which  gives  a  percentage  of  9.G. 

Hemorrhage  from  the  ulcerative  process  in  the  nose  may  be  sufficiently 
free  to  seriously  exhaust  the  patient.     When  subcutaneous  hemorrh; 
appear  they  are  always  a  sign  of  very  profound  toxaemia. 

When  that  practically  constant  sequel  of  diphtheria,  'profound  anctmia, 
remains  persistently  present  and  is  but  little  improved  unc^er  treatment,  the 
possibility  of  renal  disease  being  a  serious  sequel  is  to  be  recalled. 

Diagnosis. — There  is  no  disease  in  which  it  is  more  important  for  the 
physician  to  make  a  correct  diagnosis  promptly  than  diphtheria,  because  if  it 
be  recognize<l  in  its  earliest  stage  it  can  be  cured  by  antitoxin  in  the  majority 
of  instances.  On  the  other  hand,  there  is  no  disease  which  is  more  diffi- 
cult of  prompt  diagnosis  in  some  cases.  As  diphtheria!  infection  may  \*e 
present  without  markefl  formation  of  membrane,  all  cases  which  manifest 
sore  throat  during  an  epidemic  or,  after  exposure,  should  receive  antitoxin 
as  a  preventive,  and  the  throat  should  be  swabbed  and  the  secretion  obtained 
examined  bacteriologically  for  the  bacillus. 

In  every  large  city  at  the  present  time  the  health  authorities  provide  tubes 
and  swabs  for  the  transmission  of  cultures  from  the  patient  to  a  laboratory. 
Usually  the  swab  is  delivered  in  a  sterile  tube  and  the  culture  medium  is 
placed  in  a  second  sterile  tul«e.  The  directions  issued  by  the  New  York 
Board  of  Health  are  as  follows:  **The  patientshould  be  placed  in  a  good  light, 
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and,  if  a  child,  properly  held.  In  cases  where  it  is  possible  to  get  a  good 
view  of  the  throat,  depress  the  tongue  and  rub  the  cotton  swab  gently  but 
freely  against  any  visible  exudate.  In  other  cases^  including  those  in  which 
the  exudate  is  confined  to  the  larynx,  avoiding  the  tongue,  pass  the  swab  far 
back  and  rub  it  freely  against  the  mucous  membrane  of  the  pharynx  and 
tonsils.  Without  laying  the  swab  down,  withdraw  the  cotton  plug  from  the 
culture-tube,  insert  the  swab,  and  rub  that  portion  of  it  which  has  touched 
the  exudate  gently  but  thoroughly  all  over  the  surface  of  the  blood  serum. 
Do  not  push  the  swab  into  the  blood  serum  nor  break  the  surface  in  any 
way.  Then  replace  the  swab  in  its  own  tube,  plug  both  tubes,  put  them  in 
the  box,  and  return  the  culture  outfit  at  once  to  the  station  from  which  it 
was  obtained." 

A  loss  of  valuable  time  b  prevented  during  the  bacteriological  test  by 
using  antitoxin,  but  many  hours  need  not  be  lost  if  the  bacteriologist  is 
skilful.  Dr.  Park,  of  New  York,  who  has  done  such  excellent  work  along 
these  lines,  has  this  to  say  in  regard  to  this  matter:  "The  examination  by  a 
competent  bacteriologist  of  the  bacterial  growth  in  a  blood-serum  tube 
which  has  been  properly  inoculated  and  kept  for  fourteen  hours  at  the  body 
temperature  can  be  thoroughly  relied  upon  in  cases  where  there  is  visible 
membrane  in  the  throat,  if  the  culture  is  made  during  the  period  in  which 
the  membrane  is  forming,  and  no  antiseptic,  especially  no  mercurial  solu- 
tion, has  lately  been  applied.  In  cases  in  which  the  disease  is  confined  to 
the  larjaix  or  bronchi,  surprisingly  accurate  results  can  be  obtained  from 
cultures,  but  in  a  certain  proportion  of  cases  no  diphtheria  bacilli  will  be  found 
in  the  first  culture,  and  yet  will  he  abundantly  present  in  later  cultures. 
We  believe,  therefore,  that  absolute  reliance  for  a  diagnosis  cannot  be 
placed  upon  a  single  culture  from  the  pharynx  in  purely  laryngeal  cases." 

Diphtheria  is  to  be  separated  from  tonsillitis  with  exudation  from  the 
follicles  of  the  tonsils  and  from  the  diphtheroid  false  membrane  produced 
by  the  streptococcus  and  by  an  organism  closely  allied  but  not  identical 
with  the  Klebs-Ix)efl3er  organism,  which  is  found  in  scarlet  fever,  typhoid 
fever,  and  measles.  Sometimes  this  can  be  done  only  by  the  bacteriological 
test. 

In  follicular  tonsillitis  the  exudate  may  be  scattered  over  the  openings 
of  several  follicles,  it  is  rarely  as  dark  in  hue  as  the  true  membrane,  it  can  be 
wiped  off  with  an  applicator  more  readily  than  the  membrane  of  diphtheria, 
and  the  tonsillar  swelling  is  marked.  The  systemic  symptoms  are,  however, 
of  little  value  in  differentiation,  because  tonsillitis  is  a  disease  charac- 
terized by  very  severe  symptoms  as  compared  to  its  gravity,  for  aching  in 
the  back  and  limbs,  high  fever,  and  great  evidence  of  systemic  depression 
are  frequently  seen  during  its  course.  Holt  has  pointed  out  the  fact  that  the 
surfaces  of  the  wound  left  after  tonsillotomy  may  for  a  few  days  closely 
resemble  tonsillar  diphtheria,  and  I  have  seen  the  free  application  of  a 
strong  solution  of  silver  nitrate  to  the  pharynx  produce  an  appearance 
which  might  readily  be  mistaken,  if  examined  in  a  poor  light,  for  diphtheria. 

Reference  has  been  made  on  several  occasions  to  diphtheroid  conditions 
of  the  throat.  These  states  are  probably  in  a  large  number  of  instances 
due  to  the  streptococcus  pyogenes.    The  false  membrane,  if  none  of  the  true 
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bacilli  of  Klebs  and  LoeEBer  are  present,  is  usually  more  soft  and  creamy 
in  its  consistency,  it  is  not  so  tightly  adherent  to  the  underlying  mucous 
membrane,  and  is  often  very  foul.  Occurring  as  a  complication  of  grave 
infectious  diseases  such  as  scarlet  fever  and  typhoid  fever,  it  is  dangerous, 
but  otherwise  the  mortality  is  not  high,  being  alx)Ut  2.5  per  cent.,  if  we 
can  take  the  New  York  city  statistics  as  representative  of  all  cases. 

Prognosis. — At  the  present  time  it  may  be  said  tliat  the  prognosis  of  diph- 
theria depends  entirely  upon  the  promptness  with  which  antitoxin  is  used. 
Without  antitoxin  tlie  death  rate  varies  greatly  in  dilTerent  epidemics.  In 
some  it  reaches  the  appalling  rate  of  50  per  cent.,  while  in  others  it  is  not 
more  than  30  per  cent.  It  is  very  much  more  fatal  in  babies  than  in  older 
children.  Symptoms  of  evil  prognostic  import  are  grinding  of  the  teetb, 
gallop  rhythm  of  the  heart  sounds,  epigastric  pain,  ami  vomiting. 

The  cases  manifesting  laryngeal  and  nasal  involvement  are  always  grave 
as  to  prognosis.  The  physician  should  also  be  most  guarded  as  to  liis  prog- 
nosis as  the  disease  passes  its  most  active  [)eriod,  because  everyone  of  experi- 
ence knows  tliat  an  attack  of  sudden  heart-failure  often  occurs  as  the  child, 
once  more  feeling  strong,  attempts  to  sit  up.  A  rapiil  or  gradual  heart- 
failure  may  come  on  during  convalescence.     {See  Sequela?.} 

Prophylaxis. — As  the  intimate  association  of  a  person,  or  garments,  bear- 
ing the  specific  bacillus  with  another  individual  who  is  susceptible  to  the 
disease  is  essential  for  its  spread,  it  is  evident  that  by  projx^r  quarantine 
and  isolation  perfect  prophylaxis  is  possible.  All  patients  who  have  diph- 
theria should  l>e  isolated  at  once,  and  the  attendant  who  nurses  the  child 
or  a<Iult  who  is  affecte<J  should  not  associate  with  other  persons  until  after  a 
bath  has  been  taken,  the  face  and  head  Wfll  shtunpootHl  anil  the  pharynx 
and  nasal  cavities  well  douched.  After  the  patient  is  convalescent,  it  is 
to  be  recalled  that  the  specific  bacillus  may  remain  in  the  nasopharyngeal 
mucus  for  a  long  periotl  atul  so  isolation  is  still  essential.  The  child  should 
not  play  with  other  children  for  at  least  two  weeks,  ami  during  this  periotl 
should  have  its  nasopharynx  sprayed  daily  with  st)nie  bhiml  antiseptic  wash 
such  as  Dobell's  solution,  alkathymol.  or  normal  saliJie  solution.  AVhenever 
it  is  possible,  particularly  in  public  institutions,  the  nasopharyngeal  secre- 
tion should  be  examined  bacteriologically  during  cMinvalescence  to  prove 
the  presence  or  absence  of  the  specific  infecting  germ  before  the  child  is 
discharged.  A.s  illustrative  of  this  fact  the  results  of  the  New  York  Board 
of  Health  investigation  are  of  interest.  OiJt  of  605  cases  examined  it  was 
found  that  the  bacilli  were  not  present  in  304  on  the  third  day  after  the 
membrane  dis4ippeared,  in  176  they  were  present  for  seven  days,  in  G4  for 
twelve  days,  and  in  30  cases  for  fifteen  days.  Twenty-one  days  after  the 
membrane  was  gone  12  showed  bacilli,  and  4  cases  showed  them  for  twenty- 
eight  days.  Another  set  of  4  cases  yielded  bacilli  for  thirty-five  days,  and 
2  for  sixty-three  days. 

It  seems  hardly  necessary  to  add  that  the  garments,  be<lding,  and  toys  of 
all  cliphtheritic  patients  shoul<l  be  destroyed  or  thoroughly  disinfecte<J  by 
steam  or  formaldehyde.  The  floors  and  walls  of  the  room  and  the  furniture 
should  also  be  treated  with  formaldehyde,  and  it  should  be  done  as  thor- 
oughly as  if  the  case  had  been  one  of  smallpox.    All  discharges  from  the 
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patient  shouUI  be  receivetl  in  a  vessel  containing  bichlomie  solution,  or,  if 
cloths  are  used,  these  should  be  burned. 

A  very  important  measure  in  all  cases  in  which  the  disease  arises  in  a 
family  of  children  is  the  use  of  imniunixinf^  doses  of  antitoxic  serum  for  the 
protection  of  the  well  from  the  disease.  There  is  no  doubt  wliatever  that 
this  is  a  most  efhcieiit,  nevcr-to-be-neglcctecl  measure.  The  ilose  is  not 
less  than  500  to  lOtK)  units  and  tlie  protection  lasts  about  three  or  four 
weeks.     Nurses  ius  well  as  children  should  be  protected  by  its  use. 

When  treating  or  examining  the  throat  tlie  physician  and  nurse  may 
protect  themselves  from  the  discharges  by  looking  through  a  pane  of  glass 
held  before  the  face  of  the  patient. 

Treatment. — The  treatment  of  diphtheria  at  the  present  time  is  more 
scientifically  accurate  in  its  basis  and  in  its  results  than  that  of  any  other 
malady  save  malarial  fever,  in  which  we  know  not  only  tlie  cause  but  the 
remedy  for  its  removal.  The  keijMone  of  the  treatment  is  the  liberal  vse  of 
anlidiphtheritic  airum  derlotd  jroin  the  horse. 

It  is  not  necessary  in  a  work  of  this  character  to  give  massive  accumu- 
lations of  statistics  to  prove  that  this  plan  is  based  not  only  on  scientific 
laboratory  investigations,  but  upon  bedside  experience  as  well.  A  few 
instances  may,  however,  be  cited  as  illustrative  of  the  facts.  Thus  it  is 
interesting  to  note  that  a  decided  decrease  in  the  mortality  of  diphtheria 
occurred  immediately  after  the  introduction  of  antitoxin. 

The  first  statistics  furnished  by  Roux  arc  interesting  because  they  permit 
a  comparison  to  be  made  between  the  death  rate  of  the  two  ^reat  children's 
hospitah?  of  Paris  for  a  certain  leii^^th  of  time  during  which  the  cases  in 
one  were  treated  by  antitoxin — while  those  in  the  other  did  not  receive  it. 
From  February  1  to  July  24,  lS94y  the  morialky  at  the  II Opitcd  des  Enf ants 
Malades,  where  antitoxin  was  used,  was  2G  per  cent.,  while  the  mortality 
during  this  period  at  the  Hopital  Trousseau,  where  serum  was  not  employed, 
fas  60  per  cent.  From  October  1 ,  1804,  serum  therapy  was  practised  at  the 
'"Hdpital  Trousseau,  with  the  result  that  at  the  end  of  two  months  the  death 
rate  had  fallen  to  14.85  per  cent.  Similar  results  have  been  obtained 
wherever  antitoxin  has  been  used.  In  Geneva  (he  death  rate  fell  from  35.7 
to  9  per  cent-,  and  the  report  of  the  American  Pediatric  Society,  based  on 
5794  cases,  gave  a  percentage  of  12.3.  The  largest  and  most  valuable 
statistics  are  those  of  Bayeux,  who  collected  more  than  200,000  cases  from 
all  parts  of  the  world  and  found  that  the  average  mortality  rate  was  16  per 
cent.  Making  a  most  conservative  estimate  of  a  general  mortality  of  35  per 
cent,  in  preantitoxin  days,  Bayeux's  figures  prove  a  reduction  in  mortality 
of  more  than  50  per  cent,  since  the  introrluction  of  antitoxin.  In  the  first 
nine  years  during  which  antitoxin  was  used  in  the  treatment  of  diphtheria 
in  Chicago  the  mortality  was  G088,  while  rhiring  the  nine  years  preceding 
the  use  of  antitoxin  the  mortality  vsas  11,488,  a  decrease  of  54(X),  or  47  per 
cent,  although  the  population  hbd  increased  nearly  600,000,  or  52  per 
cent.  If  this  increase  in  population  is  taken  into  consideration,  the  decrease 
in  the  mortality  of  the  disease  under  this  plan  of  treatment  is  03  per  cent. 
In  New  York  City,  out  of  1702  cases  injectcfl  on  the  first  day,  including 
moribuad  cases,  only  85  died — a  case  mortality  of  4.09  per  cent.    The 
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following  figures,  which   are  Baginsky's,  show   the  decrease  in  mortality 
according  to  age: 

Before  the  introducdoD  of  antitoxin  the  mortality  of  diphtheria  accord- 
ing to  age  was — 


0  to  2  years     .         .60  2 

0  to    8  years     . 

.     229. 

2  to  4  years     .          .     51  2. 

S  to  10  years     . 

.     28.8. 

4  to  6  years     .          .     38.0 

12  to  14  years     . 

.     18.5. 

»  the  introduction  of  antitoxin  the  death  rate  is — 

0  to  2  years     .          .     23.88. 

8  to  10  years     . 

5.17. 

2  to  4  years     .                17  12. 

10  to  12  years     . 

.     10. 

4  to  6  years     .               17.24. 

12  to  14  years    . 

.     13.3. 

e  to  8  years     .         .     11.39. 

The  physician  who  fails  to  use  antitoxin,  when  it  is  to  be  had,  is  guilty 
of  a  gross  lack  of  professional  knowledge  or  is  atrociously  careless  of  his 
patient's  welfare. 

There  are  several  points  to  be  borne  in  mind  in  regard  to  the  use  of 
antitoxin,  namely  (1)  it  must  be  employed  early  in  the  attack  to  get  the 
best  results,  for  it  is  manifest  that  after  the  disease  has  existed  long  enough 
to  do  permanent  damage  to  the  tissues  no  antidote  can  be  satisfactory.  No 
one  would  expect  to  give  the  antitlote  for  arsenic  two  days  after  the  pK)ison 
was  taken  and  get  good  results.  Nevertheless^  when  antitoxin  has  not  l>een 
used  early  it  must  be  given  freely  in  the  hope  of  its  aiding  the  patient 
sufficiently  to  help  him  withstand  the  infection.  (2)  The  antitoxin  should 
be  given  liberally.  A  few  large  doses  in  the  onset  of  the  attack  not  only 
are  of  great  value,  but  are  really  economical  so  far  as  cost  is  concerned. 
(3)  It  must  be  given  in  particularly  large  doses  in  cases  of  nasal  and  laryngeal 
diphtheria,  because  these  are  forms  in  which  rapid  absorption  of  the  toxin 
of  the  disease  and  respiratory  obstruction  takes  place  and  the  malady  must 
be  most  a(^tively  opposed.  In  these  cases  it  may  be  useful  to  give  it  intra- 
venously. (4)  Whenever  a  person  is  exposed  to  diphtheria  he  should  receive  a 
moderate  dose  of  antitoxin  to  protect  him  from  infection.  The  dose  should 
be  about  500  units,  repeated  in  two  weeks,  if  exposure  continues.  (5)  When 
diplitheria  is  suspected  to  be  present  it  is  well  to  give  antitoxin  at  once 
rather  than  run  the  risk  of  waiting  for  a  sure  diagnosis-  In  administering 
antitoxin  the  following  rules  should  be  followed: 

1.  The  skin  over  the  outer  surface  of  the  thigh  or  over  the  flank  or 
lateral  abdominal  wall  should  be  cleansed  witli  soap  and  water  and  alcohol. 

2.  The  serum  shoukl  be  injected,  by  means  of  a  syringe  or  bulb,  through 
a  large  hj'podermic  needle  which  is  inserted  through  the  skin  where  it  has 
been  cleansetl. 

3.  The  injection  should  be  made  slowly  and  quietly  and  the  swelling 
which  results  should  not  be  rubbed, 

4.  At  least  1500  to  2OO0  units  of  antitoxic  serum  should  be  given  at  the 
first  dose  and  repeated  in  four  to  eight  hours,  according  to  the  severity  of 
the  case. 
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5.  In  nasal  and  laryngeal  cases  3000  or  more  units  for  the  first  dose  is 
usually  necessary. 

The  result  of  this  plan  of  treatment  is  often  magical.  The  symptoms  of 
general  systemic  disturbance,  such  as  a  rapid  pulse  and  fever,  become 
modified,  the  membrane  ceases  to  grow  and  loses  its  tenacious  hold  of  the 
subjacent  tissues,  becoming  not  only  loose  but  softened,  and  speedily 
disappears. 

TTie  only  disagreeable  effects  of  using  antitoxin  in  large  doses  is  the 
subsequent  development  of  some  pain  or  soreness  in  the  joints  or  the  appear- 
ance of  a  roseolous  rash ;  but  even  if  these  symptoms  appear  they  are  not 
serious  and  need  give  no  alarm. 

The  local  treatment  of  diphtheria  consists  in  the  application  to  the  false 
membrane  of  peroxide  of  hydrogen  by  means  of  a  spray  or  swab.  This 
active  disinfectant  disintegrates  the  exudate  and  aids  in  its  removal.  The 
other  local  applications  which  have  been  used  in  the  past  are  painful, 
injurious,  or  ineffective  as  compared  to  this  agent. 

Hie  systemic  treatment,  aside  from  the  use  of  antitoxin,  consists  in  the 
employment  of  foods  which  are  easily  swallowed  and  which  will  maintain 
the  vitality  of  the  patient  to  the  highest  degree,  such  as  concentrated  broths 
fortified  by  barley-gruel  or  rice-gruel,  which  are  digested  in  great  degree 
by  the  administration  of  2  to  4  grains  of  taka-diastase. 

When  the  pulse  flags,  small  doses  of  aromatic  spirit  of  ammonia  or 
Hoffmann's  anodyne  (10  to  30  drops  in  water  may  be  used)  or  brandy 
which  is  old  enough  to  have  a  "bouquet"  may  be  given.  Full  doses  of 
strychnine  should  also  be  used  for  the  same  purpose.  Perfect  rest  of  mind 
and  body  should  be  obtained  if  possible  and  great  care  taken  during  the 
illness  and  during  convalescence  that  no  sudden  exertion,  which  may  cause 
cardiac  failure,  is  permitted. 

When  obstruction  of  the  larynx  takes  place  the  patient's  life  may  often 
be  saved  by  intubation  or  tracheotomy.  In  these  cases  the  patient  should 
be  kept  in  a  room  the  air  of  which  is  moistened  by  steam. 

The  complications  and  sequelse  are  treated  in  the  following  manner: 
The  aniemia  is  to  be  controlled  by  the  use  of  moderate  doses  of  reduced 
iron.  Large  doses  are  unnecessary  and  tend  to  cause  constipation  and 
disorder  digestion.  A  quarter  grain  three  times  a  day  is  quite  sufficient, 
given  in  a  small  chocolate-coated  tablet  or  placed  in  a  gum-drop.  In  some 
instances  3  to  5  minims  of  tincture  of  the  chloride  of  iron  is  equally  good ; 
y^  grain  of  arsenous  acid  in  a  sugar-coated  granule  may  be  given  simul- 
taneously or  in  alternate  weeks.  This  treatment  is  also  advisable  for  the 
relief  of  the  local  or  general  paralysis  which  is  usually  associated  with 
marked  anaemia.  In  other  instances  the  syrup  of  the  hypophosphites  may 
be  used,  and  phosphorus  is  often  of  value  in  the  dose  of  ^n  g^a^"  three 
times  a  day.    Another  remedy  of  great  value  as  a  roborant  is  cod-liver  oil. 

In  r^;ard  to  the  use  of  strychnine,  which  is  so  largely  used  as  a  circu- 
latory and  nervous  stimulant  in  all  conditions  of  depression,  it  should  be 
remembered  that  it  is  never  a  stimulant  which  in  any  way  increases  the 
nutrition  of  the  part  involved.  It  simply  acts  as  an  irritant  stimulant. 
If  there  is  reason  to  believe  that  a  "whip"  is  needed  to  spur  atonic  nerves 
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to  greater  effort,  it  may  be  used,  but  if  there  is  any  evidence  of  nervous 

irritation  it  is  better  not  to  employ  it.     Aside  from  the  treatment  ah-eady 
named  there  is  nothing  which  can  be  done  to  benefit  the  paralysis. 


GONORRHEAL  INFECTION. 


There  are  still  some  rouds,  anil  ignorant  persons,  who  lie  under  the 
delusion,  at  one  time  prevalent,  that  an  attack  of  gonorrhoea  is  of  little 
more  gravity  ''than  a  bad  cold."  A  considerable  number  of  both  classes 
learn  by  experience  sooner  or  later  that  this  is  a  most  mistaken  conception 
of  the  disease.  It  must  not  be  forgotten  that  witliin  the  last  few  years 
it  has  been  proved  again  and  again  that  the  gonococcus  may  find  entrance 
into  the  general  system  from  the  urethra  and  there  cause  the  most  disastrous 
consequences.  Further  than  this,  while  systemic  dissemination  of  the 
gonococcus  usually  is  secondary  to  venereal  infection,  it  is  to  be  remembered 
that  gonococcal  inflammation  of  any  susceptible  mucosa,  as  the  conjunctiva, 
may  affortl  a  point  of  entrance.  lieimann  has  reported  a  case  of  gonococ- 
csemia  in  which  lie  thinks  infection  occurred  through  a  wound,  and  Kimball 
believes  the  mouth  or  upper  air-passages  may  constitute  portals  of  entry.  He 
has  also  reported  a  series  of  cases  of  gonorrheal  pycemia  due  to  vulvo- 
vaginitis in  children,  some  cases  being  only  three  months  old.  If  it  gains 
access  to  the  joints,  it  may  not  only  produce  a  iemporary  gonorrhcenl 
arthritic,  but  it  may  also  cause  a  chronic  artkritvt  which  is  usually  mid- 
tiple,  and  sometimes  is  so  widespread  that  the  patient  is  crippletl  hand 
and  foot,  finger  and  toe,  for  the  balance  of  his  life,  the  incapacity  of  the 
patient  being  even  greater  and  more  rapid  in  its  onset  than  if  he  were 
suffering  from  rheumatoid!  arthritis. 

S3rmptoms. — The  appearance  of  a  joint  suffering  from  gonorrhceal  inflam- 
mation does  not  differ  materially  from  that  of  acute  rheumatic  fever.  It 
is  swollen  and  exquisiivlif  tender.  The  skin  about  the  joint  is  hot,  but 
often  it  is  not  much  reildene*!;  on  the  contrary,  in  some  cases  it  presents 
a  peculiar  leaden  hue.  The  temperature  of  the  body  in  general  is  usually 
normal,  but  there  is  often,  at  the  time  of  onset,  some  fever.  In  some  cases 
there  is  a  notable  serous  para-arthritts. 

Gonorrha'at  arthritis,  as  a  rule,  attacks  the  large  joints.  It  is  most 
commonly  multiple^  hut  it  may  be  single.  I  have  seen  not  only  all  the 
large,  but  the  small  joints  infected  simultaneously.  Even  the  sacroiliac, 
maxillary,  and  sternoclavicular  joints  may  be  involved.  This  is  a  note- 
worthy point  when  we  remember  that  infection  of  the  maxillary  joint  almost 
never  occurs  in  ordinary  rheumatism. 

According  to  French  statistics  the  knees  are  attacked  more  frequently 
than  any  other  joint  in  the  body — 83  times  out  of  119  cases;  tlie  ankle 
32  times,  fingers  and  toes  23  times,  the  hips  16  times,  the  wrist  14,  the 
shoulder  12,  and  the  elbow  11. 

It  must  be  distinctly  understood  that  gonorrhtral  arthritis  has  no  relation 
whatever  to  acute  articular  rheumatism.  Tlie  tendency  on  the  part  of 
many  physicians  to  call  all  swellings  of  joints  rheumatism  is  to  be  deplored. 
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The  mere  presence  of  heat,  swelling,  and  pain  in  a  joint,  with  or  without 
fever,  does  not  necessarily  indicate  that  rheumatism  is  the  cause. 

Suppuration  of  a  joint  as  a  result  of  gotiorrhoeal  infection  very  rarely 
occurs,  but  ankijlosis,  due  to  thickening  of  the  synovial  membranes,  liga- 
ments, and  periarticular  tissues,  and  atrophic  changes  in  the  cartilages  and 
in  the  ends  of  the  bone  are  met  with.  In  other  words,  gonurrha^al  infection 
of  a  joint  may  result  in  fibrous  ankj'losis  or  in  atrophy  or  in  overgrowth 
of  bony  tissue,  as  in  rheumatoid  arthritis. 

The  fascia  in  different  portions  of  the  body  may  also  be  infected.  This 
is  particularly  apt  to  occur  in  the  plantar  region  ami  not  infrequently  stiffen- 
ing and  inflammation  of  the  tendo  AchilHs  is  met  with. 

A  second  serious  consequence  of  gonorrhoeal  infection  is  the  development 
of  a  gonorrhwal  endocarditis.  As  long  ago  as  1854  Brandes  recordetl  two 
cases  of  gonorrhcea  with  arthritis  and  endocarditis,  and  in  1862  Traube 
reported  another  of  gonorrha?al  endocanlitis  without  joint  infection.  None 
of  these  cases  were  proved  to  be  due  to  the  gonococcus  because  this  organism 
was  not  known  at  that  time,  but  in  1893  Leyden  proved  the  presence  of 
the  gonococcus  in  the  heart.  Since  then  many  more  cases  have  been  reported 
in  which  the  gonococcus  has  l)een  isolatefl  from  the  endocardium  or  tlie 
circulating  blootl.  Perhaps  the  most  noteworthy  paper  was  that  of  Thayer 
and  Lazear  in  1899. 

There  is  no  special  time  in  the  course  of  the  attack  of  gonorrhoea  at 
which  the  endocardial  involvement  takes  place.  Occasionally  it  has  come 
in  the  stage  of  onset,  hut  in  most  cases  it  occurs  at  about  the  fifth  week. 
In  others  it  is  postponed  for  weeks,  or  even  for  months.  In  a  case  reported 
by  Finley  and  McHrae  a  fatal  endocarditis  rleveloped  nine  months  after 
the  onset  of  the  urethral  discharge,  and  when  that  discharge  was  no  longer 
present,  although  a  microscopic  examination  of  the  urethral  mucosa  revealed 
gonococci. 

AMiile  it  is  true  that  these  cases  are  comparatively  rare  when  we  consider 
the  frequency  of  gonorrhoea,  it  is  probable  that  they  occur  with  more  fre- 
quency than  has  been  generally  thought,  and  it  is  a  noteworthy  fact  that 
in  those  cases  in  which  the  physician  is  skilful  enough  to  examine  the  blood, 
or  the  endocardium,  for  the  gonococcus,  that  it  is  found  as  a  pathogenic 
micro-organism  much  more  frequently  than  in  those  cases  in  which  the 
physician  does  not  possess  such  pathological  training.  With  improvements 
m  technique,  general  gonorrlnxul  infection  will  probably  be  recognized  as 
being  by  no  means  as  infrequent  as  it  has  been  thought  in  the  past. 

Males  are  very  much  more  freijuently  affected  by  systemic  infection  of 
this  character  than  are  women* 

Systemic  gonorrhoeal  infection  follows  not  only  the  primary  disease  in  the 
urethra  or  vagina,  but  lias  been  met  with  in  infants  suffering  from 
ophthalmia  neonatorum  due  to  the  gonococcus.  In  some  cases  the  infec- 
tion is  pure;  in  others  it  is  mi.xed. 

Diagnosis. — The  statement  of  a  patient  suffering  from  an  acute  arthritis, 
acute  ophthalmia,  or,  indeed,  an  acute  endocarditis,  that  he,  or  she,  is 
tXso  suifering  from  gonorrhoea  uiU  do  much  toward  making  the  diagnosis 
of  the  condition  clear.    But  in  the  majority  of  instances  the  patient  neglects 
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to  give  this  important  infonnation,  and  in  a  considerable  number  of  cases 
denies  gonorrhcjeal  infection  of  the  genitalia,  thinking  tlmt  it  can  have  no 
bearing  upon  the  inflamtnations  elsewhere,  and  that  therefore  it  is  unneces- 
sary to  mention  the  fact  that  such  a  local  infection  exists.  Not  rarely  patients 
will  deny  the  existence  of  a  local  genital  lesion,  and  it  can  only  l>e  discovered 
upon  careful  examination.  It  may  be  necessary  in  some  cases  to  examine 
the  secretions  of  the  urethra  or  tlie  vagina  by  staining  and  by  the  microscope- 
It  may  be  said  that  in  every  male  sufl'ering  from  acute  arthritis  between 
the  ages  of  fifteen  and  sixty  the  possibility  of  gonorrhoeal  infection  should 
be  considered  as  having  almost  er|ual  rank  with  the  possibility  of  acute 
articular  rheumatism,  and  the  development  of  endocarditis  should  not  be 
considered  as  indicative  of  one  condition  more  than  the  other,  although 
as  a  matter  of  fact  endocarditis  is,  of  course,  infinitely  more  common  in  true 
articular  rheumatism  than  it  is  in  gonorrhoea]  infection.  On  the  other 
hand  the  mere  discovery  by  the  physician  of  a  presence  of  a  purulent  dis- 
charge from  the  urethra  does  not  by  any  means  prove  that  the  patient  has 
gonorrbceal  arthritis-  It  is  entirely  possible  for  him  to  have  acute  articular 
rheumatism  and  gonorrhoea,  and,  again,  it  sometimes  happens  that  gouty 
persons  have  a  purulent  discharge  from  the  urethra  which  does  not  depend 
upon  the  gonococcus.  Rarely,  loo,  a  purulent  urethral  tlischarge  is  found, 
in  persons  who  are  not  gouty,  which  does  not  depend  upon  the  gonococcus, 
but  is  due  to  another  form  of  infection. 

A  therapeutic  test  of  some  value  Hes  in  the  fact  that  full  doses  of  the 
salicylates  usually  cause  remarkable  im])rovement  in  the  arthritis  of  rheu- 
matism, and  afl^ect  in  no  way  whatever  the  arthritis  of  gonorrhoea.  Again, 
it  is  characteristic  of  true  rheumatism  to  leave  one  joint  as  it  affects 
another;  whereas,  in  gonorrlutjal  rheumatism  it  is  rare  for  the  inflammation 
to  diminish  in  the  joint  primarily  atTected  when  other  joints  become  involved. 
Prognosis. — The  prognosis  in  gonorrlux^al  rheumatism  is  favorable  in  the 
majority  of  instances,  provided  the  infection  is  not  very  severe,  and  is  not 
persistent.  The  physician,  however,  must  be  most  guarded  in  expressing 
an  opinion  as  to  ultimate  complete  recovery,  for,  as  already  stated,  some  of 
the  severest  cases  of  chronic  multiple  arthritis  arc  met  with  as  the  result 
of  this  infection  of  the  joints.  Tlie  prognosis  is  also  influenced  to  some 
extent  by  the  history  of  the  patient.  If  he  has  already  suffered  from  previous 
attacks  of  gonorrhceal  arthritis,  the  probability  of  complete  recovery  is  not 
as  good  as  in  primary  attacks. 

Endocarditis  due  to  gonorrhceal  rheumatism  is  a  very  serious  condition 
and  often  results  in  death. 

Treatment. — ^The  treatment  of  gonorrhoeal  arthritis  consists,  first,  in  the 
cure  of  the  local  area  of  primary  infection  as  rapidly  as  possible.  For  thia 
purpose  the  ordinary  forms  of  treatment  for  gonorrhoea  are  to  be  followed. 
The  arthritis  is  to  be  relieved  by  the  use  of  a  splint  and  by  the  application 
of  a  50  per  cent,  ichthyol  ointment  to  the  joint.  If  the  inflammation  is 
exceedingly  acute  an  ice-bag  may  be  employed,  and  if  the  effusion  is  con- 
siderable aspiration  may  be  needed  to  relieve  pressure.  In  some  instances 
the  best  results  are  obtained  by  opening  the  joint  and  permitting  free 
drainage.     Should  the  physician  place  the  limb  of  the  patient  suffering 
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from  gonorrhceal  arthritis  upon  a  splint,  it  should  not  remain  so  fixed 
for  any  length  of  time,  as  ankylosis  is  particularly  prone  to  ensue.  The 
splint  is  used  only  for  the  relief  of  pain  in  the  acute  infiammatoiy 
stages. 

As  already  stated,  the  salicylates  are  useless  in  gonorrhceal  arthritis. 
Indeed,  they  are  worse  than  useless  in  that  they  in  no  way  influence  the 
infection  and  they  are  apt  to  disorder  the  stomach.  Rest  in  the  acute 
stages  and  the  treatment  of  the  local  infection  is  the  most  that  can  be 
done  for  the  patient  aside  from  local  applications.  Later,  passive  move- 
ments of  the  joints  and  the  use  of  the  iodides  or  of  the  syrup  of  the 
iodide  of  iron,  if  aneemia  is  also  present,  must  be  resorted  to.  Endocar^ 
ditis  is  to  be  treated  as  is  ordinary  ulcerative  endocarditis* 


ERTSIPELAS. 

Definition. — Erysipelas  is  an  acute  infectious  disease  due  to  the  entrance 
into  the  skin  in  its  deeper  layers  of  the  Streptococcus  pyogenes,  sometimes 
called  the  Streptococcus  erysipelaiis.  The  skin  of  the  part  affected  becomes 
dusky,  red,  and  swollen.  A  peculiarity  of  the  area  of  redness  is  that  it  has 
a  sharp  Une  of  demarcation  separating  it  from  the  surrounding  healthy 
ti^ue,  which  is  usually  of  its  natural  color  and  appearance.  The  line  of 
demarcation  cannot  only  be  seen  but  can  be  felt  by  the  fingeMip,  and  if  the 
affected  area  be  punctured  and  the  serum  which  then  exudes  stained  with 
methylene  blue  the  chains  of  streptococci  can  readily  be  found  under  the 
microscope.    Erysipelas  is  sometimes  called  "St.  Anthony's  Fire." 

Fteqnency. — Erysipelas  is  found  in  nearly  all  parts  of  the  world  and  is 
not  infrequently  present  in  epidemic  form  in  hospitals  and  other  institutions 
in  which  large  numbers  of  persons,  with  impaired  health,  are  together  in 
wards  and  dormitories.  Under  these  conditions  it  spreads  rapidly  from 
patient  to  patient,  particularly  if  wounds  afford  an  entrance  into  the  body. 
For  this  reason  the  outbreak  of  the  disease  in  an  institution  should  be  fol- 
lowed by  the  immediate  isolation  of  the  patient  and  a  thorough  disinfection 
of  the  entire  ward  in  which  he  has  been  lying.  The  disease  occurs  most 
frequently  in  the  spring  months,  particularly  in  April,  but  is  met  with  at  all 
seasons  of  the  year. 

Etiology. — As  already  stated  the  cause  of  erysipelas  is  the  entrance  into 
the  deeper  layers  of  the  skin  of  the  streptococcus  in  a  form  which  cannot 
be  separated  from  that  which  sometimes  produces  purulent  infection  in 
other  parts  of  the  body.  The  anatomical  and  many  of  the  clinical  features 
of  this  disease  may  be  produced  by  several  closely  allied  bacteria,  but 
the  clinical  manifestations  of  erj'sipelas  are  so  constantly  associated  with 
the  Streptococcus  erysipelatis  that  the  different  infections  may  be  ignored 
or  grouped  with  this  one.  Two  additional  factors  are  nearly  always 
active  in  the  production  of  the  disease,  namely,  a  break  in  the  skin  or  in  a 
neighboring  mucous  membrane,  so  that  the  streptococcus  gains  access  to 
the  tissues,  and,  secondly,  some  cause,  local  or  general,  which  diminishes 
vital  resistance  to  such  a  degree  that  the  tissues  afford  a  favorable  site  for 
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the  growtli  of  the  micro-organism.     Thus  erysipelas  may  be  due  to  the 

ijifection  of  a  small  (nrnple,  by  scnitching  it  with  the  finger-naih  and  it  is 
not  iiticominonly  met  with  in  those  who  are  suffering  from  renal  disease, 
from  diabetes,  from  alcoholism,  or  from  some  condition  which  distinctly 
decreases  the  ability  of  the  body  to  protect  itself  from  infection. 

Sometimes  the  resisting  power  is  decreased  by  local  causes,  as  by  exposure 
to  great  cold,  but  it  is  very  doubtful  if  this  cause  alone,  with  the  presence 
of  the  streptocfK'cus,  is  capable  of  causing  the  disease  unless  the  general 
systemic  vital  resistance  is  impaired. 

The  course  to  be  followed  in  cases  of  early  erysipelas  is  to  examine 
into  the  state  of  the  urine  at  once,  and,  even  if  this  be  found  normal,  to 
examine  it  repeateilly  for  evidences  of  renal  disease  or  fiiabetes,  since  such 
causes  render  the  patient  very  susceptible.  Search  for  other  causes  of 
impaired  health  should  also  be  made,  because  erysipelas  is  a  malady 
which  is  particularly  prone  to  attack  tliose  who  are  already  ill,  even  if  the 
primary  illness  is  not  apparent.  Occasionally  the  physician  meets  with  a 
case  in  which  there  is  no  underlying  dyscrasia  which  predisposes  to  the 
disease.  In  these  instances  the  patient  may  have  repeated  attacks,  due 
apparently  to  general  susceptibility  to  this  infection^  the  streptococci 
remaining  inactive  in  the  tissue^s  in  certain  cases  for  weeks  at  a  time. 
Women  during  the  puerperal  period  are  es[>ecially  susceptible  to  the  infection. 

Pathology  and  Morbid  Anatomy. — Primarily  the  lesion  of  en'sipelas  con- 
sists of  a  hypera^mia;  later,  an  exudate  coni[K)se<l  of  cells  and  fluid  appears 
in  the  layers  of  the  true  skin,  associated  with  a  rapid  growth  of  the  strep- 
tococcus in  the  lymph  spaces  in  the  margin  of  and  often  beyond  the  inflam- 
matory zone.  In  severe  cases  the  lesion  spreads  with  great  rapidity  and  may 
affect  not  only  the  deeper  layers  of  the  skin,  but  the  underlying  connective 
tissue  as  well.  The  destructive  action  of  the  bacterial  toxin  may  lead  to  the 
formation  of  sloughs,  gangrenous  erysipelas,  or  the  polymorphonuclear 
leukocytes  may  accumulate  in  such  numbers  as  to  constitute  piis»  forming  the 
so-called  phlegmonous  erysipelas.  In  rare  instances  the  streptococcus,  after 
entering  the  body  through  some  solution  of  continuity  in  the  skin  or  mucous 
membrane,  is  carried  by  the  blood  or  lymphatic  system  to  distant  parts, 
causing  a  development  of  the  disease  far  from  the  site  of  the  primary  lesion. 

The  accompanying  visceral  lesions  may  Ix*  due  to  tlie  abscjrbed  toxin  or 
to  streptococcjpmia.  The  former  may  cause  degenerative  changes,  such  as 
focah  or  even  diffuse,  necrosis  in  the  liver,  spleen,  kidneys,  or  myocardium. 
The  entrance  of  the  strep tococcuN  into  the  blood  may  l>e  manifested  in  an 
endocarditis,  pericarditis,  nephritis,  picuritis,  meningitis,  arthritis,  osseous 
or  pulmonary  infections,  or  other  evidences  of  colonization  of  the  germ  in 
the  various  organs  or  tissues. 

The  onset  of  crysip-las  Is  associated  with  a  leukocytosis  of  pol)Tnor- 
photniclear  cells,  except  in  malignant  cases  in  devitalized  persons. 

Incubation. — The  period  between  the  introduction  of  the  streptococcus 
and  the  development  of  the  disease  varies  greatly  in  different  cases.  Usually 
the  period  of  incubation  lasts  from  three  to  seven  days. 

Symptoms. — In  the  great  majority  of  casas  erysipelas  affects  the  skin  of 
the  face  about  the  corners  of  the  nose  or  near  the  ear.    A  tingling  of  the 
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skin  is  felt  which  speedily  becomes  an  intense  burning,  and  is  increased 
by  rubbing  or  scratching  the  part.  This  reddened  area  spreads  rapidly 
and  is  characterized  at  the  end  of  twenty-four  hours,  or  before,  by  the  pres- 
ence of  a  sharp  line  of  demarcation,  which  marks  the  a<ivaiicing  line  of 
inflammation,  a  margin  which  can  often  be  ftlt  as  a  sHgJitly  indurated  and 
raised  edge.  Sometimes  the  inflammatory  process  projects  well-<!efined 
areas  of  extension  into  the  healthy  skin.  PaljHiiifni  of  the  <iiseased  skin 
also  reveals  tlie  fact  that  it  is  hot  and  somewhat  brawny  and  ivudrr.  The 
color  of  the  part  is  not  a  bright  red,  but  is  dusky  in  hue.  The  swelling  of  the 
face  when  well  developed  is  sufficient  to  render  the  patient  unrecognizable, 
and  the  eye.  or  eyes,  may  be  completely  closed  by  the  infiltration  of  the  eye- 
lids. The  ears  when  involved  become  .nvolien  to  an  extraordinary  degree 
and  the  skin  scents  very  tense  and  indurated.  Not  infrequently  blebs  or 
blisters  form  over  the  inflamed  area. 

After  the  early  stage  of  onset  it  has  been  my  experience  that  patients 
rarely  complain  very  greatly  of  pain  and  burning. 

The  amount  of  stjsiemic  disturbance  varies  very  much  in  different  cases. 
In  those  who  have  previously  been  in  moderate  health  the  local  lesion  and  the 
tiegree  of  systemic  disturbance  may  be  so  slight  as  to  he  scarcely  noticeable. 
The  patient  may  complain  of  a  slight  chilUness,  the  jndse  may  be  slightly 
accrlcraled,  an'l  the  tvmperattire  raised  one  or  two  degrees.  In  otlier 
cases  in  which  vital  resistance  is  poor  and  the  infecting  germ  virulent  in 
form,  the  symptoms  just  described  are  very  severe  in  degree,  so  that  rigors, 
high  fever,  a  rapid  ptdse,  delirium,  and  great  prostrafum  may  be  present. 
In  still  other  cases,  not  so  common,  when  by  reason  of  great  diminution  of 
vital  powers  the  general  health  has  been  greatly  undcrraine<l,  as  in  advanced 
diabetes  or  Bright's  disease,  the  disease  attacks  the  patient  so  vigorously 
that  he  sinks  beneath  its  onset  without  having  enough  stamina  to  resist  the 
infection,  and  may  pa.ss  into  semi-covia  or  even  convulsions  followed  by 
collapse  due  to  the  apparent  exacerbation  of  the  underlying  malady  by  the 
secondary  infection.  In  rare  instances  the  part  involved  may  become 
gangrenous  and  death  follow  from  sepsis  and  exhaustion. 

In  cases  of  ordinary  severity  the  fever  lasts  about  five  days  and  ends 
by  crisis. 

One  attack  of  erysipelas  does  not  protect  but  rather  predisposes  the 
patient  to  another. 

Under  the  name  erysipelas  migrans  a  form  of  the  disease  is  met  with 
in  which  the  disease  spreads  from  part  to  part  and,  in  the  course  of  its 
wandering,  may  affect  successively  almost  the  entire  surface  of  the  bo<ly. 

Complications  and  Sequels. — When  erysipelas  attacks  individuals  who 
are  greatly  impaired  in  health  the  results  are  often  grave,  not  only  because 
the  onset  of  erysipelas  is  tlangerous  in  itself,  but  because  it  is  an  indication 
in  many  cases  of  a  grave  disease,  hitherto  unrecognized,  which  may 
spee^lily  cause  the  death  of  the  patient  by  an  exacerbation.  Thus  the  devel- 
opment of  ery.sipelas  in  cases  of  chronic  Bnght's  disease  not  only  means 
that  tlie  renal  lesion  has  resulted  in  poor  resistance,  but  in  addition  the  task 
of  eliminating  the  toxins  of  the  new  malady  may  so  overwhelm  the  kidneys 
that  they  may  cease  to  perform  their  function. 
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Again  in  cases  of  greatly  impaired  health  the  inflammatory  process  goes 
on  to  suppuration  and  the  <ieeper  tissues  become  filled  with  pus,  forming 
the  phlegmonous  form  of  the  discEise,  In  other  instances  septic  embolism 
occurs  in  the  lungs,  brain,  kidneys,  liver,  and  spleen. 

A  focus  of  erysipelatous  inflammation  also  results  sometimes  in  the  pro- 
duction of  idceraiive  endocardiiis  or  even  purulent  pleuritia  or  pericarditis, 
but  these  complications  probably  are  of  less  common  occurrence  than  has 
been  thought.  In  1674  cases  of  erysipelas  collected  by  Anders  from  the 
records  of  five  large  hospitals  and  from  private  practice,  endocarditis 
occurred  only  once,  and  pericarditis  not  at  all.  Pleurisy  was  present  in 
seven  cases.  Roger,  of  Paris,  did  not  have  a  single  case  either  of  endo- 
carditis or  pericarditis  in  957  cases,  and  only  one  case  of  pleurisy. 

In  2631  cases  of  erysipelas  croupous  pneumonia  is  said  to  have  occurred 
in  17  cases,  and  the  catarrhal  form  in  2.  Of  these  cases  957  occurred  in  the 
practice  of  Roger,  of  Paris,  and  the  remaining  1674  were  collected  by  Anders, 
and  represent  chiefly  the  statistics  of  five  large  American  hospitals. 

Prognosis. — The  prognosis  in  a  case  of  erysipelas  depends  largely  upon 
the  general  state  of  the  patient.  As  already  stated  the  presence  of  grave 
visceral  disease,  as  of  the  liver  or  kidneys,  renders  it  very  dangerous,  but  in 
the  great  majority  of  cases,  when  it  occurs  in  otherwise  healthy  persons,  the 
outlook  is  very  favorable.  Anders'  statistics  give  the  mortality  at  7  per  cent, 
for  hospitals  an<i  4  per  cent,  for  private  practice.  When  it  recurs  frequently 
or  develops  in  different  parts  of  the  body  consecutively,  it  may  cause  death 
by  exhaustion,  but  in  nearly  all  these  cases  there  is  a  chronic  malady  as  a 
predisposing  cause. 

Treatment. — The  treatment  of  er}'3ipela3  is  local  and  systemic.  If  the 
bowels  are  not  active  they  should  be  freely  moved  by  a  dose  of  2  grains  of 
calomel  followed  in  twelve  hours  by  a  saline  purge  such  as  a  Seidlitz  powder 
or  a  half-ounce  of  Rochelle  salts.  As  soon  as  the  bowels  have  been  evacuated 
thoroughly  the  patient  should  receive  10  minims  of  the  tincture  of  the 
chloride  of  iron,  well  diluted  with  pure  water,  every  three  or  four  hours,  or 
30  minims  four  times  a  day.  The  excess  of  water  protects  the  stomach 
from  being  disordered  by  the  drug  and  also  aids  in  flushing  the  kidneys, 
the  activityof  which  prevents  the  accumulation  of  toxic  material  in  the  body. 
The  diet  should  be  as  easily  digested  and  as  nutritious  as  possible,  in  order 
that  the  vital  resistance  of  the  patient  may  be  maintained,  and  such  foods 
as  eggs,  rare  meats,  broths,  and  milk  should  be  freely  given  if  the  digestion 
of  the  patient  is  capable  of  dealing  with  them.  If  it  is  not,  the  food  should 
be  given  in  small  quantities  every  two  or  three  hours,  and  if  necessary  it 
should  be  predigested  by  a  peptonizing  tablet  or  powiler 

The  local  treatment  is  a  very  important  factor  in  these  cases.  For  many 
years  I  have  used  with  excellent  results  an  ointment  of  equal  parts  of 
ichthyol  and  lanolin,  or  lanK  smeared  over  the  inflamed  area  and  the 
adjacent  skin,  and  kept  in  contact  with  the  skin  by  also  smearing  this 
salve  on  a  mask  of  gauze  or  lint  which  is  applied  to  the  part  so  that 
the  medicinal  effect  is  continuous.  By  this  means  the  pain  and  burning  is 
almost  entirely  relieved  and  a  very  definite  and  distinct  influence  for  good 
is  exercise<I  both  in  curing  the  inflammation  and  preventing  its  spread. 
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In  cases  in  which  the  general  systemic  state  is  very  much  inipoverishe<l 
and  the  vitality  of  the  patient  is  impaired,  siifiicient  qu.intities  of  a  p^(io<] 
whiskey  or  brandy  should  be  given  to  sustain  the  flii^fping  powers.  Moderate 
doses  of  quinine  (about  3  grains  t.  i.  d.)  may  also  be  useful  at  this  time  to 
support  the  system,  but  lar^e  doses  are  useless  and  produce  headache  and 
a  dIsor<lereil  iliirestion  without  causing  any  I^nefit.  If  tiio  fever  is  excessive 
it  may  be  controlled  by  the  use  of  an  ice-cap  an<]  t'4>ld  sponging  with  friction. 
Tlie  coal-tar  antipyretics  should  never  be  used,  lus  they  decrease  vital 
resistance. 

SEPTICEMIA  AND  PY.£MIA. 


Definition  and  Etiology. — Septicaemia  and  pyieniia  are  terms  which  are 
dependent  upon  antiqiiatctl  ideas  of  septic  processes,  and  do  not  strictly 
represent  the  states  they  are  now  used  to  descril>c.  Septica-niia  originally 
meant  that  putrid  material  was  in  the  blood  am]  pyaemia  that  the  blood 
contained  pus.  We  now  know  tliat  blood  infection  is  due  to  the  presence 
in  it  of  bacteria  (bactcria*mia)  or  to  the  entrance  into  tiiis  flui<J  of  poisons 
made  by  micro-organisms  not  \\\  the  circuhition  (toxtemia).  I'he  older 
tcruis  are  place<i  at  the  head  of  this  article  because  they  are  still  commonly 
applied. 

Pyemia,  as  it  is  understood  to-day,  is  that  state  in  which  bacterijemia 
is  present  with  asr.wiatcd  septic  foci,  or,  in  other  words,  metastatic 
ahsce^sses.  As  a  rule  these  abscesses  apjiear  chiefly  in  the  tissues  which  are 
not  far  removed  from  tlie  seat  of  primary  infection.  But  this  is  by  no  means 
always  true,  for  a  septic  process  in  the  foot  may  cause  metastatic  abscesses 
in  the  lungs,  kidneys,  or  liver. 

Cases  are  not  rarely  seen  in  which  the  pntient  is  nnnble  to  give  any  history 
of  even  a  small  abscess  or  minute  brejik  in  the  skin  through  which  germs 
may  enter  the  circulation,  and  yet  a  diagnosis  of  septicaemia  or  pyiemia  may 
be  made  even  when  no  point  of  entry  can  l)e  fountl. 

The  obscurity  of  most  of  these  cases  depends  upon  our  inability  to  find 
the  portal  of  entr^',  which  may  be  the  gcnltf^-iirinary  organs,  the  facial  or 
cranial  siimscs,  the  middle  ear  \>v  mastoifi,  the  moiitli  or  pharynx,  possibly 
the  alimentary  canal,  the  biliary  passages  or  gall-blathler,  an  unrecognized 
appendicitis  or  other  point  of  slumbering  infection  which  may  or  may  not  he 
recognized  during  life  or  determined  with  certainty  even  at  a  postmortem 
examination. 

Pathology  &nd  Morbid  Anatomy. — The  results  of  septicaemia  are  not  seen 
in  equal  degree  in  all  cases.  In  some  they  may  be  so  slight  as  not  to  be 
readily  recognized,  except  by  careful  bacterioU>gieal  or  microscopic  exam- 
ination. In  other  instances  the  secondary  results  are  so  patent  that  the 
most  careless  observer  cannot  fail  to  be  impressed  by  their  character. 
Thus,  it  not  infreijuently  is  found  that  septic  infecticni  is  the  cause  of  a 
.severe  inflammatory  process  in  any  one  of  the  .serous  membranes,  so  that 
pericarditis,  peritonitis,  meningitis,  or  pleuritis  may  occnr.  Septic  inflam- 
mation of  these  parts  results  either  in  a  distinctly  fibrinous  or  serofibrinous 
exudate  or  in  one  which  is  purulent.    The  synovial  membranes  and  other 
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connective  tissues  of   the   joints  are  frequently  infected,  so  that  septic 
arthritis  develops. 

Examination  of  the  veins  may  reveal  thrombi  near  or  remote  from  the 
primary  seat  of  infection  ^  and  tliese  thronibi  may  be  soft  and  even  purulent. 
It  is  important  that  a  clear  distinction  be  made  between  simple  or  bland 
thrombi  m\{\  septic  thrombi.  Emt)oli  of  the  former  type  cause  infarction 
when  they  plug  terminal  vessels  and  mechanically  disturb  the  circulation, 
whereas  septic  ernb(.)li  not  only  plug  the  vessel  and  so  disturb  blood  supply, 
but  as  they  contain  bacteria  they  constitute  new  foci  of  infection. 

Very  intimately  associated  with  the  subject  of  septica^nia  and  pyaemia, 
so  called,  are  the  subjects  of  vital  resistance  and  terminal  infection.  By 
vital  resistance  is  meant  that  power,  or  pn^perty,  possessed  by  the  living 
body  of  protecting  itself  from  the  various  raicro-orjranisms  which  are  con- 
tinually gaining  access  to  the  S3'Stem.  This  power  lies  largely  in  the  ability 
of  the  blood  to  exercise  its  so-called  bacteriolytic,  or  bactcria-<lestro\nng, 
power,  and  to  the  ability  of  the  cells  of  the  body  to  destroy  invading  micro- 
organisms by  phagocytosis,  and  manufacture  certain  other  antibrxhcs  by 
the  action  of  which  bacterial  toxins  may  be  antagonized,  neutralized,  or 
rendered  inert.  A  number  of  valuable  papi^rs  on  tlie  presence  of  bacteria 
in  the  blood  have  been  published  within  recent  years  (see  Rosenl^erger  in 
the  American  Journal  of  the  Medteal  Scicywes,  January  to  July,  1903,  for 
facts  and  references).  When,  because  of  diminution  of  vital  resistance  the 
invading  pathogenic  micro-organisms  obtain  a  foothold  and  multiply,  we 
have  developed  an  infection.  When  a  patient  sufTers  from  some  malady 
which  saps  his  vitality  and  so  causes  the  approacli  of  fleath,  even  in  a 
remote  degree,  these  micro-organisms  at  once  attack  his  dcbilitate<l  b<xly, 
and  the  patient  now  suffers  from  what  is  called  a  "terminal  infection." 
Very  commonly  this  terminal  infection  is  the  actual  cause  of  death,  so  that 
it  has  been  well  said  that  death  is  "rarely  due  to  the  primary  cause  of  the 
illness," 

Symptoms. — The  symptoms  of  septic  infection  vary  greatly  with  the  par- 
ticular organs  wliich  may  be  the  seat  of  the  primary  or  secondary  lesions. 
The  manner  of  their  onset  varies  likewise.  In  some  instances  the  earliest 
manifestations  consist  in  a  rifjor  or  chill,  more  or  less  severe,  followed  by 
fever  which  varies  in  its  degree  with  the  severity  of  the  infection  and  the 
vitality  of  the  patient.  The  chill  and  fever  are  followe<l  usually  by  a  jx*ri<xl 
of  normal,  or  nearly  normal,  temperature,  and  this  is  again  followed  by 
chill  and  fever.  In  this  way  the  dominant  symptoms  of  the  ease  may  closely 
resemble  the  quotidian  malarial  infection,  a  resemblance  which  is  still 
further  emphasizcfi  by  the  frequent  occurrence  of  a  distinct  sweat  as  the 
fever  falls.    These  sweats  may  be  very  profuse. 

Not  rarely  the  pus  in  the  primary  fcK'us  of  infection  changes  its  char- 
acter, and  becomes  less  healthy  looking.  It  is  tliinner  and  more  ichorous, 
that  is,  to  u.se  a  word  now  rarely  heard,  it  is  no  longer  "laudable  pus." 
The  infection  causes  general  jnaiaise j  rapid  loss  of  u'cighi  and  loss  of  appetite 
with  gastric  distress  and  perhaps  vomiting.  Anmnia  is  rapidly  developetl, 
the  skin  of  the  hands  and  face  becomes  not  only  jnillid  but  develops  a 
peculiar  cadaveric  hue,  an  appearance  difficult  to  describe,  but  alluded  to 


SEPTICEMIA   AND  PYEMIA  ]95 

by  those  of  experience  as  the  "septic  facies."  Sometimes  the  skin  may  be 
slightly  jaundice<l. 

If  the  septic  process  develops  secondarily  in  any  special  organ,  localized 
symptoms  may  at  once  appear,  but  it  is  noteworthy  that  they  do  not  always 
ensue.  Severe  pain  in  the  chest  may  betoken  the  presence  of  a  septic  pleurisy 
or  pnewnonia,  or  if  the  pain  develops  in  the  left  side  it  is  often  due  to 
septic  infarction  of  the  spleen.  A  physicial  examination  of  these  organs 
may  reveal  the  typical  signs  of  these  affections. 

As  the  case  progresses  pulmcnary  abscess,  empyema,  or  suppuration  of 
the  kidney  follows  as  the  result  of  emboli  in  these  organs.  The  pulse 
becomes  more  and  more  rapid,  the  general  state  more  and  more  feeble, 
and  the  patient  dies  from  general  asthenia  or  from  one  of  the  acute 
complications  just  named. 

There  are  other  cases  in  which  the  onset  of  the  systemic  infection  is  not 
so  pronounced,  the  chill,  fever,  and  sweat  being  absent,  but  in  their  place 
a  rapid  extension  of  the  local  inflammatory  process  with  the  absorption  into 
the  general  system  of  the  poisonous  products  of  the  germ  growth  as  well  as 
the  organisms  themselves.  In  such  cases  the  patient  may  speedily  become 
not  only  feeble,  but  suffer  from  stupor  and  finally  die  unconscious  within 
a  few  days  of  the  beginning  of  the  illness.  These  cases  are  usually  those 
w^hich,  suffering  from  nephritis  or  diabetes,  offer  no  vital  resistance  to 
infection,  and  die  not  only  from  this  cause  but  by  reason  of  rapidly  increas- 
ing evidences  of  the  primary  disease  as  well. 

Still  a  third  class  of  cases  may  be  called  subacute  or  chronic,  and  last  for 
weeks.  Not  rarely  these  cases  tax  the  diagnostic  acumen  of  the  physician 
to  the  utmost.  A  child  was  brought  to  me  in  July  with  the  statement  that 
in  the  previous  March  she  had  acute  articular  rheumatism,  but  no  cardiac 
complications.  The  fever  of  the  disease  in  onset  had  lasted  but  a  short 
time,  and  in  its  place  only  a  slight  evening  rise  of  temperature  took  place. 
The  acute  swelling  of  the  joints  disappeared,  but  they  remained  tender, 
and  the  child  was  unable  to  walk.  There  was  marked  pallor,  a  septic  hue 
of  the  skin,  and  a  large  boil  on  the  buttock  with  smaller  ones  on  other  parts 
of  the  body.  Occasional  attacks  of  vomiting  occurred.  A  diagnosis  of 
chronic  septic  infection  was  made,  and  on  the  child's  death  six  weeks  after 
evidences  of  the  correctness  of  this  view  were  found  in  nearly  every  organ 
of  the  body,  although  in  none  of  them  were  distinct  purulent  foci  discovered. 
Circumstances  prevented  bacteriological  examination  of  the  blood  either 
before  or  after  death. 

DiagnoBiB. — ^The  presence  of  chill,  fever,  and  sweat  in  any  case  should 
recall  the  fact  that  these  symptoms  may  be  due  to  sepsis  as  well  as  to  other 
forms  of  infection.  It  must  be  recalled  that  a  history  of  an  infected  wound 
is  not  needful  to  reach  the  conclusion  that  infection  has  occurred,  for  it 
may  take  place  by  a  needle-prick,  or  through  a  small  blister  due  to  a  badly 
fitting  shoe,  or  through  a  break  in  the  mucous  membrane  of  the  alimentary, 
respiratory,  or  genito-urinary  tract.  Typhoid  fever  often  fails  to  cause  death 
of  itself,  but  a  terminal  septic  infection  following  it  may  cause  death.  In 
other  cases  a  fatal  general  infection  follows  gonorrhira,  and  in  tubercu- 
losis of  the  lungs  the  septic  symptoms  are  due  to  the  pyogenic  organisms 
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which  are  associated  with  the  tuV)ercle  bacillus,  rather  than  to  that  organism 
itself.  So,  tr>o,  gallstones  with  septic  infection  of  the  gall-l)la(hlcr  nriay 
alTonl  the  0|>eninf;  for  infection.  Finully,  whenever  a  patient  presents 
acute  arthritis  the  physician  slioul'i  think  first  of  sepsis  rather  than  rheu- 
matism, inu]  wlien  he  has  a  chill,  fever,  and  sweat  which  does  not  promptly 
yield  to  quinine^  he  should  also  think  of  sepsis  or  tuberculosis. 

Treatment, — The  treatment  of  these  states  consists  first  in  seeking  and 
removing  the  cause  and  in  the  support  of  the  vitality  of  the  patient  by  every 
possible  means,  such  as  fresh  air  and  sunshine,  and  ^^ood  food  which  is 
easily  di^sted  and  absorbed.  Second,  many  cases  are  undoubtedly  aided 
in  combating  infection  by  the  use  of  tonic  doses  (5  grains  t,  i.  d.)  of  quinine, 
with  or  without  whiskey.  In  some  instances  well-<liluled  whiskey  certainly 
seems  to  benefit  the  patient,  and  it  is  surprising  how  much  can  be  taken 
without  producing  any  signs  of  intoxication.  Great  care  that  doses  large 
enough  to  be  toxic  are  not  given,  for  if  they  are,  the  toxicmia  of  alcohol  aids 
the  toxicmia  of  the  infection.  Full  closes  of  tincture  of  the  chloride  of  iron 
are  valuable.  The  coal-tar  products  are  never  to  be  used,  as  they  tlecreiise 
vital  resistance,  increase  swcati ng»  anil  do  not  give  any  comfort  or  relief. 

If  abscesses  form  they  should  be  o[)ened  and  drained  as  early  as  possible. 

When  bucteriological  tests  reveal  the  presence  of  streptococci  as  the 
cause  of  the  trouble,  antlstreptococcus  serum  should  be  used. 


ACUTE  RHEUMATIC  FEVER. 


Definition. — This  disease,  also  known  under  the  name  of  acute  aiiicidar 
rheumatism,  or  acute  tnflammoionf  rheumatism,  is  an  acute  infectious,  non- 
contagious, febrile  malafly  characterized  by  acute  inflammation  of  the  syno- 
vial membranes  and  adjacent  tissues  about  the  joints  of  the  extremities. 
It  is  to  be  tlistiiK'tly  separatetl  from  the  various  forms  of  septic  arthritis. 

Distribution. — Acute  articular  rheumatism  is  a  disease  which  is  found 
chiefly  in  the  temperate  zone  and  rarely  occurs  in  the  tropics  or  in  the 
far  North.  At  present  we  lack  reliable  statistics  concerning  its  frequency 
because  in  many  countries  its  occurrence  is  not  reporte*!,  fl'i<^  ^^  those 
in  which  records  of  the  frequency  of  rheumatism  are  preserved,  so  many 
cases  are  reporte<l  wliich  are  not  true  acute  articular  rlieumatism  that  the 
statistics  are  valueless.  Osier  states  that  he  saw  more  cases  in  Montreal 
than  in  Philadelplila  and  Baltimore  while  connected  with  hospitals  in  those 
cities.  I  wfis  firmly  convinced  from  my  experience  in  English  hospitals 
that  the  diseiise  was  more  prevalent  in  EnglancI  than  in  the  United  States,  but 
when  I  came  to  the  study  of  the  statistics  of  the  relative  frequency  of  acute 
rheumatism  in  these  two  countries.  I  found  that  out  of  74,808  medical  cases 
in  hospitals  in  London,  there  were  3.S22  cases  of  acute  rheumatism,  a  per- 
centage of  .5.1,  and  out  of  73.839  me<iical  cases  in  hospitals  in  different 
cities  in  the  Unite<l  States,  there  were  41').^  eases  of  acute  rheumatism,  a 
percentage  of  5.6.  Tt  would  seem,  therefore,  that  no  marketl  difference  in 
frequency  exists  in  these  parts  of  the  world. 
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Etiology. — ^The  influence  of  season  upon  the  occurrence  of  the  disease  is 
marked.  It  is  more  common  in  the  cool,  damp  months  of  the  year  than  at 
other  times.  In  London  its  greatest  prevalence  is  in  September  and  October, 
whereas  in  Montreal  it  is  most  frequent  in  March  and  April. 

The  influence  of  age  upon  the  frequency  of  the  disease  is  notable.  It 
is  met  with  in  a  very  large  proportion  of  the  cases  between  twenty  and 
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thirty-five  years  of  age  and  is  very  rare  in  children  below  five  years.  After 
forty-five  years  it  is  also  rarely  met  with,  comparatively  speaking  (Fig.  38). 
It  must  be  remembered,  however,  that  infection  with  the  specific  organism 
of  this  disease  is  probably  more  frequent  in  adolescents  than  is  commonly 
supposed,  and  it  may  cause  very  mild  arthritic  symptoms  and  yet  make 
a  serious  attack  upon  the  heart. 
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Males  are  more  frequently  affected  than  females,  but  this  proportion  is 
reversed  when  the  patient  is  unfler  twenty  years  oF  a^e,  at  which  time 
females  suffer  more  frequently. 

The  question  of  the  influence  of  heredity  is  still  undecided.  It  is 
probable  that  it  plays  a  very  unimpH>rtant  part  in  the  causation  of  the 
malady. 

Of  the  immediate  etiological  factors  we  must  include  exposure  to  damp- 
ness and  cold.  These  influences  are  not  provocative  of  the  disease  unless 
the  specific  micro-organism  is  present,  nor  unless  the  exposure  reduces  the 
vital  resistance  of  the  joints  so  that  tlie  specific  organism  is  enabletl  to 
nuiltiply  and  induce  its  pathological  effects. 

Acute  rheumatic  fever  is  a  disease  which  is  endemic,  but  it  has  periods 
in  which  it  is  distinctly  epidemic.  In  other  words,  it  is  much  more  frequent 
in  some  years  than  in  others. 

There  can  be  no  doubt  that  the  infection  usually  gains  access  to  the 
general  system  through  the  tonsils. 

The  old  theory  of  acute  rheumatism  being  due  to  uric  acid  is  now 
exploded.  The  excess  of  uric  acid  present  in  the  urine  in  this  disease 
is  the  result,  not  the  cause,  of  the  aifection. 

Bactkriology. — A  very  large  number  of  investigators  have  endeavored  to 
isolate  the  specific  micro-organism  of  tliis  disease,  but  until  recently  no  satis- 
factory proof  that  this  had  been  accomplished  was  forthcoming.  Alxjut  fifteen 
years  ago  Achalme  asserted  that  he  had  done  this,  and  later  Triboulet  and 
Wassermann  made  similar  claims.  Up  to  the  present  time  it  would  appear 
that  Poynton  and  Paine  have  come  nearer  to  success  in  this  line  of  research 
than  any  of  their  predecessors,  and  Meyer  has  also  carried  out  studies  which 
seem  to  prove  the  correctness  of  their  conclusions.  Still  more  recently 
Walker  and  Beaton  have  further  confirmed  the  correctness  of  the  views  of 
Foynton  and  Paine.  These  last  investigators  believe  it  is  impossible  to 
separate  this  special  organism,  for  which  they  advise  the  name  Micrococcus 
rheumaticus,  from  the  ordinary  streptococcus.  Meyer  succeeded  in  obtaining 
it  in  a  form  which  produced  all  the  lesions  found  in  the  course  of  (he  disease, 
and  found  the  same  organism  in  the  sore  throat,  in  the  inflamed  endocardium, 
in  the  pleura,  and  in  the  inflanie<l  joints  of  persons  attacked  by  this  malady. 
More  recently  still  Poynton  has  further  enforced  his  views.  The  most 
that  we  can  say  at  present  is  that  ac-utt*  articular  rheumatism  appears  to 
be  a  streptococcic  infi.H'tion.  Until,  however,  the  sup|X)setl  exciting  cause 
can  with  certainty  be  ditferentiatod  frtini  the  streptococcus  found  in  other 
lesions,  the  pn)priely  of  giving  to  it  a  special  name  must  l>c  regarded  as 
doubtful. 

It  is  a  fact  worthy  of  note  that  the  introduction  of  many  pathogenic 
micro-organisms  into  the  body  will  result  in  entlocarditis  and  arthritis,  but 
these  states  are  not  true  acute  articular  rheumatism. 

Morbid  Anatomy. — The  changes  profiuced  by  an  attack  of  acute  rheumatic 
fever  are  not  pathognomonic.  On  the  contrary,  the  condition  of  the  synovial 
membranes  is  one  of  more  or  less  intense  hyperaMiiia  witli  the  effusion  of 
fluid  into  the  surrounding  tissues  and  into  the  joint  itself.  The  synovial 
liquid  is  turbid  and  contains  leukocytes  and  some  small  flakes  of  fibrin. 
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The  secondary  changes  produced  by  the  disease  are  vegetative  endocarditis, 
acute  pleuritis,  and  pericarditis,  but  there  is  nothing  about  these  lesions 
which  is  peculiar  to  this  specific  infection,    (See  Endocarditis.) 

Symptozns. — ^The  symptoms  of  acute  articular  rheumatism  are  usually 
sudden  in  onset.  With  or  without  premonitory  signs  of  illness  the  patient 
awakes  to  find  that  one  or  more  of  his  larger  joints  is  acutely  inflained 
so  that  any  movement  causes  great  pain,  and  the  part  may  be  so  sensitive 
to  the  touch  as  to  prevent  any  thorough  examination  by  palpation  being 
made. 

The  skin  over  the  affected  part  is  usually  dusky  red  in  hue,  and  quite 
puffy  in  appearance  because  of  the  presence  of  subcutaneous  exudation,  and 
the  inflamed  area  is  much  more  hot  to  the  touch  than  adjacent  tissues. 
Sometimes,  however,  no  local  redness  is  seen,  but  in  its  place  swelling  and 
a  peculiar  sodden  and  livid  hue  of  the  skin.  With  the  development  of  this 
arthrUis  a  distinct  febrile  movement  begins,  and  the  fever  may  reach  102*^ 
or  103**  on  the  first  day  in  many  cases.  This  level  of  temperature  is  not 
usually  exceeded,  but  the  variations  in  its  course  are  very  marked  in  that 
it  is  subject  to  great  remissions,  particularly  if  the  sweating  is  profuse. 
The  fever  ultimately  falls  by  lysis. 

The  tongue  is  coated,  the  bowels  are  usually  confined,  and  the  skin  is 
hot  and  dry,  or  at  times  bathed  in  a  profuse  sweat.  This  sweat  breaks  out 
in  paroxysms  and  is  exceedingly  acid,  possessing  a  peculiar  acid  odor.  It 
is  probably  an  effect  at  elimination,  but  it  does  not  develop  in  all  cases. 
The  urine  is  nearly  always  scanty  and  concentrated,  highly  acid,  and  on 
standing  deposits  urates  in  excess. 

Acute  articular  rheumatism  is  characterized  by  the  speedy  spread  of  the 
arthriiis  to  joints  in  other  parts  of  the  body.  In  some  instances  the  involve- 
ment of  a  second  joint  is  followed  by  diminution  of  the  inflammation  in  the 
joint  first  affected,  but  in  many  instances  the  patient  suffers  from  a  pro- 
gressively developing  arthritis  which  soon  involves  almost  all  the  larger 
joints.  This  fugitive  character  of  the  inflammation,  wandering  from  joint 
to  joint,  is  so  very  characteristic,  that  the  presence  of  a  monoarticular 
inflammation  is  a  point  against  the  disease  being  true  rheumatism.  The 
smaller  joints,  such  as  the  fingers  and  toes,  usually  escape,  but  they  are 
often  apparently  affected  by  reason  of  the  fact  that  the  swelling  of  the 
tissues  extends  from  the  large  joint  above  so  that  it  covers  the  smaller  ones. 
In  other  instances,  however,  the  joints  escape  severe  infection,  and  the 
synovial  coverings  of  the  tendons  suffer  chiefly,  so  that  parts  near  the  joint 
may  be  swollen,  and  the  swelling  is  purely  periarticular.  The  vertebral 
and  clavicular  joints  are  very  rarely  affected. 

There  is  no  form  of  acute  arthritis  which  seems  to  give  the  same  amount 
of  severe  pain  as  does  that  of  this  disease,  and  the  close  of  the  attack  usually 
leaves  the  general  system  of  the  patient  considerably  shattered  because  of 
the  severity  of  his  suffering,  his  marked  anwmia,  and  the  exhaustion  caused 
by  the  sweats  and  the  lack  of  sleep.  The  pain  is  also  peculiarly  trying 
because  the  state  of  the  joints  is  such  that  movement  is  impossible  and  the 
patient  gets  bed-sore  and  bed-frantic. 

In  some  cases  a  subacuie  type  of  the  disease  develops  in  which  all  the 
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symptoms,  in  the  joints  at  least,  are  vexy  mild,  but  these  cases  are  very 
prone  to  manifest  cardiac  covi plications  later  on.  This  is  particularly  true 
in  childreu. 

One  attack  usually  predisj)oses  to  another.  It  certainly  in  no  way  pro- 
tects the  patient  from  subsequent  attacks. 

Duration. — The  iliseuse  may  run  its  course  in  a  week  or  be  continued 
over  a  very  lon^r  period  of  time,  lasting  a  month  and  causing  great  dis- 
coura(J:ement  of  both  the  physician  and  patient.  In  some  instances,  the 
arthritic  state  merges  by  degrees  into  one  of  chronic  arthritis  without  fever, 
and  the  patient  never  fully  recovers  the  free  use  of  his  j(jints,  but  this  is 
fortunately  very  rarely  the  case.  Even  when  the  amount  of  inflamma- 
tory exudate  seems  very  large  gradual  and  complete  absorption  usually 
occurs. 

Complications. — The  complications  of  acute  articular  rheumatism  are  the 
means  by  winch  it  produces  fatal  results,  and  they  are  most  fre(|uently  found 
in  the  heart  masck,  in  the  cardiac  valves,  or  in  the  perivardinm.  The  infection 
attacks  the  endocardium  with  great  constancy,  and  even  in  those  cases  in 
which  the  arthritic  changes  are  slight,  it  often  plays  the  greatest  havoc  in 
tfie  heart,  so  that  we  frecjuently  see  young  persons  witli  grave  cardiac 
lesions  who  have  presented  such  mild  articular  symptoms  that  the  pres- 
ence of  rheumattsm  has  been  overlooked.  Of  S42  cases  of  acute  articular 
rheumatism,  all  of  which  were  first  attacks,  valvular  heart  lesions  were 
present  in  420,  or  50  per  cent.  Of  these  lesions,  390  were  mitral,  10 
aortic,  an<l  1 1  niitnil  and  aortic. 

The  following  table  arrange*!  from  the  statistiasof  Church  at  St,  Barthol- 
omew's Hospital  illustrates  not  only  the  frequency  of  cardiac  complications 
but  also  the  age  incidence  as  well: 


Aca* 
Under  10  years 
10  to  20  ye&ra 
20  to  30  years 
30  to  40  years 
40  to  50  years 
Over  50  years 


Number  of 
coBes. 

25 
244 
241 
115 

41 
J17 

683 


Niimhur  in  which 
heart  vraa  Kdcctcd. 

20 
170 
134 

35 
9 

365 


Pcrct*Tit«vffc  of 
heart  nfTttctiou. 

80 

63.16 

51.1 

30 

21.39 

41.03 


48  78 


This  table  includes  pericarditis  as  well  as  valvular  lesions. 

It  is  generally  recognized  as  a  fact  that  heart  lesions  arise  less  frequently 
in  the  old  than  in  the  young,  and  therefore  the  percentage  of  41.03  given 
for  cases  over  fifty  in  this  table  is  probably  excessive. 

These  lesions  are  rarely  lethal  dnrhi;^  their  acute  stage.  They  develop 
into  subacute  or  chronic  lesions,  and  <lays,  weeks,  or  years  after  the  patient 
has  recovered  from  the  acute  illness  become  active  agents  in  destroying  life 
or  incapacitating  him  for  work.  The  reason  for  this  lies  in  a  continua- 
tion of  the  endocardiiis^  in  a  subacute  or  chronic  jorvi^  for  days  or  weeks 
after  the  acute  symptoms  have  passed  by,  with  the  result  that  the  valves 
become  shrunken,  and  so  are  unable  to  perform  their  proix-r  functions;  or 
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they  become  glued  together,  and  in  this  way  their  action  is  interfered  with. 
Acute  articular  rlieumatism  with  cardiac  complications  may  therefore  cause 
death  many  months  or  years  after  tlie  acute  attack.     (See  Endocarditis.) 

Pericanliiis  is  by  no  means  a5  fre([uent  as  endocarditis.  It  is  usually  of 
the  fibrinous  or  serofibrinous  type,  and  occasionally  it  is  purulent^  particu- 
larly in  the  case  of  children.    In  rarer  instances  a  miftmirdiiis  ilcvciops. 

It  is  of  the  greatest  importance  that  the  f>hysician  in  charge  of  a  case 
of  acute  articular  rheumatism  be  continually  on  the  lookout  for  cardiac 
complications.  He  can  do  something  towanl  preveiiUng  these  by  following 
the  direction?  given  under  Treatment,  and  by  insisting  upon  alisolute  rest. 
The  vast  majority  of  cases  of  acute  articular  rheumatism  manifest  some- 
time during  their  course  a  more  or  less  weil-defined  mitral  murmur,  and 
sometimes  a  pericardial  friction  sound.  In  many  instances,  instead  of  these 
lesions  increasing  in  severity,  they  disappear  with  tfie  subsidence  of  the 
joint  symptoms. 

Pulmonanf  complicaiions  are  not  exceedingly  common.  Stephen  Mac- 
kenzie found  that  pneumonia,  or  pleurisy,  occurred  in  about  10  per  cent. 
of  3433  cases.  Not  infrequently  sliglit  pulmonary  congestion  of  the  bases 
occurs. 

The  nervmis  co-mplicaiiotu  in  acute  articular  rheumatism  arise  from 
three  causes:  die  high  fever,  the  profound  toxaemia,  an<l  the  nervous 
irritation  and  cxliaustion  prrxhiced  l)y  many  hours  of  suffering.  Dclirhim 
is  not  commonly  met  \\\\\\.  An  active,  noistf  diiirinm  sometimes  develops 
as  a  result  of  the  administration  of  large  doses  of  the  mliajlales.  Such 
mental  disturbance  is  said  to  not  infrequently  complicate  the  <levelopment 
of  rheumatic  pericarditis.  Sometimes,  too,  excessively  high  temperature  is 
associated  with  delirium. 

MenirujUif  occurs  as  a  very  rare  complication. 

The  relationship  between  charca  and  rhenmatis-m  is  not  clear.  There 
can  be  no  doubt  that  they  bear  some  relationship  one  to  another,  but  whether 
rheumatism  is  to  be  regarded  as  an  etiological  factor  in  chorea  is  undecided. 

The  skill  lesions  of  acute  articular  rlieumatism  consist  chiefly  in  the 
development  o{  urficaria  and  eriitltema.  Purpuric  rajfhes  sometimes  appear, 
hence  the  somewhat  old-fashiuried  term  **  purpura  rlieumattca;^^  but  it  is 
probable  that  these  extravasations  under  the  skin  are  due  to  an  associated 
infection  rather  than  to  tlie  rheumatism  itself.  Another  very  interesting 
lesion  occurring  as  a  sequence  of  acute  articular  rheimiatism  are  rheumatic 
nodules  which  vary  in  size  from  a  small  pinhea*!  to  a  large  pia,  and  develop 
chiefly  on  the  hands  an<i  wrists  and  about  the  elbows  and  knees,  and 
sometimes  upon  the  back  over  the  spine.  They  often  last  for  months,  and 
ore  seen  more  frequently  in  children  than  in  adults.  Indeed,  they  are  so 
characteristic  in  children  that  tliey  may  be  regarded  as  a  positive  sign  that 
rheumatism  has  at  some  time  been  present.  They  are  not,  however,  path- 
ognomonic of  rheumatism  in  ail  cases,  for  they  appear  in  gouty  and  rheu- 
amtic  subjects  who  have  never  suffered  from  the  acute  form  of  the  <lisease. 

Diagnosis. — The  diagnosis  of  acute  articular  rheumatism  is  by  no  means 
e».<-\'  in  all  cases,  but  the  presence  of  fever  with  progressive  involvement 
of  one  joint  after  another  is  very  indicative.     The  great  difficulty  lies  in 
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separating  the  various  nearly  related  forms  of  septic  arthritis  from  true 
rheuinatism.  If  there  is  present  a  pre-existin*^  septic  focus  from  which 
septicannia  may  arise,  the  probability  is  tliat  the  muhuly  is  not  the  specific 
disease  we  are  discussing.  Thus,  a  multiple  arthritis,  ^vith  or  without 
fever,  often  follows  or  complicates  gonorrhoL'a,  and  follows  scarlet  fever, 
typhoid  feveo  and  dysentery,  or  any  disease  which,  by  providing  a  source  of 
infection,  exposes  the  joints  to  the  invasion  of  micro-organisms. 

The  chief  conditions,  aside  from  gonorrht:tal  rheumatism  and  ordinary 
septic  arthritis,  (hat  we  must  carefully  exclude  are  acute  osteomyelitis, 
which  usually  affects  the  femur,  and  which  if  it  is  not  rect>gnized  early  may 
destroy  the  patient*s  life;  ini)nonrticulur  inflammation,  which  is  often  due 
to  syphilis^and  acute  gout,  in  which  case  tlie  history  of  previous  attacks  of 
pain  in  the  smaller  joints  will  !>e  present  and  the  inflamerl  area  will  prob- 
ably be  in  the  ball  of  the  thumb  or  in  (he  joint  of  the  great  toe.  In  children 
an  acute  arthritis  with  little  fever  sometimes  develops  and  soon  suppuratcs- 
It  is  undoubtedly  due  to  septic  infection.  Finally,  let  it  be  borne  in  mind 
that  the  mere  presence  of  heat,  pain,  swelling  and  fixation,  in  a  joint  should 
not  be  called  acute  articular  rheumatism  until  all  other  possibilities  are 
excluded.  Perhaps  no  more  frequent  error  occurs  tlian  the  calling  of  all 
forms  of  acute  arthritis  **  acute  rheumatism." 

Prognosis. — Death  very  rarely  ensues  as  a  result  of  acute  articular  rheu- 
matism without  any  complications.  This  is  well  shown  by  the  following 
statistics.  In  8431  easels  of  acute  articular  rheumatism  collectctl  from 
the  official  reports  of  several  American  and  English  hospitals  there  were 
127  deaths,  which  gives  a  percentage  of  1.5.  From  the  years  1S80  to  1903 
1524  cases  were  treated  in  the  Pennsylvania  Hospital  with  only  14  deaths, 
a  raortiility  of  0.9  per  cent.  While,  therefore,  acute  rheumatism  rarely  causes 
death  during  its  presence  in  the  active  stage  it  is  nevertheless  true  that  no 
acute  disease  causes  death  so  frequently  in  after  years  Iwcause  of  secondary 
changes  in  the  heart. 

Treatment. — The  treatment  of  acute  articular  rheumatism  is  at  times 
eminently  satisfactory  and  at  others  equally  disappointing.  In  a  certain 
proportion  of  cases,  in  which  treatment  fails  to  produce  good  results,  the 
condition  is  ]>erhaps  maintained  by  ihe  presence  of  associated  infections 
which  help  to  produce  the  arthritis.  While  no  true  specific  exists  for  acute 
articular  rheumatism,  the  salicylates  act  in  some  cases  with  a  degree  of 
celerity  which  is  most  gratifying,  and  therefore  they  are  always  to  be 
considered  as  the  most  important  remedies  when  the  physician  is  called 
upon  to  treat  a  case  of  this  disease.  The  ciiief  objects  of  the  physician 
under  these  circumstances  are  the  alleviation,  mo<lification,  and  shortening 
of  the  disease,  and,  second,  the  protection  of  the  heart  from  the  secondary 
affections  of  its  endocardium,  its  muscle,  and  its  pericardium.  For  the 
relief  of  the  pain  and  of  the  inflammatory  processes  in  the  joints  the  l>est 
remedy  is  the  salicylate  of  strontium  in  the  dose  of  15  to  20  grains  from 
three  to  six  times  a  day.  It  should  be  given  in  capsules  and  followed  by 
a  copious  draught  of  water  or  milk  to  prevent  it  from  irritating  the  stomach. 
Sometimes  a  few  swallows  of  the  emulsion  of  sweet  almonds  may  be  taken 
to  protect  the  stomach  from  irritation. 
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If  full  doses  of  the  salicylates,  sufficient  to  produce  distinct  physio- 
logical symptoms^  such  as  fuluess  in  the  head  and  some  deafness,  do 
not  produce  signs  of  improvement  in  the  course  of  five  or  six  days,  they 
will  probably  fail  to  cure,  and  had  better  be  discontinued,  as  after  this 
time  they  are  apt  to  increase  the  discomfort  of  the  patient,  to  disorder 
his  stomach,  and  to  increase  the  sweats.  In  their  place  the  patient  may 
receive  10  minims  of  the  wine  of  colchicum  root  and  15  grains  of  iodide 
of  potassium  three  times  a  day.  While  the  salicylates  are  being  given 
it  is  always  advisable  to  give  not  less  than  40  to  60  grains  of  sodium 
bicarbonate  or  bicarbonate  of  potassium  in  each  twenty-four  hours.  The 
sodium  bicarbonate  seems  to  aid  the  stomach  in  withstanding  the  salicy- 
lates, and  provides  the  body  with  a  certain  amount  of  alkali  which  is 
advantageous. 

Copious  draughts  of  water  are  always  to  be  given  in  rheumatism  for 
the  purpose  of  flushing  the  kidneys. 

For  the  prevention  of  endocarditis  and  pericarditis  from  four  to  six  small 
fly-blisters  may  be  placed  over  the  praecordium,  and  their  influence  as  pre- 
ventive measures  is  thought  to  be  aided  by  the  free  use  of  the  sodium  bicar- 
bonate just  named.  If  pericarditis  develops  and  the  action  of  the  heart  is  very 
excessive,  small  doses  of  aconite  may  be  cautiously  given  to  act  as  a  cardiac 
sedative.  But  this  drug  is  not  to  be  used  if  the  patient  is  markedly  depressed. 
Sometimes  an  ice-bag  placed  over  the  heart  acts  equally  well. 

The  joints  are  best  treated  by  anointing  them  with  ichthyol  and  lanolin  in 
equal  parts,  applying  an  excess  of  this  ointment,  and  then  wrapping  them  in 
cotton-batting.  When  the  patient  suffers  pain  because  of  the  twitchings  of 
his  muscles,  which  in  turn  move  his  inflamed  joints,  some  relief  and  comfort 
can  be  given  by  applying  a  splint  to  produce  fixation  of  the  joint. 

The  acute  inflammatory  process  in  the  joint  is  usually  severe  enough 
to  make  the  patient  content  to  remain  in  bed.  •  But  it  not  infrequently 
happens  that  as  the  pain  in  the  joint  diminishes  the  patient  is  most  anxious 
to  get  about  and  return  to  his  usual  pursuits.  Nothing  can  be  more 
dangerous  than  the  pursuance  of  such  a  policy.  A  very  large  proportion 
of  cases  of  valvular  heart  disease  are  due  to  the  fact  that  the  patient  has 
suffered  from  rheumatism,  and  has  returned  to  his  occupation  before  the 
endocarditis  produced  by  the  rheumatic  poison  has  entirely  disappeared. 
For  a  time  he  may  be  able  to  perform  his  customary  duties,  but  the  increased 
labor  thrown  upon  his  heart  by  exercise  causes  a  delay  in  the  healing  of 
the  lesions  in  his  endocardium,  and  as  a  result  he  suffers  from  mitral  stenosis 
or  mitral  regurgitation,  which  sooner  or  later  will  make  him  a  cardiac  invalid. 
Even  if  these  symptoms  are  not  manifested  for  some  time  after  the  attack 
of  rheumatism  has  been  present,  they  may  nevertheless  become  dangerously 
active  when  with  advancing  years  cardiac  compensation  is  lost.  The 
physician  should  therefore  impress  upon  every  patient,  with  acute  articular 
rheumatism,  who  insists  upon  rising  as  soon  as  he  feels  well,  the  fact  that 
he  is  taking  his  life  in  his  hands  by  so  doing.  Even  after  all  articular 
symptoms  are  passed  by,  the  patient  who  has  had  this  disease  should  remain 
in  his  bed  for  at  least  two  or  three  weeks,  and  this  advice  holds  good  even  if 
during  the  attack  no  signs  of  an  endocardial  murmur  have  been  manifest. 
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CHOLERA. 


Definition. — The  word  cholera  when  strictly  applied  is  used  to  ^fff^rritf 
a  disease  which  is  characterized  by  profuse  serous  purging,  crunps, 
vomiting,  and  extreme  prostration,  and  which  is  due  to  an  infection 
of  the  bowels  by  the  specific  micro-organism  of  this  disease,  called  the 
SpiriUufn  choUrce  asiaticcBt  whicl],  as  it  is  often  broken  into  sborti  curved 
rods,  is  frequently  incorrectly  termed  the  "comma  bacillus."  WTjen  it  is 
desire'l  to  indicate  that  the  true  disease  is  present  the  term  "Asiatic  cholera" 
is  used  to  distinguish  the  malady  from  other  forms  of  senms  diardKEa  of 
a  severe  type,  such  as  cholera  morbus  or  cholera  infantum. 

History. — Prior  to  IS  17  cholera  was  confined  to  certain  parts  of  India  and 
never  infected  districts  far  removed  from  them.  It  is  probable  that  the  dis- 
ease has  occurred  for  many  centuries,  but  it  is  a  noteworthy  fact  tliat,  unlike 
most  epidemic  diseases  of  pronounced  characteristics  and  high  mortality, 
no  clear  description  of  its  presence  was  placed  on  record.  Since  1817, 
when  an  epidemic  of  unusual  severity  broke  out  in  India,  it  has  been  known 
to  be  constantly  present  in  endemic  form  in  some  parts  of  that  country,  and 
it  has  from  time  to  time  been  carried  thence  along  well-tra veiled  routes 
by  pilgrims  and  travellers,  or  by  their  possessions,  until  many  parts  of  the 
earth  removed  thousands  of  miles  from  the  original  focus  have  suffered 
from  it.  Seven  distinct  invasions  of  Europe  have  occurred  since  1S17,  and 
the  last  one  from  1891  to  1S95.  The  disease  was  first  introduced  into 
America  by  emigrants  who  landed  in  Quebec  and  New  York  early  in  the 
decade  of  "lS30  to  1840. 

Distribution. — The  geographical  area  of  origin  has  already  been  described. 
The  disease  may  occur  in  any  part  of  the  world  to  which  the  specific  germ 
may  be  conveyed. 

Stiolo^. — ^The  cause  of  epidemic  cholera  is  the  spirillum  which  was  first 
isolated  by  Koch.  It  is  spiral  shaped  or  assumes  die  form  of  segments  of 
a  spiral,  or  short  cun*ed  rods  and  S  forms. 

The  degree  of  cun'e  varies  greatly;  sometimes  the  organism  is  almost 
straight,  at  otlier  times  it  forms  a  partial  circle.  Bizarre  forms  also  occur. 
It  is  active,  motile,  and  flagellate.  The  bodies  described  by  Hueppe  as 
spores  have  not  been  so  considered  by  other  observers. 

Cholera  is  distinctly  a  water-borne  disease  in  the  vast  majority  of  epidemics. 
The  specific  organism  gains  access  to  the  body  through  contaminate<]  drinking 
water  or  soiled  food.  In  the  Hamburg  cholera  epidemic  of  1892,  about  18,000 
persons  were  stricken,  and  of  this  number  SOCO  died.  In  the  city  of  Altona, 
which  15  really  a  part  of  Hamburg,  and  which  also  derives  its  drinking  water 
from  the  Elbe,  there  were  only  al>out  500  cases  of  cholera  in  a  population  of 
150,000.  Hamburg  had  no  filtration  plant  at  the  time,  while  Altona  had  a 
sand  filtration  plant.  It  is  only  by  water  and  food  that  cholera  can  be 
transmitted,  except  that  if  choleraic  stools  are  desiccated,  and  the  dust  is 
blown  on  food  or  into  the  mouth,  it  is  conceivable  that  the  infection  may 
occur.  Aside  from  the  rarity  with  which  this  accident  takes  place,  the  fact 
that  the  bacillus  speedily  dies,  when  dried,  mihtates  against  it  being  active 
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under  these  circumstances.  A  more  possible  and  indeed  probable  method 
by  which  the  infecting  agent  may  reach  the  food  is  its  carriage  by  flies, 
for  in  the  body  of  the  common  house-fly  the  specific  organism  may  exist  for 
twelve  days. 

Hot  weather  favors  the  spread  of  the  disease.  As  in  all  infectious  maladies, 
all  causes  which  decrease  vital  resistance,  such  as  alcoholism,  exposure,  con- 
valescence from  other  diseases,  and  even  profound  mental  <lepre5sion,  dis- 
tinctly increase  the  susceptibility  of  the  patient. 

Prevention. — It  is  evident  from  what  has  been  saiil  that  there  is  no  reason 
why  cliolera  cannot  be  prevented,  and  it  may  be  said  of  deaths  from  cholera, 
as  it  is  said  of  deaths  from  typiioid  fever,  tliat  every  one  is  preventable  if  proper 
care  is  taken  to  destroy  all  the  specitic  organisms  the  moment  they  escape 
from  tlie  body  of  a  patient  suifcring  from  the  malady.  That  they  are  not 
destroyed  in  cholera  is  all  the  more  to  be  condemned  by  reason  of  the  fact 
that  they  escape  only  in  the  stools,  whereas  in  typhoid  fever  the  specific 
bacillus  escapes  by  the  urine,  the  skin,  and  perhaps  the  saliva.  The  cholera 
spirillum  is  exceedingly  susceptible  to  bactericides  and  particularly  to  acids, 
under  favorable  circumstances  succumliing  to  such  weak  acids  as  vinegar. 

All  dejecta  from  cholera  patients  should  be  destroyed  by  heat  or  by  the 
action  of  chlorinated  lime,  or  formaldehyde,  or  of  corrosive  sublimate,  con- 
tact with  a  solution  of  which  shoidd  be  complete  and  prolonged  for  at  least 
one  hour,  for  in  the  latter  instance  tlie  mercury  salt  may  combine  with  the 
albumin,  or  be  decomposed  by  the  gases  in  the  stools. 

During  I  he  presence  of  the  disease  no  food  should  be  taken  in  the  raw 
state,  and  it  should  be  cooked  immediately  before  it  is  eaten,  in  order  that 
there  may  1k'  no  lime  for  it  (o  become  infected  after  it  is  cooked.  Witli  these 
precautions  the  danger  to  physicians  and  nurses  is  reduced  to  a  minimum. 
When  there  is  a  possibility  of  neghgence,  a  valuable  prophylactic  is  the  use  of 
dilute  sulphuric  acid  in  the  dose  of  5  to  10  drops  in  water  three  times  a  day 
after  food.  This  does  goo<l,  by  reason  of  the  fact  that  dilute  acids  kill  the 
comma  bacillus,  and  again  because  this  acid  acts  as  an  astringent  remedy 
in  diarrhoea.  Care  should  be  taken  during  an  epidemic  that  bad  food  and 
exposure  are  avoided,  as  this  may  prepare  the  way  for  infection. 

Tlarough  th<?  researches  of  HatTkine  in  India, it  would  seem  that  it  is  possible 
to  immunize  human  beings  against  cholera,  hut  this  plan  of  inoculation  is  of 
no  value  when  the  disease  has  once  developed. 

During  the  years  1894  and  18l>5  Haffkine  inoculated  3951  individuals 
with  his  anticholera  vaccine.  Of  this  number,  33,  or  a  little  less  than  1  per 
cent.,  contracted  the  disease,  whereas,  of  ^XSATy  individuals  who  were  uninoeu- 
lated  and  similarly  ex]X)sed  to  the  infection,  210,  or  2.24  per  cent.,  were 
stricken.    Iliese  observations  were  ma<!e  in  India. 

In  July,  1902,  an  epidemic  of  choh-ra  liroke  out  in  the  prefecture  of 
Nagasaki,  Japan,  and  preventive  inoculations  were  at  once  begun.  Of 
21 ,334  persons  who  were  inoculated,  1 10  contraL*tt?d  the  disease.  In  previous 
epidemics  the  number  of  persons  affected  ran  well  up  into  the  thousands. 
but  it  is  but  fair  to  state  that  in  this  epidemic  only  741  cases  occurred  in 
that  prefecture  among  the  uninoculated.  As  the  number  of  uiiinoculated 
tnbabitanta  is  not  stated,  we  cannot  judge  of  the  real  value  of  the  plan. 
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HafTkine*s  conclusions  as  to  the  result  of  anticholera  inoculations  are  as 
follows' 

1.  The  inoculation  produces  an  effect  within  four  days. 

2.  During  these  four  days  a  difference  in  susceptibility  shows  itself  in  favor 
of  the  inoculated. 

3.  After  the  expiration  of  the  four  days  and  during  a  period  of  at  least 
fourteen  months^  a  high  degree  of  resistance  to  attack  is  observed  in  the 
inoculated. 

4.  The  proportion  of  deaths  to  cases  is  not  influenced  by  the  inocidation. 
Pathology  and  Morbid  Anatomy. — After  death  from  cholera  postmortem 

rigidity  comes  on  very  rapidly,  aufi  is  persistent  to  sdch  a  degree  that  dis- 
tortions of  the  liinlis  and  lK>dy  may  be  present.  In  typical  cases  the  entire 
body  appears  shrunken  and  wasted  luid  tfie  dejjendent  portions  rapidly 
become  livifl.     Not  rarely  a  postmortem  rise  of  temperature  takes  place. 

When  the  bo<ly  is  incised  the  tissues  are  found  to  be  devoid  of  their  normal 
moisture,  and  the  bbod  in  the  great  vessels  is  thick  and  dark  in  hue. 
The  stomach  is  em[)ty,  its  mucous  membrane  is  congestetl,  and,  in  some 
instances,  ecchyiuoses  may  be  present. 

The  chief  changes  are  to  be  found,  however,  in  the  lower  part  of  tlie 
small  bowel.  Its  mucous  membrane  is  bogg;^'  or  sodden,  and  covered  by  a 
glutinous  material  which  is  readily  detached,  Not  rarely  the  mucous  mem- 
brane is  stripped  off  in  patches  or  shed  in  flakes.  These  changes  may 
extend  as  high  as  the  duodenum,  and  in  the  lower  ileum  Peyer's  patches 
and  the  solitary  glands  are  fotmd  to  be  swollen  antl  congested.  There 
may  be  present  a  diphtheritic  exudate,  which  is  atlherent  in  part,  and  in 
part  is  fleecy  or  floccnlent  in  appearance.  Deeper  nlcenitions  and  perfora- 
tions are  exceptional.  Hemorrhages  may  also  be  found  in  the  mucous  mem- 
brane at  this  place. 

Notwithstanding  the  active  purgation,  the  large  bowel  in  cholera  is  not 
as  much  altered  as  is  the  ileum,  the  only  change,  as  a  rule,  being  an  acute 
catarrh  of  the  mucous  membrane. 

It  is  important  to  the  student  to  recall  the  fact  tliut  cholera  is  character- 
ized by  changes  in  the  small  bowel,  whereas  dysentery  is  chiefly  characterized 
by  changes  in  the  colon. 

The  intestines  are  contracted,  their  coats  thickened,  and  the  peritoneum 
possesses  a  pecuhar  rosy  hue.  The  mesenteric  glands  are  enlarged  and 
infiltrated. 

Granular  changes  in  the  large  glandular  viscera  are  present  in  a  certain 
percentage  of  cases,  and  a  complicating  nephritis  is  occasionally  seen.  The 
kidneys  may  be  enlarged  and  the  vessels  congested.  I'nder  the  micro- 
scope the  uriniferous  tubules  are  seen  to  be  filled  with  granular  casts,  but 
the  tufts  are  not  materially  changed.  The  great  loss  of  fluid  by  the  serous 
discharges  and  the  lessened  absorption  of  liquids  causes  concentration  of 
the  blood  and  greatly  interferes  with  tlie  excretion  of  poisons  by  the  kidneys. 

The  liver  is  not  enlarged  but  rather  shrunken,  and  its  cells  show,  under 
the  microscope,  cloudy  swelling,  with  patches  of  fatty  degeneration.  The 
spleen  is  usually  small.     The  heart  is  flaccid  and  the  lungs  shrunken. 

The  cholera  organism  is  found  in  immense  numbers  in  the  contents  of  the 
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bowels  and  in  the  discharges  of  patients  suffering  from  this  disease,  but, 
unlike  the  typhoid  bacillus,  it  is  not  usually  widely  disseminated  through  the 
body  (Figs.  39  and  40). 


Via.  39 


£i^ 


Comma  bacilli  in  the  fundus  of  a  gland  of  Lieberkuhn  in  the  Mmall  bowel  in  a  case  of 
Astatic  cholera.     (Kaat  and  Humpler.) 


Fig.  40 
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Comma  bacilli  in  the  intestinal  contents.     (Ka-st  ant)  Humpler.) 

SyxnptomB. — The  symptoms  of  cholera  develop  in  from  a  few  hours  to  ton 
days  after  infection  has  occurred.  The  average  period  of  incubation  is 
usually  three  to  six  days. 

The  earliest  symptoms,  aside  from  a  feeling  of  depression,  is  the  onset  of 
watery  diarrheea,  which  may  be  associated  with  pain.     The  patient  suffers 
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from  the  meakness  aiul  ilepresirion  chiiracteristic  of  onlinary  watery  diarrhoea, 
and  if  the  passages  are  very  profuse  there  may  be  great  feebleness  and  even 
collapse.  In  the  iiiajority  of  cases,  however,  the  onset  of  the  disease  is  more 
abrupt  than  that  just  described.  With  ahnost  no  in<hcation  of  impending 
illness  tlie  patient  is  sei'/e^l  hy  active  i^a mi hng  ami  purgirujjhy  severe crampji 
in  the  extremities  and  trunk,  and  passes  into  collapse.  The  stools,  as  soon 
as  all  the  ordinary  intestinal  contents  have  l»een  washed  out,  are  rice-water 
in  character,  that  is,  on  standing  they  separate  hito  two  layere,  the  upper 
clear  and  opalescent,  the  lower  full  of  flakes  of  mucus  and  exfoliated 
necrotic  mucosa. 

The  amoimt  of  serum  lost  by  the  purging  is  very  large,  and  it  Ls  expelled 
with  considerable  force.  Because  of  the  hirge  quantities  of  fluid  lost  liy  tins 
means  the  urine  becomes  scanty  and  suppressed.  This  loss  of  fluid,  com- 
bined with  the  changes  in  the  kidneys,  results  in  anemia,  which,  of  course, 
aids  greatly  in  Increasing  the  toxaemia  of  the  disease.  The  vomiting  is  not 
only  violent,  but  persi.'tient  retclnnfj  may  greatly  exhaust  the  patient.  The 
cramps  in  the  muscles  are  due  to  the  rapid  abstraction  of  fluid  from  their 
tissues  an<!  perhaps,  in  part,  to  the  toxaemia  of  the  disease. 

In  about  half  the  cases  recovery  begins  to  take  place  at  this  stage  by  a 
gradual  modihcatinn  of  the  symptoms,  but  if  (he  patient  is  too  ill  to  recover, 
the  aeciitul  sUirie^  or  that  of  collapse  atui  projoitnd  asthenia,  now  develops. 
This  stage  may  last  from  a  few  hours  to  two  days.  As  it  proceeds  the  patient 
becomes  so  feeble  that  the  respiratio'is  !>ecarne  shallow.  The  iluid  stools 
pass  from  the  bowel  involuntarily,  oscapuig  rather  by  relaxation  of  the 
sphincter  than  by  the  conscious  act  of  the  patient.  Feeble  attempts  at 
emesis  may  still  persist,  and  the  cramps  may  be  more  severe  than  before. 

As  the  exhaustion  deepens  the  pulse  becomes  a  mere  thread  at  the  wrist, 
and  may  even  be  imperceptible  in  the  great  vessels.  The  heart  sovnda 
become  more  and  more  indistinct,  and  occasionally  soft  murmurs  are 
heard. 

The  face  now  bears  the  IJippocratic  expression,  the  vose  is  pinclied  and 
pointed,  the  etfes  sunken  and  surrounded  by  dark  rings,  the  mouth  is  partly 
open,  the  teeth  covered  with  sordes,  the  skin  of  the  entire  body  is  Iivi<l  and 
often  bedewed  with  a  cold  sweat.  The  voice  is  wh  is- pert rifj,  the  thirst  exces- 
sive, and  the  mind  clouded.  Toward  the  close  of  life  stupor  or  coma  merci- 
fully relieves  sufferitig.  Finally,  with  a  continue*!  full  of  bodily  temperature, 
death  takes  place. 

When  the  sfnf/e  of  reaction  develops,  before  these  gnvve  symptoms  threaten 
death,  the  pulse  becomes  a  little  stronger,  tlie  passages  are  less  frequent  and 
less  copious,  and  the  respirations  grow  deeper.  Bo<lily  heat  is  gradually 
restored,  and  the  patient  recovers,  unless  some  of  the  complications  men- 
tioned farther  on  ensue. 

Variations  from  the  Ordinary  Course. — The  patient  may  have  so  mild  an 
infection  as  to  be  but  slightly  ill  and  never  forced  to  go  to  bed.  In  other 
instances  the  serous  diarrhoea  is  excessive,  but  the  urine  is  not  suppressed, 
and  the  general  debility  dnes  not  liecnme  marked.  These  cases  are  some- 
times caUefl  cases  of  "cholerine."  They  may  speedily  recover  or  rapidly 
procee<i  to  the  fully  ileveloped  malady.    In  still  another  class  the  toxa?mia  of 


CHOLERA  209 

the  disease  exceeds  all  other  symptoms.  The  diarrhoea  may  be  absent,  and 
the  patient,  overwhelmed  by  the  poison,  sinks  into  unconsciousness  and 
death.    This  is  called  "  cholera  sicca." 

The  degree  of  stupor  varies  greatly.  In  some  patients  the  mind,  at  the 
well-developed  stage  of  the  disease,  is  remarkably  clear;  in  other  instances 
it  is,  almost  from  the  first,  stupid  from  toxsemia. 

In  some  instances  high  fever  develops.  This  is  a  very  unfavorable  sign. 
In  others  an  urticaria  or  erythema  is  seen. 

Oomplieations  and  Sequels. — ^Aside  from  the  grave  complication  of  urinary 
suppression  followed  by  uraemia,  the  profound  infection  may  result  in  local- 
ized gangrene  of  the  toes  and  fingers.  (Edema  of  the  lungs  often  causes 
death,  and  infectious  arthritis  and  parotitis  may  develop.  Profound  weak- 
ness and  feebleness  may  persist  for  a  long  time  in  convalescence,  and  second- 
ary nephritis  may  ultimately  cause  death. 

Diagnosis. — ^The  diagnosis  of  cholera  is  not  difiicult  if  the  well-developed 
type  of  the  disease  is  present,  but  in  the  early  stages,  or  in  the  aberrant  forms 
just  described,  the  determination  of  the  cause  of  the  illness  may  not  be  easy. 
True  cholera  is  to  be  separated  from  cholera  nostras  or  cholera  morbus, 
but  in  the  presence  of  an  epidemic  of  Asiatic  cholera  this  may  be  impossible 
without  bacteriological  tests,  for  severe  cholera  morbus  may  not  only  be 
manifested  by  purging  and  vomiting,  but  by  collapse  as  well,  and  even  cramps 
may  appear  in  the  more  severe  types.  Cholera  must  also  be  separated  during 
an  epidemic  from  the  profuse  watery  purging  sometimes  met  with  in  cases 
of  Bright's  disease,  when  the  purging  is  due  to  an  effort  at  elimination. 
Various  poisons  may  also  cause  choleraic  diarrhoea,  notably  antimony. 
Indeed,  it  is  impossible  to  separate  acute  antimonial  poisoning  from  cholera 
during  an  epidemic  of  the  latter  disease,  because  the  symptoms  are  identical. 
Nothing  but  a  chemical  analysis,  on  the  one  hand,  or  a  bacteriological  test, 
on  the  other,  can  determine  this  question. 

It  is  important  to  remember  that  while  the  presence  of  the  spirillum  of 
cholera  is  characteristic  of  cholera,  that  inability  to  discover  it  in  the  dis- 
charges is  not  positive  proof  that  cholera  is  not  present,  because  in  rare 
instances  it  may  be  temporarily  underaonstrable.  A  very  valuable  method 
of  diagnosis  is  the  test  of  agglutination  of  cholera  bacilli  by  the  blood  of  the 
patient  in  a  manner  similar  to  that  of  the  Widal  test  in  typhoid  fever. 

Prognosis. — ^The  prognosis  in  cholera,  whenever  the  symptoms  are  well 
developed,  is  always  grave,  for  the  mortality  in  most  epidemics  is  about  50 
per  cent.  In  the  old  and  very  young  the  outlook  is  worse  than  in  a  well- 
developed  person  in  the  prime  of  life. 

There  are  three  facts  aside  from  the  severity  of  the  disease  which  increase 
the  gravity  of  the  prognosis  very  materially,  namely,  alcoholism,  renal  dis- 
ease, and  disease  of  the  liver.  In  addition,  it  must  be  remembered  that  any 
pre-existing  disease  which  decreases  vital  resistance  increases  the  gravity  of 
the  case. 

In  respect  to  the  disease  itself,  it  may  be  said  that  abruptness  of  onset, 

early  hebetude,  and  rapid  development  of  signs  of  collapse  are  the  three 

facts  that  promise  evil  tendencies.    If  to  these  is  added  renal  inactivity, 

pulmonary  consolidation,  or  an  abnormally  low  temperature,  the  case  is  to 

14 


210 


DISEASES  DUE  TO  A   SPECIFIC  INFECTION 


be  regarded  as  almost  hopeless.  Contrariwise,  there  are  several  signs  of 
good  orneii,  namely^  the  presence  of  a  good  pulse  and  the  maintenance  of 
bodily  he^it,  the  return  of  a  fecal  color  to  the  stools,  anil  tlie  absence  of  the 
great  emaciation  ari<l  wasting  which  severe  cases  usually  manifest. 

Treatment. — ^The  three  most  important  details  in  the  treatment  of  cholera 
are  the  control  of  the  diarrhoea^  the  maintenance  of  strength,  and  the  con- 
servation of  body  heat.  All  persons  who  have  any  tendency  to  diarrhoea 
during  a  cholera  epidemic  should  at  once  l>e  treated  by  aslringent  mixiures, 
which  should  be  increased  in  their  efficiency  by  the  addition  of  a  few  drops 
of  sulphuric  acid.  By  this  method  of  treatment  the  development  of  cholera 
can  be  probably  preveuted  in  a  consiricral>le  number  of  persons.  The  use 
of  an  astringent  and  acid  substance  like  sulphuric  acid  is  far  more  advan- 
tageous than  the  employment  of  opium,  because  the  acid  is  destructive  to 
the  comma  bacillus,  and  it  does  not  interfere  with  other  functions  of  the 
body  as  does  opium.  If  the  diarrhoea  is  already  active  10  to  15  drops  of 
aromatic  sulphuric  acid,  with  double  that  quantity  of  spirit  of  camphor, 
shouM  be  administered,  well  dihited  with  water  or  with  brandy,  every 
three  hours,  and  couiitcrirritation  in  the  form  of  a  mustard  phistcr  or  sina- 
pisms or  capsicum  drafts  sliould  l>e  applietl  over  the  abdouien.  If  tliese 
cannot  he  obtained  a  tur[>cntine  stupe  may  be  use<l  with  advantage. 

It  seems  scarcely  necessary  to  ad<l  that  even  in  mild  cases  the  patient 
should  be  kept  in  )>ed  and  the  greatest  possible  amount  of  rest  enforced.  If 
vomiting  is  an  active  symptom  it  may  lie  necessary  to  avoid  all  medication 
by  the  mouth  an<l  give  stimulants  hypodermically.  Under  these  circum- 
stances a  grain  of  camphor  dissolved  in  sterilized  olive  oil  may  be  given  by 
means  of  the  hypodermic  needle  every  eight  hours.  Such  a  method  of  treat- 
ment will  usually  do  much  toward  the  maintenance  of  active  circulation,  but 
shoulil  the  circulation  fail  the  physician  must  employ  not  oidy  the  camphor 
injections  named,  but  give  brandy  and  strychnine  hypodermically,  and 
more  important  still,  for  the  purpose  of  compensating  for  the  loss  of  much 
Huid  by  the  bowel,  hypodermoclysis  should  be  resorted  to.  It  is  best  to 
employ  "concentrated  sterile  saline,"  one  ounce  of  which  when  added  to 
a  quart  of  pure  water  makes  normal  salt  solution.  But  if  this  cannot  l>e 
obtained  ordinary  common  salt  in  the  proportion  of  a  drachm  to  the  pint 
may  be  injected  by  hypodermoclysis.  This  fluid  should  of  course  be  first 
sterilized  by  boiling,  and  the  injection  should  be  made  slowly,  the  flui<l 
being  at  the  temperature  of  100°.  It  is  quite  remarkable  how  rapidly  the 
thirsty  tissues  will  absorb  this  fluid,  which  not  only  compensates  for  the 
loss  by  purging^  but  also  aids  in  overcoming  suppression  uf  urine  by  sup- 
plying the  blooi  I  vessels  with  fluid.  There  can  he  no  doubt  that  hypoder- 
moclysis is  a  most  valuable  life-saving  measure  in  the  treatment  of  this 
disease. 

The  body  heat  should  be  maintained  by  the  application  of  hot  bottles 
about  the  patient,  particularly  at  his  extremities,  ami  when  the  temperature 
seems  to  be  falling  and  the  skin  has  a  tendency  to  be  relaxeil  and  betiewctl 
with  sweat  a  hypodermic  injection  of  y^-^  to  yl-j^  of  a  grain  of  atropine 
is  advantageous.  This  injection  should  be  into  the  trunk  rather  than  into 
one  of  the  extremities,  since  if  the  circulation  is  poor  it  will  be  absorbed 
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more  rapidly  from  the  body  than  from  an  arm  or  the  leg.  Thirst  is  to  be 
allaywl  by  giving  fluids  to  the  patient  in  small  f|iiiintities  frequently,  but 
large  draughts  of  water  are  disadvantageous.  Sonietinies  barley-water  or 
so*ia-w^ater  is  retained  better  than  plain  water.  For  the  relief  of  the  cramps 
gentle  rubbing  of  the  extremities  with  chloroform  liniment,  or  ammonia 
liniment,  may  l>e  employed,  but  the  severity  of  tliis  symptom  i.s  usnnlly 
modifie<J  by  the  use  of  the  camphor  and  the  subcutaneous  saline  injections. 

To  aid  in  the  restoration  of  renal  activity  a  hot  compress  may  be  placed 
under  the  loins. 

During  the  last  outbreak  of  cholera  in  Europe  salol  w'as  employed  by  a 
large  number  of  physicians  with  excellent  results,  its  cniployTuent  being  based 
upon  the  fact  that  if  it  is  added  to  an  alkaline  solution  of  pancreatic  juice 
it  mpidly  destroys  the  cholera  bacillus.  As  an  illustnition  of  its  value  it  may 
be  stated  that  Hehir  treated  SS  cases  with  corrosive  suhliuiate  with  a  mor- 
tality of  44.7  per  cent.,  and  11  cases  with  salol  with  tio  deatlis;  while  Gon- 
zalez lost  only  3  out  of  53  patients  when  he  employed  salol.  Similar  statis- 
tics from  other  parts  of  the  world  might  be  quoted  indicating  its  very  great 
value. 

lender  the  leadership  of  Cantani  the  following  treatment  by  injection 
has  also  l)ecome  |X)pular,  it  being  necessary  to  give  it  in  large  quantities 
not  only  for  the  purpose  of  irrigating  the  large  bowel,  but  if  possible 
getting  it  into  the  small  bowel  as  well;  for  it  is  in  the  small  bowel  tlmt 
the  micro-organism  of  the  disease  exists  in  largest  number.  The  fluid 
employe^l  by  Cantani  consists  of  infusion  of  chaniuniilc  flowers,  2C00 
parts;  tannic  acid,  10  parts;  gum  arabic,  30  parts;  and  lamhmum,  2  parts, 
Tlie  oliject  in  using  tannic  acid  is  not  only  to  oiitain  its  astringent  influ- 
ence, but  also  because  in  the  strength  of  1  per  cent,  it  inhibits  the  growth 
of  intestinal  micro-organisms,  and,  Cutitani  thinks,  also  neutralizes  the 
poisons  formed  by  these  bodies.  Lustig  trcatet!  1 17  cases  of  ch<»lera  in  this 
way  wjtli  34  deaths  and  103  eases  by  other  methods  with  146  deaths.  Care 
must  l>e  employed  in  giving  these  injections  that  the  fluitl  is  introduced  into 
the  bowel  slowly,  the  buttocks  of  rlie  patient  being  slightly  elevated  and  his 
hiody  tnrneii  slightly  to  the  left.  Any  tendency  to  bearing  down  on  the  part 
of  the  patient  is  to  be  avoided  by  cHverting  his  attention  from  the  injection 
and  by  momentarily  stopping  its  flow  when  he  feels  the  desire  to  expel  the 
fluid.  The  fountain  syringe  containing  the  fluid  should  not  be  hung  or  held 
n^ore  than  eighteen  inches  alx>ve  the  anus.  If  the  t1\iitl  flows  In  under  this 
gentle  pressure,  very  large  quantities  may  be  retained,  and  Cantani  asserts 
that  it  will  find  its  way  through  the  ileocjccal  valve  am]  flush  tlie  smaller 
howel.  .Such  a  passage  through  this  valve  in  the  healthy  intestine  is,  I 
l>elie\'e.  impossible,  but  It  is  stated  that  in  the  relaxation  of  the  muscular 
fibres  pro<luce<l  by  cholera  its  pas.sage  is  hy  no  means  ditticuU. 

When  collapse  is  threatened  or  present  the  flui*!  injected  siiould  be  as  hot 
as  105**,  and  the  fluid  in  the  hag  may  be  at  110*^  or  115°,  as  it  loses  much 
heat  in  flowing  slowly  through  the  tube.  If,  on  the  other  hand,  hyper- 
p_%Te?ria  is  present,  cool  water  should  be  employed. 

As  a  rapidly  acting  diffusible  stimulant  in  conditions  of  marked  collapse 
Hoffmann's  anodyne  in  the  dose  of  a  drachm  every  hour  may  ge  given  hypo- 
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dermically  or  by  the  mouth  with  shaved  ice.  A  drachm  of  spirit  of  cam- 
phor may  also  be  used  wath  advantage  for  this  purpose.  Aromatic  spirit  of 
ammonia  may  also  be  given  by  the  mouth,  but  is  not  so  valuable. 


YELLOW  FEVER. 


Definition. — Yellow  fever  is  an  acute  infectious  di.sease  occurring  chiefly 
in  tropical  or  semi-tropical  regions,  and  characterized  by  fever,  yellow  dis- 
coloration of  the  skin»  black  vomit  in  some  cases,  and  a  tendency  to  oozing 
heraorrha;rcs  from  the  mucous  membranes.  The  early  development  of 
albuminuria  is  also  a  noteworthy  symptom. 

History,  Etiology,  and  Prevention. — The  earliest  history  of  yellow  fever 
records  its  occurrence  among  the  followers  of  Columbus,  and  before  that 
time  it  never  attacked  Europeans.  Tt  is,  therefore,  a  disease  indigenous  to 
the  Western  Hemisphere.  As  early  as  164.S  the  inhabitants  of  St.  Kitts 
and  in  1055  those  of  Jamaica  were  attacked  by  it. 

Since  then  yellow  fever  has  devastated  North  and  South  America  many 
times.  It  has  extended  its  ravages  all  the  way  from  Quebec  to  Montevideo, 
and  on  the  western  coast  of  the  \Vestern  Iloniisphere  has  been  almost  equally 
widely  distributed.  In  the  latter  part  of  the  eighteenth  century  it  destroyed 
10  per  cent,  of  the  popidation  of  Philadelphia.  On  more  than  one  occasion  it 
has  brought  rnilltary  expeditious  to  def^'at  by  the  frightful  mortality  which 
it  has  caused  amongst  the  troops.  During  the  French  expedition  to  Haj-ti, 
in  1802,  22,0fM)  out  of  25,000  men  dietl  from  it  in  one  season,  and  the  various 
attempts  which  were  made  by  Spain  to  subjugate  Cuba  were  practically 
frustrateii  by  the  mortidity  from  yellow  fever  among  the  Spanish  troops. 
David.son  states  that  out  of  a  po[)nlatioii  of  0000  persons  at  Gibraltar  in 
1800  only  28  escaped  infection.  In  1878  tlie  financial  loss  in  the  Mississippi 
Valley  produce<l  by  a  single  epidemic  amounted  to  over  $15,000,000, 

For  one  hundred  ami  fifty  years  Havana  was  recognized  as  the  focus 
in  which  yelUnv  fever  was  practically  constantly  present,  and  from  this  focus 
many  p<irtions  of  the  civilized  worlri  were  again  and  again  infected.  It  was 
not  until  the  United  States  .\rmy  took  po.ssession  of  Havana  and  its  medical 
officers  instituted  sanitary  measures  that  any  re^l  attempt  was  made  to  dis- 
cover the  means  of  propagation  of  yellow  fever  or  to  limit  its  development 
in  that  city.  When  the  brave,  skilful,  and  scientific  labors  of  these  officers 
were  complete*!  one  of  the  most  brilliant  medical  discoveries  in  the  history 
of  the  world  was  announced. 

Under  proper  sanitary  directions  the  death  rate  in  Havana  fell  from  91  and 
a  fractior),  under  Spanish  rule  in  1898,  to  33  and  a  fraction  in  180D  under 
American  rule,  to  24 J  in  1000,  and  to  22  and  a  fraction  in  1001,  but  there 
was  not  a  simultaneous  diminution  in  the  frequency  or  mortality  of  yellow 
fever.  Indeed,  at  that  periocJ  there  was  an  actual  increase  in  tlie  disease 
notwithstanding  the  fact  tliat  all  other  nudadies  were  decreasing.  It  was 
under  these  circumstances  that  a  commission  was  appointed  by  the 
Surgeon-General  of  the  United  States  Army  for  the  puq>ose  of  studying 
yellow  fever.    The  chairman  of  the  commission  was  the  late  Dr.  Walter 
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Reed,  a  major  in  the  United  States  Army,  and  associated  with  him  were 
acting  assistant  surgeons  James  Carroll,  Jesse  W.  Lazear,  and  Aristides 
Agramonte. 

The  medical  profession  should  never  cease  to  do  honor  to  the  members 
of  this  commission,  which  faced  one  of  the  most  horrible  and  fatal  diseases 
with  the  greatest  bravery,  and  thereby  have  succeeded  in  saving  the  lives  of 
hundreds  of  thousands  of  individuals.  Dr.  Lazear,  who  was  one  of  the  most 
enthusiastic  members  of  the  commission,  allowed  himself  to  be  bitten  by  an 
infected  mosquito.  He  was  not  infected  by  this  bite,  but  several  days  after 
he  was  accidentally  bitten,  and  lost  his  life  from  the  consequent  attack  of 
yellow  fever.  Another  member,  Dr.  Carroll,  allowed  himself  to  be  bitten, 
was  also  attacked  by  the  disease,  and  narrowly  escaped  death. 

The  fact  that  Ross  and  others  had  proved  that  the  transmission  of  malarial 
fever  was  by  the  mosquito,  and  that  Dr.  Carlos  Finlay,  a  physician  of 
Havana,  a  graduate  of  the  Jefferson  Medical  College,  of  Philadelphia,  had 
asserted  as  long  ago  as  1881  that  certain  species  of  mosquito  in  Havana 
was  guilty  of  transmitting  yellow  fever  from  person  to  person,  led  the  Army 
Board  to  direct  their  attention  to  the  investigation  of  this  question,  and 
they  soon  found  that  if  a  female  mosquito  of  the  species  Stegomyia  fasciata 
were  allowed  to  bite  a  yellow  fever  patient  during  the  first  three  days  of  the 
disease,  and  then,  from  twelve  to  twenty  days  later,  permitted  to  bite  a  non- 
immune, the  latter  almost  invariably  developed  yellow  fever. 

That  the  disease  is  never  carried  by  fomites  was  also  proved  by  these 
investigators,  who  had  a  number  of  young  non-immunes  sleep  for  twenty 
consecutive  nights  in  a  room  which  was  hung  with  articles  soiled  by  black 
vomit,  bloody  fecal  discharges,  and  urine,  from  fatal  and  other  cases  of  yellow 
fever.  These  persons  also  packed  and  unpacked  these  articles  night  and 
morning  from  boxes  in  which  they  were  placed.  Other  non-immunes  actually 
slept  in  garments  and  between  sheets  that  had  covered  fatal  cases  of  yellow 
fever,  but  in  not  a  single  instance  was  the  disease  contracted,  although  as 
soon  as  these  non-immunes  were  exposed  to  mosquitoes  several  of  them 
developed  yellow  fever. 

The  practical  result  of  proving  that  the  mosquito  is  the  cause  of  the 
transmission  of  the  infection  has  been  the  complete  clearance  of  Havana  of 
yellow  fever.  All  cases  of  yellow  fever  were  protected  by  mosquito  netting 
so  that  mosquitoes  could  not  carry  infection  from  them  to  others.  All 
pools  and  gutters  containing  water  upon  which  mosquitoes  could  breed 
were  removed,  and  the  destruction  of  mosquitoes  was  carried  on  actively, 
with  the  result  that  it  was  possible  in  a  year  to  diminish  the  number  of 
deposits  of  mosquito  larvre  in  the  city  of  Havana  from  26,000  to  300.  As 
a  result,  the  death  rate  from  malaria  fell  from  344  in  1900  to  151  in  1901, 
and  up  to  July,  1902,  it  was  only  47;  while  the  diminution  in  the  number 
of  mosquitoes  caused  so  great  a  decline  in  the  prevalence  of  yellow  fever 
that  by  September  28,  1901,  new  cases  ceased  to  occur  in  Havana.  Since 
that  time,  according  to  Dr.  Gorgas,  of  the  United  States  Army,  from 
whose  reports  much  of  this  information  is  taken,  not  a  single  case  has 
originated  in  that  city,  until  the  latter  part  of  1905,  when  n^laxcd  vigilance 
allowed  the  disease  again  to  reappear. 
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The  conclusions  of  the  commission  are  so  important  that  they  are  given 
verbatim : 

1.  The  mosquito — Stefjomyia  jattciata — serves  as  the  intermediate  host 
for  the  [ntrasJte  of  yellow  fever. 

2.  Yi'llow  fever  is  transmitted  to  the  non-immune  individual  by  means 
of  the  bite  of  the  mosquito  that  has  previously  fed  ou  the  blood  of  those 
sick  with  this  disease. 

3.  An  interval  of  about  twelve  days  or  more  after  contamination  appears 
to  be  necessary  before  tlie  mosquito  is  capable  of  conveying  the  infection. 

4.  The  bite  of  the  mosquito  at  an  curlier  period  after  contamination  does 
not  appear  to  confer  any  immunity  against  a  subsequent  attack. 

5.  Yellow  fever  can  ulsi*  be  experimentally  i>ruihiced  by  the  sul)Cutaneous 
injection  of  blood  tuken  from  the  general  circulation  during  the  first  and 
second  ilays  of  this  disease. 

6.  An  attack  of  yellow  fever,  produced  by  the  bite  of  the  mosquito  con- 
fers immunity  against  a  subsequent  attack  of  the  non-experimental  form 
of  this  disease. 

7.  The  period  of  incubation  in  thirteen  cases  of  experimental  yellow 
fever  has  varied  from  forty-one  hours  to  five  days  and  seventeen  hours. 

8.  Yellow  fever  is  not  conveyed  by  foniites,  and  hence  disinfection  of 
clothings  lietlding,  op  merchandise,  supposedly  contaminated  by  contact 
with  those  sick  with  tliis  disease,  is  unnecessary. 

9.  A  house  may  be  said  to  be  infected  with  yellow  fever  only  when  there 
are  present  within  its  walls  contaminated  mosquitoes  capable  of  conveying 
the  parasite  of  this  tlisease. 

10.  The  spread  of  yellow  fever  can  be  most  effectually  controlled  by 
measures  directed  to  the  destruction  of  raosriuitoes,  and  the  protection  of 
the  sick  against  the  bites  of  these  insects. 

11.  While  the  mode  of  pmpagation  of  yellow  fever  has  now  been  defi- 
nitely determined,  the  specific  cause  of  this  disease  remains  to  be  discov- 
ered, 

Propbylaxia. — Attention  has  already  been  calle<l  to  the  fact  tliat  the  infec- 
tious agent  of  yellow  fever  is  conveyed  by  mosquitoes  from  patient  to  patient. 
It  is  therefore  e-ssential  that  all  cases  of  yellow  fever  should  be  kept  under 
mosquito  netting  so  that  they  may  not  lie  bitten  by  mosquitoes,  and  it  is 
also  wise  for  those  who  are  well  to  protect  themselves  at  night  from  mos- 
quitoej5  by.  similar  means.  For  screening  those  who  are  ill,  a  gauze  of  not 
less  than  twenty  meshes  to  the  inch  shouliJ  iie  used.  <»therwise  the  mosquito 
may  pass  tlirough  it.  An  active  crusade  against  all  mosquitoes  and  the 
destruction  of  their  brcc<ling-places  should  also  l)e  instituteil. 

Pathology  and  Morbid  Anatomy. — One  of  the  most  marked  changes  pnv 
duced  in  the  body  by  the  infection  of  yellow  fever  is  that  which  takes  place 
in  the  blood.  Many  of  the  red  cells  are  erenated  and  some  of  the  white 
cells  are  granular.  Free  hiemoglobin,  hrt*min,  and  luematin  are  found  in  it 
owing  to  the  destruction  of  the  red  corpuscles. 

The  heart  is  soft  and  flabby,  and  minute  ecchymoses  in  its  muscular  tissue 
may  be  present.  The  pericardium  may  contain  an  excess  of  blood-stained 
fltjid.  and  its  membrane  may  be  dotted  with  petechiae. 
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The  stomach  shows  changes  with  great  constancy.  It  usually  contains 
black  fluid  due  to  altered  exuded  hlood;  its  mucous  liniiit^  is  congested  in 
patche.s  and  is  marked  by  ecchymosis  or  even  softeneil.  When  placed 
under  the  microscope  sections  of  the  stomach  show  the  bloodvessels  engorged 
and  their  walls  undergoing  fatty  degeneration.  The  intestinal  canal  also 
contains  broken-down  blood  passed  from  the  stomach,  and  its  contents  may 
be  acid.  Fatty  degeneration  of  Payer's  pmtches  and  the  glands  of  Lieber- 
kiihn  is  present. 

The  liver  is  often  pallid  or  yellow  in  hue,  and  its  cells  also  may  undergo 
fatty  change.  Councilman  states  that  associated  with  these  signs  of  fatty 
degeneration  areas  of  necrosis  can  be  demonstrated  in  every  case  that  comes 
to  autopsy. 

As  in  many  acute  and  severe  infections,  the  kidneys  show  signs  of  acute 
diffuse  nephritis  with  fatty  degeneration  of  the  cells  lining  the  tubules. 

Small  hemorrliagic  spots  are  sometimes  found  in  the  meninges  of  the 
brain  and  cord,  and  fatty  degeneration  of  the  cells  of  the  solar  plexus  has 
been  described. 

Symptoms. — A  very  noteworthy  fact  in  connection  with  the  sjinptoni- 
aiologj*  of  yellow  fever  is  that  in  a  majority  of  cases  its  onset  is  most  abrupt. 
There  may  be,  for  a  few  liours  before  the  well-defined  .sym[)toms  show 
themselves,  a  sense  of  malaise  and  headache  or  vertigo.  The  first  symptom 
of  prominence  is  the  appearance  of  a  rif/or,  or  rigors,  which  may  be  moderate 
or  severe,  but  Bemiss  states  that  chills  are  rare.  In  addition  the  patient 
suffers  fn»m  severe  lumbar  and  mn.'icular  pain^,  headache  and  eyeachej  and 
marked  pallor.  There  is  often  epigaMric  distress.  In  children  the  disease 
may  be  ushered  in  by  convulsions. 

After  the  stage  of  onset  the  skin  of  the  face  becomes  flushed  and  turgid; 
the  mind  may  wander,  but  as  the  dise^ise  develops  it  is  usually  remarkably 
clear  ami  alert,  so  that  the  patient  watches  those  al>out  him  with  the  same 
degree  of  attention  as  is  often  seen  in  acute  peritonitis.  The  expression  is 
anxious.  The  temperature  rapidly  rises  so  that  it  reaches  its  acme  of  from 
103°  to  107**  by  the  end  of  twenty-four  or  thirty-six  hours. 

If  the  case  is  a  very  mild  one  the  febrile  movement  may  cease  as  early  as 
the  end  of  the  first  day  or  on  the  morning  of  the  second  day,  but  usually 
the  acme  of  the  temperature  is  maintained  for  from  two  to  three  days, 
during  which  time  there  may  be  slight  morning  and  evening  variations. 
In  cases  which  are  moderately  severe  the  fever  usually  begins  to  fall  after 
this  lime  and  reaches  a  point  near  the  normal  in  from  twenty-four  to 
seventy-two  hours.    That  is,  the  fall  is  by  lysis. 

After  the  temperature  has  reached  normal,  that  is  when  the  stage  of 
rrfiiission  about  to  be  described  has  become  well  marked,  a  seamdary  ftver 
develops  which,  Hke  that  of  the  stage  of  onset,  lasts  from  two  to  three  days  anil 
falls  by  lysis.     In  cases  which  are  likely  to  be  fatal  this  fall  may  not  occur. 

The  re-'*  pi  rat  ion  and  pulse  rate  are  at  first  increase*!  in  frequency  and  the 
individual  pulse  beat  is  increased  in  volume,  but  these  circulatory  condi- 
tions speedily  undergo  a  marked  change  with  the  approach  of  the  period  of 
remission.  On  the  second  or  third  day,  even  if  the  temperature  remains 
as  high  as  before,  the  pube  rate  l:>eg'ms  to  fall,  or  falls  even  while  tlie  tem- 
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perature  is  still  rising,  so  that  a  pulse  rate  which  early  in  the  onset  was 
as  high  as  1 10  may  now  be  as  low  as  75. 

After  the  fever  begins  to  fall  owing  to  the  beginning  of  convalescence  the 
pulse^  as  in  many  cases  of  ordinary  catarrhal  jaundice,  may  fall  still  farther 
till  it  reaches  45  a  minute.  It  is  the  slowing  of  the  pulse  in  the  stage  of  onset, 
white  the  temperature  is  still  high,  that  is  particularly  worthy  of  note. 

The  tongue  is  coverecl  with  a  white  fur  save  at  its  edges,  which  are 
red;  the  bowels  are  cvnsiipaied^  and  there  may  be  epigastric  distress  fol- 
lowed by  the  vomiting  of  acid  mucus. 

The  urine  is  scanty  and  it  may  be  distinctly  albuminous  as  early  as  the 
third  day.  This  early  albunimuria  is  considered  by  yellow-fever  experts  to 
be  a  very  important  aid  to  diagnosis. 

By  the  thinl  day  a  very  marked  remission  in  the  symptoms  may  occur. 
The  pains  and  aches,  the  rapid  pulse,  the  high  temperature,  and  the  flushing 
of  the  face  all  l^ccome  mo<!ificd.  The  gastric  symptoms  abate,  but  the  con- 
junctivie  may  begin  to  be  jaundiced  and  the  skin  of  the  bo<ly  may  also  begin 
to  show  a  yellow  hue.  This  is  the  critical  {>eriod  of  the  tlisease,  for  the 
patient  is  now  "at  the  parting  of  the  ways."  One  path  leads  to  rapid 
recovery  with  marked  amelioratiun  of  all  the  symptoms;  the  other  leads, 
after  a  remission  of  from  twelve  to  forty-eight  hours,  to  a  recurrence  of  all 
the  dangerous  symptoms  in  an  aggravated  form. 

If  the  way  is  evil  there  is  pnvcordial  and  epigastric  distress,  persistent 
vomiting  of  dear  liquid  with  flakes  of  brovyn  reddish-looking  material,  which 
speedily  increases  in  amount  until  the  well-known  black  vomit  presents 
itself.  The  urine  ijf  imjre  svnnfij  and  nwre  (dbuininoiis  than  ever,  and  the 
general  state  of  the  patient  is  that  of  profound  illness.  The  tcmfHraturc 
in  some  cases  rises  as  it  did  in  the  stage  of  onset,  but  it  may,  and  this  sign 
is  of  grave  import,  fall  below  normal.  Even  yet  it  is  possible  for  recovery 
to  (xrcur  by  a  gradual  amelioration  of  all  the  symptoms,  but  usually  the 
symptoms  continually  get  worse.  The  grave  depression  increases,  the 
yellow  skin  develops  a  greater  degree  of  yellowness,  and  petechia*  are 
formed.  The  vomiting  of  black  material  is  more  severe  and  profuse,  and 
hemorrhages  may  occur  from  other  mucous  membranes  than  that  of  the 
stomach.  The  scene  closes  with  hiccough,  prnftmnd  asthenia,  sidjsidtiis 
iendinum,  the  Hippocraiic  face,  and  in  exhatistion  arnl  coma,  due  in  part 
to  the  direct  effect  of  the  infection  and  in  part  to  the  unemia  produced 
by  the  intense  renal  lesions. 

While  these  may  be  considered  the  symptoms  of  yellow  fever  in  many 
cases,  in  others  they  are  very  different.  In  the  so-called  apopleiiiform  type 
the  patient  is  seized  with  vertigo,  stupor,  ttnconsc loudness,  and  convulsive 
attacks.  He  spee<lily  becomes  more  and  more  deeply  depressetl,  his  circula- 
tion fails,  the  bowels  and  bladder  are  involuntarily  emptied,  and  with  the 
development  of  multiple  hemorrhagic  extravasations  he  dies. 

In  another  severe  type  the  symptoms  are  algid,  the  patient  speedily  pass- 
ing into  profound  collapse  with  a  subnor?nal  temperature  and  profuse  hemor- 
rhages, death  coming  on  in  a  few  hours.  In  still  another  type  the  violent 
V  tmitingt  purging^  and  collapse  may  cause  the  case  to  resemble  one  of 
cholera. 
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Diagnosis. — It  is  stated  by  all  physicians  of  experience  that  in  some  cases 
it  is  almost  impossible  to  make  a  diagnosis  of  yellow  fever  in  its  early  stages, 
chiefly  because  it  has  few  pathognomonic  signs,  and  these  are  of  value  only 
when  associated  and  not  when  they  appear  singly.  Again,  many  cases  of 
yellow  fever  pursue  a  very  aberrant  course,  so  that  several  days  elapse  before 
the  diagnosis  can  be  made. 

Yellow  fever  must  be  separated  from  dengue,  pernicious  malarial  fever, 
from  malarial  heemoglobinuric  fever,  and  from  relapsing  fever.  The  dif- 
ferentiation of  yellow  fever  from  dengue  has  given  rise  to  much  bitter  con- 
troversy, and  even  at  the  present  time  physicians  of  wide  experience  with 
both  maladies  are  by  no  means  agreed  about  the  separation  of  these  diseases 
in  their  early  stages. 

Guit^ras  asserts  that  there  are  three  notable  symptoms  of  yellow  fever 
which  are  of  service  in  this  connection.  First,  the  facial  expression  of  the 
yellow-fever  patient  is  characteristic  because  in  no  other  disease  is  it  so 
flushed,  the  eyes  so  injected,  nor  the  conjunctiva  so  icteroid  after  a  few  hours 
of  illness.  Second,  the  development  of  albuminuria  as  early  as  from  the  first 
to  the  third  day,  which  may  be  transient  and  slight,  or  persistent  and  pro- 
fuse. The  third  differential  point  is  the  change  in  the  pulse  already  noted 
as  occurring  on  the  second  or  third  day  of  tlie  disease  during  the  continu- 
ance of  fever. 

The  jaundice  of  dengue  rarely  appears  as  early  as  the  third  day. 

The  history  of  the  patient  as  to  exposure,  the  presence  of  the  aestivo-autum- 
nal  parasite  in  the  blood,  and  the  enlarged  spleen  of  malarial  infection  point 
to  pernicious  malarial  fever.  A  porter-colored  urine,  the  blood  infection, 
and  the  enlarged  liver  point  to  hiemoglobinuric  fever,  while  the  discovery  of  the 
spirillum  of  Obermeier  in  the  blood  will  demonstrate  the  presence  of  relap- 
sing fever.  (See  Relapsing  Fever.)  While  all  these  facts  may  aid  greatly  in 
distinguishing  yellow  fever,  it  is  not  to  be  forgotten  that  the  absence  of  some 
of  them  does  not  prove  that  the  yellow  fever  is  not  present.  Thus  in  some 
cases  the  albuminuria  does  not  appear  very  early,  in  others  the  failure  to  dis- 
cover the  sestivo-autumnal  parasite  may  be  due  to  the  lack  of  skill  of  the 
observer  or  to  the  well-known  difficulty  of  its  discovery  even  by  the  most 
practised  observers.  Again,  it  is  possible  for  the  malarial  parasite  to  be 
present  when  yellow  fever  is  prcvsent,  the  two  diseases  existing  simultaneously. 

Prognosis  and  Mortality. — In  a  disease  which  is  so  variable  in  its  manifesta- 
tions, prognosis  must  always  be  guarded.  If  the  febrile,  gastric,  and  renal 
symptoms  are  mikl  in  the  stage  of  onset,  the  outlook  is  more  favorable  than 
if  they  are  severe.  If  the  period  of  remission  is  not  well  marked  and  hemor- 
rhagic tendencies  are  well  developed,  the  prognosis  is  bad. 

'The  mortality  varies  very  greatly  in  different  epidemics,  as  already  shown 
in  the  discussion  of  the  history  of  the  disease.  Sometimes  it  is  as  low 
as  15  per  cent.,  again  as  high  as  85  per  cent.  It  is  apt  to  be  lowxr  in 
private  than  in  hospital  practice.  Some  authors  have  made  the  interesting 
statement  that  the  mortality  is  in  inverse  ratio  to  the  morbidity.  The  average 
mortality  may  be  stated  at  a!>out  30  per  cent.  Thus,  in  25,220  cases  of 
yellow  fever  occurring  in  the  West  Indies,  Central  and  South  America, 
Mexico,  and  the  United  States,  8020  cases  were  fatal,  a  percentage  of  31.8. 
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Treatment. — In  the  treatment  of  yellow  fever  it  is  essential  that  the  patient 
shall  have  a  plentiful  supply  of  fresh  air  and  sunshine,  with  absolute  rest  and 
pro|)er  sanitary  surmuudings.  Bad  hygienic  surroundings  always  greatly 
increase  the  mortality  of  the  disease. 

As  soon  as  the  patient  is  suspected  to  be  suffering  from  yellow  lever,  he 
should  be  put  to  bed  aiul  rec[uired  to  remain  there  until  convalescence 
has  been  completed,  for  physical  and  mental  unrest  distinctly  predispose 
the  patient  to  a  fatal  Issue.  During  the  whole  period  of  the  disease  the 
patient  should  not  be  allowed  tu  sit  up  in  bed,  since  sudden  cardiac  failure 
may  occur.  All  the  food  and  medication  should  be  given  to  the  patient 
when  in  the  recumbent  position,  and  the  contents  of  the  bowels  and 
bladder  em|)tied  into  a  bed-pan.  The  patient  sliouhi  be  lightly  covered, 
aud  the  use  of  heavy  blankets  or  <]uilts  should  be  discouraged. 

Cleanliness  of  the  mouth  should  Lie  carefully  muintaineil,  since  otherwise 
softening  and  ulceration  of  the  gums  not  infrequently  occur. 

Active  medication  for  the  treatuietit  of  the  disease  itself  is  unwise.  The 
physician  should  give  only  rcmetlles  wlieri  they  arc  very  distinctly  indicated^ 
as  for  the  relief  of  a  failing  heart,  with  the  hi>|>e  of  increasing  the  activity  of 
the  kidneys  ami  for  the  prevention  of  profound  asthenia.  In  some  portions 
of  the  worUl  where  yellow  fever  frequently  occurs,  it  is  customary  to  employ 
hot  mustard  foot-baths  and  even  hot  packs  during  the  early  stiigcs  of  the 
disease,  but  they  are  unwise  after  the  malady  is  once  well  developetl.  For 
the  relief  of  the  fever  cool  sponging  with  alcohol  and  water,  or  even  with 
ice-water,  may  be  employcil,  an  ice-bag  being  a[iplie(1  to  the  head.  The 
employment  of  the  coal-tar  products  is  never  advisable,  and  they  are  particu- 
larly contraindicated  wlien  the  depression  is  jnarked.  Many  practitioners 
have  employed  emetics  in  the  early  stages  of  yellow  fever,  but  the^e  are 
certainly  not  require<l  unless  it  is  known  that  the  patient's  stomach  is 
overloaded  with  food,  when  10  to  20  grains  of  ipecac  may  be  given. 

Many  years  ago  former  Surgeon-Cietieral  SternlMirg  advised  the  employ- 
ment of  bicarbonate  of  soda^  corrosive  sublimate,  anil  water  in  the  treatment 
of  yellow  fever,  but,  although  this  method  of  treatment  has  been  widely 
employetl,  it  lias  now  largely  gone  out  of  use,  although  large  quantities  of 
bicarbonate  of  soila  are  given  freely  by  many  ]>ractitioners  as  a  matter  of 
routine. 

As  in  most  infectious  diseases,  the  bowels,  if  constipatefl,  should  be  moved 
by  means  of  calomel,  which  in  turn  may  be  followed  by  one  of  the  saline 
purges  or  by  castor  oil.  rurgatJon  may  be  resorted  to  ever}'  twenty- 
four  or  forty-eight  hours,  in  order  to  keep  the  bowels  thoroughly  evacuated. 
To  aid  the  purgatives  and  for  the  purpose  of  washing  to.vic  materials  from 
the  large  inte.stines^  copious  irrigations  of  the  colon  with  normal  salt  solu- 
tion are  advisable.  The  patient  should  be  urged  to  drink  freely  of  water 
in  orrler  to  flush  the  kidneys,  and  alkaline  mineral  waters,  such  as  ^'ichy. 
Apollinaris,  or  Seltzer,  or  plain  water,  to  which  bicarbonate  of  soda  has 
been  added  in  small  (|uantities,  may  be  used  with  advantage  to  neutralize 
the  acidity  of  the  gastric  contents  and  to  act  as  diuretics. 

For  the  arrest  of  excessive  vomiting,  cocaine  has  been  highly  recommended, 
but  there  is  no  reason  to  believe  that  it  exercises  any  better  anti-emetic  proi> 
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erties  in  this  disease  than  in  other  diseases  in  which  vomiting  is  present.  One 
or  2  minims  of  creosote  or  carbolic  acid  are  equally  valuable. 

For  the  purpose  of  stimulating  the  heart  and  circulatory  system,  digitalis 
in  the  dose  of  5  minims  of  the  tincture,  or  strychnine  in  the  dose  of  -^-^  of 
a  grain,  or  caffeine  in  the  dose  of  1  or  2  grains,  may  be  given  three  or  four 
times  a  day,  and  if  collapse  is  threatened  the  strychnine  may  be  given 
hypodermically  with  atropine,  or  Hoffmann's  anodyne  may  be  given  by  tlie 
mouth  or  by  the  hypodermic  needle.  Strong,  black  coffee  may  also  be 
employed  by  the  mouth  or  by  the  rectum,  for  the  purpose  of  rallying  the 
patient. 

For  persistent  hiccough,  sipping  very  hot  water  is  often  advantageous. 

From  the  beginning  to  the  end  of  the  attack  it  is  the  duty  of  the  physician 
to  carefully  watch  the  condition  of  the  kidneys  by  making  daily  examinations 
of  the  urine,  since  ursemia  is  one  of  the  greatest  dangers  which  can  beset  the 
patient.  After  the  kidneys  have  once  become  so  inactive  that  the  urine. 
is  exceedingly  scanty  it  is  often  absolutely  impossible  to  stimulate  them  to 
activity,  whereas  much  can  be  done,  if  from  the  very  first,  renal  activity  is 
maintained.  For  this  purpose  calomel  may  be  given  as  a  diuretic  in  the  dose 
of  2  or  3  grains  every  few  hours  for  one  or  two  days  at  a  time,  or  one  of  the 
diuretic  potassium  salts,  such  as  the  citrate  or  acetate,  in  large  amounts  of 
water.  Hypodermoclysis  with  normal  salt  solution  may  be  employed.  Renal 
congestion  may  be  overcome  by  the  application  of  mustard  plasters  and  drj' 
cups  over  the  kidneys- 

During  the  acute  stage  of  the  illness  the  condition  of  the  stomach  is  such 
that  the  administration  of  food  is  almost  impossible,  but  milk  diluted  one- 
half  with  Vichy  water  or  with  water  containing  bicarbonate  of  sodium  may 
be  given. 

During  convalescence  the  greatest  possible  care  must  be  exercised  that  the 
patient  does  not  take  food  in  too  large  quantities.  No  solid  food  should  be 
permitted  before  the  end  of  a  week,  and,  if  the  patient  has  been  very  ill,  not 
for  two  weeks.  In  the  mean  time  the  diet  should  consist  of  partially  pepton- 
ized milk,  milk-toast,  broths,  and  eggs. 

As  in  all  exhausting  diseases,  the  physician  must  insist  upon  the  patient 
remaining  in  bed  until  the  heart  muscle  has  entirely  recovered  from  the 
profound  depression  of  the  disease.  Bitter  tonics,  such  as  iron,  quinine, 
and  strychnine,  may  be  given. 


PLAGUK  (BUBONIO  PLAQT7E). 

Definition. — Plague  is  an  acute,  specific,  infectious,  and  contagious  dis- 
ease caused  by  the  BaciUus  pcstis.  It  occurs  in  widespread  epidemics,  is 
characterized  by  fever,  inflammation  of  various  glandular  groups,  and  pro- 
found depression.  The  course  of  the  disease  is  exceedingly  rapid  and  the 
mortality  extremely  high. 

Histozy  and  Distribution. — In  ancient  times  plague  occurred  in  pandemics, 
spreading  over  the  whole  known  world.  Most  of  the  old  world  epidemics 
about  the  beginning  of  the  Christian  era  have  been  described  as  plague  on 
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wholly  insufficient  evidence.  Hirsch  dates  the  first  recognizable  epidemic  in 
the  second  century  B.C.  Following  this,  historical  descriptions  do  not  satis- 
factorily identify  the  disease  until  the  pandemic  whicli  persisted  for  nearly 
sixty  years,  during  which  time  it  ravaged  the  whole  of  Europe  (a.d.  542). 
Following  this  epidemic,  known  in  history  as  the  plague  of  Justinian,  the 
disease  appeared  frora  time  to  time,  but  6\\\y  twice  to  so  great  a  degree. 
The  first  of  these  two  extensions  was  during  the  fourteenth  century;  the 
secon<i,  known  as  the  Great  Plague  of  London,  began  in  1664  and  lasted 
until  1679,  During  the  first  year  of  this  epidemic  one-sixth  of  the  total  popu- 
lation of  IjOtulon  perished.  The  advance  of  sanitary  science  since  that  time 
has  gradually  forced  plague  out  of  Europe  and  limited  tlie  area  of  its 
extension.  During  the  last  three  decades  it  has  lingered  in  Southeastern 
Europe. 

We  are  now  in  the  presence  of  what  must  be  considered  a  world-wide 
extension  of  the  disease,  limited  only  by  effective  preventive  measures. 
The  present  epidemic  began  in  Hong  Kong  in  1S94.  In  1896  it  reached  the 
Presidency  of  Bombay,  and,  in  the  ten  years  following,  it  has  spread 
through  nine  British  provinces  and  fifty-one  native  States,  the  cases  increas- 
ing in  spite  of  all  restrictive  efforts.  It  is  estimated  that  to  the  middle  of 
the  year  1903  two  million  persons  have  perished  in  the  Deccan  since  the 
beginning  of  the  outbreak.  In  the  city  of  Bombay  over  one  hundred  thou- 
sand persons  have  died,  and  in  the  Presi<iency  of  Bombay  alone  during 
January,  1903,  the  deaths  averaged  eight  thousand  weekly.  Later,  the 
disease  appeared  in  Japan,  Madagascar,  and  South  Africa.  It  obtaine<l 
a  temporary  foothold  in  Glasgow,  Lisbon,  and  Oporto.  In  1900  it  reached 
Sydney,  AustraUa.  On  the  American  continent  it  appeared  in  Brazil  and 
the  Argentine  Republic.  In  1899  it  established  a  foothold  in  San  Francisco, 
in  which  city  rigorous  measures  have  limited  it  (o  a  very  great  degree. 
During  the  year  1902  the  disease  appeared  in  Peru,  ^lexico,  and  Alaska. 

Etiology. ^Plague  is  caused  by  a  specific  micro-organism  discovered  by 
Kitasato  and  Versin  in  liS94,  during  the  epidemic  in  Hong  Kong.  This 
organism  is  a  short,  oval,  non-motile,  coccobacillus  resembling  the  bacillus 
of  chicken  cholera.  It  OL*curs  singly,  joined  in  pairs,  and  occasionally  in 
long  chains.  It  is  found  in  large  numbers  in  the  pus  of  plague  buboes  and 
in  smaller  numbers  in  the  viscera  and  blood.  It  has  been  cultivatetl  from 
all  the  accessible  tissues  of  the  body  duritig  life,  and  from  all  the  excretions 
except  the  sweat.  It  has  also  been  recovered  from  the  floors  and  soil  in  the 
houses  of  patients  sick  with  plague. 

The  bacillus  stains  with  all  the  ordinary  staining  reagents  and  is  decolor- 
ized by  Gram's  method.  It  takes  up  the  stain  much  more  strongly  at  its 
poles.  Sometimes  a  capsule  is  observe<l.  but  there  is  no  spore  formation. 
It  grows  best  at  the  body  temperature  and  on  all  the  ordinar}'  media.  In 
fliiiil  culture  media,  overlaid  with  a  film  of  bland  cocoanut  oil,  the  bacillus 
grows  in  the  form  of  long  stalactites  hanging  from  this  oily  layer  that  are 
considered  characteristic  of  this  organism.  Its  viability  is  rather  low.  If 
kept  moist  and  cool,  it  may  keep  alive  and  virulent  for  months,  but  if  dried 
at  the  room  or  body  temperature  it  dies  in  from  three  to  four  days.  Exjxjsure 
to  direct  sunlight  destroys  it  in  a  few  hours.    The  bacillus  is  pathogenic  for 
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nearly  all  domestic  animals.  Indeed,  most  of  them  are  subject  to  plague 
and  aid  in  its  dissemination.  vShwp,  calves,  pigs,  ducks,  and  fowls  readily 
contract  the  disease,  and  the  bacilli  may  be  recovered  from  their  viscera 
and  excretions.  The  disease  also  occurs  in  bats,  and  the  common  rat  is 
peculiarly  susceptible  to  it.  The  great  mortality  among  rats,  preceding 
and  often  signalizing  an  epidemic  of  plague,  is  an  observation  that  was 
well  known  to  the  ancients. 

The  Chinese  long  ago  recognized  the  association  b^ween  the  death  of 
the  rats  in  a  house  and  the  development  of  plague  a  few  days  later.  Fin- 
ally, the  fleas  that  infest  rats  and  the  flies  in  infected  houses  also  serve  to 
carry  the  contagion. 

Tlie  method  of  conveyance  to  man  has  been  established  with  a  fair  degree 
of  certainty.  Inoculation  experiments  in  man  and  animals  have  shown 
that  when  virulent  bacilli  are  introduced  into  the  tissues  plague  develops. 
Thus  at  Cairo  in  1835  plague  blood  was  used  to  inoculate  two  criminals, 
but  though  they  developed  the  disease  both  recovered.  The  list,  too,  of 
physicians  and  laboratory  workers,  who  have  contracted  the  disease  from 
accidental  inoculation  and  dissection  wounds,  is  a  large  one.  Among  them 
may  be  mentioned  Whyte,  who,  in  1«S02,  infected  himself  and  perished, 
and  Aoyama  and  his  assistants  who  contracted  plague  from  dissection 
wounds. 

In  1898  three  deaths  occurred  in  Vienna  as  a  result  of  laboratory  inocula- 
tions, one  in  1899  in  Lisbon,  and  one  in  1902  in  Berlin,  while  thirteen  cases 
resulting  from  accidental  inoculations  in  postmortem  examinations  have 
been  collected  in  India. 

For  a  time  it  was  believed  that  man  was  infected  by  inhalation  of  the 
germ,  by  swallowing  it  on  infected  food,  and  by  direct  inoculation.  That 
infection  takes  place  through  air  and  food  has  not  been  substantiated. 
The  disease  enters  through  the  skin,  by  direct  infection  through  slight 
wounds  or  abrasions,  or  through  the  bite  of  suctorial  insects.  It  has  been 
shown  that  rats  suffer  more  intensely  perhaps  than  any  other  animal  from 
plague.  The  rats  are  infested  with  fleas,  which  are  also  infected,  and  the 
disease  is  transmitted  from  rat  to  rat  and  finally  from  rat  to  man  by  the  bite 
of  these  insects.  There  has  been  some  conflict  of  opinion  as  to  whether 
the  fleas  of  plague-infected  rats  would  bite  man.  To  settle  this  question 
Tidswell  examined  the  fleas  from  a  number  of  rats  and  found  five  varieties, 
of  which  four  were  known  to  attack  man. 

The  possibility  of  infection  taking  place  directly  into  wounds  and  abra- 
sions from  infected  soil  must  be  admitted.  Calvert  reports  an  interesting 
case  where  the  disease  was  acquired  in  sexual  intercourse,  and  one  case 
where  the  bite  of  an  infected  rat  caused  a  fatal  infection.  Direct  trans- 
mission from  patient  to  patient,  while  always  possible,  occurs  very  rarely. 
This  b  borne  out  by  the  observations  in  Bombay,  Hong  Kong,  and  other 
places,  that  cases  are  extremely  rare  among  the  physicians,  nurses,  quar- 
antine guards,  and  disinfection  laborers,  who  are  constantly  in  intimate 
contact  with  plague  cases. 

The  disease  principally  attacks  the  poorer  classes  of  the  native  popula- 
tion, those  who  live  in  the  slums  under  poor  hygienic  surroundings.    Lack 
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of  personal  cleanliness  and  deficient  light  and  ventilation  in  living  rooms 
are  pretlisposin^  causes. 

Frequency. — Plague  affects  all  ages  and  both  sexes  equally.  Neither 
geographical  Itication.  character  of  soil,  nor  elevation  have  any  influence  on 
its  spread.  It  prevails  at  all  seasons  of  the  year,  although,  generally  speaking 
it  is  least  active  in  the  seasons  of  greatest  heat  or  coItL 

Epidemics  begin  slowly.  The  common  history  is  that  in  the  beginning 
a  few  isolated  cases  develop,  the  epidemic  slumbering  along  In  this  way  for 
a  year  or  more  before  rapid  extension  takes  place.  It  declines  in  the  same 
way.  Not  only  do  the  niunher  of  cases  grow  less,  but  their  virulence  notably 
diminishes.  It  creeps  slowly  from  town  to  town,  following  the  routes  of  travel. 
Its  extension  from  one  country  to  another  over  sea  is  due  to  the  presence  of 
infectcfl  rats  on  the  ships  plyin^;  between  them.  Thus  the  epidemic  in  Peru 
was  shown  to  have  spread  from  the  rats  on  a  ship  carrying  grain  from  India. 

Symptoms. — Clinically  plague  may  l>e  divided  into  four  varieties: 

1.  Bubonic  plague,  pestis  buhouica,  malignant  adenitis. 

2.  Septiciemic  plague,  pestis  siderans. 

3.  Pneumonic  plague. 

4.  Larval  plague,  pestis  minor,  pestis  arabulans. 

Bubonic  Plagitk. — This  is  by  far  tlie  commonest  tv'pe,  averaging  SO  per 
cent,  of  all  cases.  The  incubation  periorl  varies  from  two  to  eight  days, 
averaging  four  days. 

The  attack  begins  with  fever,  Iassiiu<h\  severe  headache^  and  pain  in  tfie 
limhs.  Rigors  may  or  may  not  be  present,  but  vomiting  is  usual  in  this 
stage.  There  is  drowsiness,  vertvp,  and  extreme  anxiety.  After  lasting 
from  twelve  to  twenty-four  hours,  fever  begins  and  the  temperature  rises 
rather  quickly  to  103°  to  107°.  There  is  now*  hurried  pulse  and  respira- 
tion. The  face  is  heavy,  swollen,  ami  fluslied;  the  tongue  is  coated  with 
a  heavy  black  fur;  the  teetlj  are  et>vered  with  sordes.  Vomitiiuj  is  often 
persistent  and  iliarrhoea  may  develop.  The  patient  is  most  profoundly 
depressed,  the  depression  being  out  of  all  prop<>rtion  to  the  <!nration  of  the 
disease,  and  a  low  muttering  delirium  is  present.  Death  may  occur  in  this 
stage,  accompanietl  by  convulsions  ami  collapse  or  by  urasmic  coma  with 
total  suppression  of  urine. 

In  from  twenty-four  to  seventy  hours — that  ia^  from  the  third  to  the 
fifth  day  of  the  disease — the  chanictenstic  (jlamluJar  sxveUings  develop. 
The  glands  involved  are  in  the  groin  in  tiO  per  cent,  of  the  cases,  the 
axilla  in  35  per  cent.,  and  the  neck  and  angle  of  the  jaw  in  5  per  cent. 
The  buboes  are  usually  single  an<l  are  much  more  common  on  the  right 
side  than  on  the  left.  Occasionally  they  are  bilateral,  rarely  multiple.  In 
size  they  vary  from  a  pigeon 's  egg  to  the  size  of  a  fiat.  They  are  frequently 
painful  and  always  exquisitely  tender. 

Coincident  with  tlie  development  of  the  buboes,  small  areas  of  r/angrene 
of  th*^  skin,  carbuticles,  or  generalized  pustular  skin  lesions  may  develop. 

The  buboes  increase  in  size  for  three  or  four  days  and  then  become 
stationary.  In  a  small  proportion  of  cases  grarhird  resolution  takes  place. 
In  the  larger  proportion  softening  and  sup[>uration  occur  and  the  bubo  is 
opened  or  ruptured  and  discharges  a  foul-smelling  pus.    At  this  stage  free 
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suppuration  is  usually  a  good  omen.  If  the  pus  continues  scanty  and 
sanious  the  disease  remains  virulent. 

In  free  suppuration  the  bacilli  disappear  from  the  pus  in  a  very  few  days 
and  convalescence  is  rapidly  established.  In  the  cases  that  terminate  favor- 
ably a  marked  amelioration  is  observed  with  the  development  of  the  gland- 
ular swelling,  and  usually  about  the  seventh  day  the  temperature  falls  and 
the  profound  depression  disappears. 

SEPTic^iaiic  ft*AGUE. — In  this  form  the  symptoms  are  much  more  severe 
and  the  stage  of  bubo  formation  is  lacking.  That  is,  there  is  no  one  gland 
or  group  of  glands  conspicuously  involved,  but  the  ^vhole  glandular  system 
is  engorged  and  swollen.  The  essential  difference  seems  to  lie  in  that  the 
infection  is  more  severe  either  quantitatively  or  qualitatively.  There  is 
a  marked  bacteriromia.  Clinically,  these  cases  differ  from  the  former  in 
the  more  profound  depression,  more  moderate  fever  (100^  to  102°),  and 
the  greater  tendency  to  hemorrhages. 

Pneumonic  Plague. — This  form  begins  suddenly  with  rigors  and  all  the 
symptoms  of  acute  fvlmonary  inflammation.  Respiraiion  is  rapid  and 
labored  and  there  is  a  painful  harassing  cough.  So  far  the  symptoms 
resemble  an  ordinary  lobar  pneumonia.  The  sputimiy  instead  of  being 
scanty,  tenacious,  and  of  the  usual  prune-juice  color,  is  copious,  watery, 
and  spotted  and  streaked  with  bright  blood.  Physical  examination  shows 
areas  of  consolidation  scattered  throughout  the  lungs.  An  entire  lobe  is 
rarely  involved.  This  form  of  the  disease  is  the  most  fatal  of  all,  patients 
rarely  surviving  after  the  third  day.  In  these  cases,  too,  although  it  is  not 
clinically  apparent,  postmortem  examinations  show  general  involvement 
of  the  ^ndular  system.  Pneumonic  plague  is  more  common  in  children 
than  in  adults,  and  at  the  beginning  of  epidemics  than  at  the  end. 

Hemorrhages  occur  in  all  the  various  clinical  types  of  plague,  more  com- 
monly perhaps  in  the  septiccemic.  They  appear  in  the  skin  as  petechia'  and 
eeehymoses.  There  may  be  epistaxis,  hematuria,  and  hemorrhage  from 
the  stomach  or  howel.    Haemoptysis  is  a  very  sinister  symptom. 

The  urine  is  diminished  and  commonly  contains  large  quantities  of  albu- 
min with  more  or  less  kidney  structure.  Albuminuria  is  never  absent  in 
severe  or  fatal  cases. 

The  blood  changes  are  not  characteristic.  There  is  a  marked  leuko- 
cjrtosis,  varying  from  20,000  to  50,000,  with  moderate  reduction  of  the 
haemoglobin. 

Relapses  occur  in  a  small  percentage  of  cases  and  are  always  grave.  Con- 
valescence may  be  very  much  prolonged  by  indolent  ulcers  and  burrowing 
sinuses  at  the  seat  of  the  buboes. 

Larval  Plague,  Pestis  Minor. — Cases  of  this  type  occur  in  all  epidemics 
and  are  very  common  toward  their  close.  In  larval  plague  the  typical 
buboes  develop  with  few  prodromata.  The  constitutional  reaction  may  be 
very  mild,  the  fever  is  slight,  and  the  patient  is  but  little  annoyed  by  the 
disease.  Some  epidemics  are  characterized  by  large  proportions  of  such 
cases. 

Frophylaxis. — Personal  prophylaxis  should  be  directe<l  in  the  first  place 
to  avoiding  too  close  contact  with  plague  cases.     Nurses  and  physicians 
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should  remain  as  short  a  time  as  possible  in  their  immediate  vicinity. 
Wounds,  abrfisioiis,  and  skin  eniptions  on  the  lini!>s  shoiihl  be  carefully 
guarded,  particularly  against  a  germ-carrying  finger-nail.  Tight  leggings 
or  gaiters  should  be  worn  to  prevent  the  bite  of  fleas.  These  measures 
combined  with  persona!  cleanliness,  a  good  water  supply,  and  abundant 
ventilation  are  eificient. 

The  general  measures  to  he  taken  for  the  prevention  of  plague  are,  first, 
strict  attention  to  sewage,  water,  ventilation,  and  cleanliness  of  dwellings; 
second,  the  extermination  of  rats  and  mice.  This  has  been  tried  on  a  large 
scale  by  trapping  and  poisoning.  Quarantine  has  never  been  an  effective 
check  to  this  disease. 

Tbe  danger  from  contact  is  not  very  great.  Expose<l  persons  should  be 
disinfected,  given  a  prophylactic  Inoculation,  have  their  clothing  destroyed, 
and  then  be  released.  Tlie  quarters  in  wliich  a  plague  patient  has  lain 
should  be  thnroughiy  .sLTa[.Jcd,  disinfected,  and  repainte<l  or  whitewashed. 
Better  still,  when  practical,  they  should  be  burned.  The  evacuations  and 
beddins  of  the  sick  should  be  creraatefl 

In  spite  of  the  most  stringent  pn>phylactic  measures,  plague  is  very  diffi- 
cult to  control.  As  a  mutter  of  fact,  where  it  has  once  attained  even  a 
slight  foothold  it  has  not  l>een  successfully  eradicated  by  any  of  these 
measures.  Witness  the  cases  in  San  Francisco,  where  after  several  years  of 
effort  the  disease  still  persisted.  It  seems  likely  that  the  most  we  can  expect 
with  our  present  means  is  to  hold  the  disease  in  check. 

pROTKCTiVE  Inocul.vtion. — Plaffkiue  introduced  a  prophylactic  inocula- 
tion against  plagtie.  His  method  has  been  modifietl  by  Lustig  and  recently 
by  Besredky.  Briefly,  these  methods  consist  in  injection  of  plague  cultures 
killed  by  heat.  Extensive  experience  has  shown  that  these  inoculations 
confer  an  immunity  against  plague,  beginning  in  twenty-four  hours  and 
lasting  from  three  to  four  nuniths.  Recent  studies  seem  to  show  that,  given 
during  the  period  of  incubation,  they  have  the  p(jwer  to  al>ort  the  ilisease 
in  many  cases.  This  systetn  of  protective  inoculation  was  being  tried  on 
an  extensive  scale  in  the  Punjab,  when  a  very  deplorable  accident  cut  the 
experiment  short.  After  more  than  100,000  persons  had  been  inoculate*] 
without  untoward  residts,  nineteen  men  received  their  injection  from  the 
same  package,  developed  tetanus  on  the  fifth  day,  and  all  died.  This  unfor- 
tunate affair  pracdcally  stopped  prophylactic  work  in  India  by  greatly 
increasing  the  aversion  the  natives  had  always  shown  to  it. 

Pathological  Anatomy.  —  The  visceral  lesions  of  plague  are  constant 
and  uniform.  Fuiiftute  hemorrhages  appear  not  only  on  the  skin,  but 
throughout  the  whole  gastrointestinal  tract.  They  are  found  on  the  peri- 
toneum, pleura,  and  pericardium,  as  well  as  in  the  capsules  of  the  spleen, 
kidney,  and  liver.  The  cerebrospinal  system  is  congested  and  there  is  an 
increase  of  its  flui<l.  The  liver  and  kidneys  are  hyperiemic  and  the  spleen 
very  much  enlarged.  In  pneumonic  cases  the  bronchi  are  injected  ami 
swollen  an<l  there  are  small  areas  of  consolidation  scattered  throughout 
the  lung.  The  pleural  cavities  frequently  contain  moderate  quantities  of 
.seropus. 

The  glandular  system  shows  constant  involvement.  In  the  bubonic  form  the 
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glands  appear  on  section  as  large,  diffused  masses,  with  extensive  hemorrhages 
into  their  substance.  This  appearance  is  not  coiifinrd  in  one  group  of 
glands,  but  extends  along  the  lymphatic  trunk  ami  invades  the  glands  in 
the  immediate  proximity  to  the  main  buboes. 

Microscopically,  intense  hypera?mia  with  hyperplasia  is  found  not  only 
in  the  glandular  but  also  in  the  periglandular  structure.  Before  the  gloiifls 
break  down  the  bacillus  pestis  is  found  alone;  after  suppuration  is  estab- 
lished other  organisms  are  found  with  it. 

In  the  septicxemic  and  pneumonic  cases,  or  in  those  cases  dying  before 
marked  bubo  formation  has  taken  place,  the  gro.^'s  changes  in  the  lymph- 
atic system  are  not  so  apparent,  but  there  is  always  enlargement  of  one 
or  more  groups  of  glands  or  sliglit  tumefaction  and  congestion  of  the 
entire  lymphatic  system.  The  pathological  process  is  iflenfical  in  all 
the  types,  only  that  in  the  bubonic  form  the  intensity  of  the  affection  is 
cxpendet:!  on  one  gland  or  group  of  glands,  while  in  the  other  form  the 
adenitis  and  lymphangitis  ore  diifuse. 

Diagnosia.— In  the  presence  of  plague  in  epitlemic  form  the,  rapid  onset 
of  the  disease,  the  profound  <lepression,  the  glandular  swelhng  can  hardly 
suggest  anything  else  than  this  disease.  The  identification  of  (lie  bacilhis 
pfxtis  in  the  bl(M>d,  in  fluid  from  the  hulioes,  or  in  the  sputum  assures  the 
diagnosis.  Inoculations  and  culture  experiments  are  important  in  the 
early  stages  of  an  epidemic  with  hirgc  rnjnd)crs  of  atypical  cases  of  plague. 
The  best  routine  method  of  diagno.sis  is  tfie  microscopic  examination  of  a 
drop  or  two  of  the  fluiil  filitiiineil  from  the  bulnies  l»y  means  of  :i  fiypodermic 
syringe-  The  few  flro])s  of  blr>ofly  lynipli  collected  in  tliis  manner  contain 
large  numbers  of  bacilli.  The  diagnosis  of  the  pneumonic  form  can  only 
be  made  by  demonstrating  the  micro-organism  in  the  sputum. 

Prognosis. — \''arying  in  different  epidemics,  the  average  mortality  runs 
from  70  per  cent,  to  9o  |>er  cent.  'rhe  variations  depend  on  the  stage  of 
the  epifiemic,  the  pro[H>rtion  of  pestis  minor  cases,  and  the  race  ami  hygienic 
conditions  of  the  patients.  In  the  Hong  Kong  epidemic  the  average  mor- 
tality was  93  per  cent,  among  the  Chinese,  77  per  cent,  among  the  Indians, 
60  per  cent,  among  the  Japanese,  and  IS  per  cent,  among  the  Europeans. 
This  gradation,  as  Manson  has  remarked,  is  "in  general  corres[K>n<tence  with 
the  social  and  hygienic  contlitions  with  (fiese  different  nationalities." 

The  influence  of  the  type  of  the  disease  on  mortidity  Is  shown  in  the  follow- 
ing figures  from  an  analysis  of  13,145  cases.  In  the  bul  »onic  cases  the  nH>rtality 
was  77.25  per  cent.,  in  the  pneumonic  cases  96.69  per  cent.,  and  in  the  sep- 
liciemic  cases  80.62  per  cent. 

The  number  of  the  bul>oes  and  their  location  has  no  l>earing  on  the  mor- 
tality. Visceral  hemorrhages  are  always  unfavorable  symptoms,  while  free 
suppuration  of  the  buboes  must  be  considered  as  a  very  favorable  omen. 

Pregnancy  complicating  plague  is  also  very  unfavorable.  Abortion 
invariably  occurs  and  death  is  almost  certain. 

Treatment. — Treatment  of  plague  is  wholly  symptomatic.     For  the  fever, 

headache,  and  delirium  nothing  is  so  effective  as  cold  s|K>nging.     Canthe 

recommends  initial  purging  with  calomel  in  large  doses,  followed  by  salines. 

This  remedy  frequently  cliecks  vomiting  and  permits  nourishment  to  be  taken. 

15 
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For  the  pain  and  restlessness  there  is  no  remedy  so  effective  as  mor- 
phine, ^iven  hypfHiermlcallv.  in  small  doses.  In  the  profouud  depression 
and  collapse,  dift'usiltle  stiniiilants  are  indicated;  ammonia  to  the  nose, 
mustard  to  the  skin,  and  etlier  or  camphor  sulK'utaneously.  Alcohol  should 
be  given  freely,  particularly  in  a  septic^emic  form. 

Suppuration  of  the  buboes  should  be  hastened  by  poultices  and  hot 
fomentations.  When  fluctuation  occurs  they  should  be  opened  freely  and 
dressed  antiseptically. 

Thomson  reports  excellent  results  in  the  epidemic  in  Hong  Kong  from  the 
internal  use  of  carbolic  acid  in  large  doses.  He  gave  144  grains  daily  in 
doses  of  12  grains  every  two  hours  in  a  mixture  of  syrup  of  orange  and 
chloroform-water.  One  patient  took  over  2500  grains  of  pure  carbohc  acid 
before  his  blood  was  free  from  plague  bacilli.  Beyond  a  few  cases  of  car- 
boluria  no  toxic  symptoms  developed.  He  considers  this  the  most  hopeful 
method  at  our  disposal. 

Yersin,  Calmette,  and  Borrell  liave  developed  an  antitoxic  serum  by  the 
injection  of  ascending  doses  of  cultures  killed  l>y  heat  into  susceptible 
animals.  Experimentally,  plague  in  animals  has  been  arrested  by  this 
means.  Clinically  the  results  with  the  antitoxic  sera  have  been  most  con- 
tradictory. While  they  have  not  entirely  fulfilled  the  hope  that  they  first 
seemed  to  hold  out,  later  experience  in  this  direction  is  more  ejicouraging. 
The  antitoxin  needs  further  study,  and  particularly  needs  standardization. 


OLIUATIO  BUBO. 


Defiaition. — Climatic  bubo,  fropicol  huho,  tropical  adetnlis  (non-venereal), 
is  a  subacute  inflammation  of  the  lymphatic  glan^ls  of  the  groin,  attended 
by  a  fever  remitting  in  type  hikI  persisting  from  three  to  four  weeks.  The 
disease  is  widely  distributed  in  tropical  climates.  It  occurs  on  the  coast  of 
Africa  and  Asia,  and  is  common  enough  in  the  Philippines,  Japan,  Malaya, 
the  West  Indies,  and  the  Mediterranean. 

The  disease  commonly  affects  individuals  living  together  under  the  same 
hygienic  conditions,  as  sailors  and  soldiers,  and  occurs  in  small  epidemic 
outbreaks.  There  is  some  evitlence  to  show  that  its  origin  is  due  to  the 
entrance  of  bacterial  infection,  either  through  minute  wounds  in  the  legs 
and  genitals  or  the  bites  of  insects.  It  has  been  described  as  due  to  tropical 
heat  and  to  paludism,  as  a  sequel  to  dysentery,  and  even  as  a  form  of  bubonic 
plague  (pestis  minor).  HHCterial  evidence  disposes  of  the  last  theory,  but 
in  the  presence  of  epidemic  plague  these  cases  demand  careful  study. 

Symptoms. — They  begin  with  moderate  swelling^  redm'sn,  and  tenderness 
of  the  inguinal  or  crural  glands  of  one  or  both  sides.  At  the  outset  there 
is  U3uall3^  a  chilly  fever  of  a  remitting  type,  kcadachr,  and  backache.  The 
btJfoes  slowly  increase  until  they  attain  the  average  size  of  a  hen*s  egg, 
after  which  the  fever  gradually  diminishes.  After  persisting  from  one  to 
two  months  or  longer  they  gratiually  disappear.  In  the  large  majority  of 
cases  the  inflammation  is  limited  to  the  gland  structure  proper.  The  peri- 
glandular tissues  and  skin  are  not  involved  and  there  is  very  little  pain  or 
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tenderness.  In  from  3  per  cent,  to  5  per  cent,  of  all  cases  the  inflammation 
spreads  to  the  periglandular  tissues.  The  skin  becomes  adherent  over  the 
glands  and  they  finally  suppurate.  In  these  cases  the  constitutional  symp- 
toms are  intensified  and  the  pain  and  tenderness  are  very  great.  The 
abscesses  tend  to  burrow  freely.  After  a  period  of  free  suppuration  deep, 
sharp-edged,  indolent,  painful  ulcers  remain.  The  average  duration  of  the 
suppurating  cases  is  from  two  to  three  months. 

Treatment. — The  febrile  condition  is  not  severe  enough  to  demand  special 
treatment.  Iodine  and  ichthyol  may  be  applied  to  the  skin  over  the  gland, 
and,  after  acute  symptoms  subside,  mercurial  ointment  and  elastic  pressure 
should  be  used.  When  suppuration  takes  place  the  gland  must  be  laid 
open.  Rife  advises  calomel  as  a  dusting-powder  to  control  the  severe  pain 
in  the  chronic  ulcers. 

DYSEMTEBT. 

Definition. — Dysentery  is  a  condition  characterized  by  diarrhoea,  abdom- 
inal pain,  and  the  presence,  as  a  rule,  of  considerable  quantities  of  mucus 
in  the  stools.  When  the  condition  becomes  chronic  it  is  often  interrupted 
by  periods  in  which  constipation  supplants  the  diarrhoea.  Dysentery  is  to 
be  separated  from  the  diarrhoea  due  to  indigestion  and  to  catarrh  of  the 
small  bowel  by  the  facts  that  tenesmus  is  usually  marked,  the  lesions  are, 
primarily  at  least,  in  the  large  bowel,  and  the  stools  are,  in  the  early  part  of 
the  attack,  rather  scanty  and  consist  of  mucus  and  blood. 

It  is,  moreover,  to  be  distinctly  understood  that  dysentery  is  not  a  single 
disease,  but  that  this  term  is  applied  to  the  conditions  and  symptoms  which 
develop  as  the  result  of  several  distinct  causes,  although  at  present  there  is 
much  confusion  as  to  the  causes  of  the  various  forms.  Strictly  speakirg, 
amoebic  dysentery  should  be  classed  among  the  diseases  due  to  animal 
parasites,  but  it  is  best,  from  the  clinical  standpoint,  to  discuss  it  here. 

At  the  present  time  at  least  four  well-defined  types  of  dysentery  are 
recognized,  namely,  that  which  is  known  as  hacillary  dysentery,  which  is 
due  to  infection  with  the  specific  bacillus  of  Shiga,  or  a  bacillus  nearly 
related  to  it.  Second,  amoebic  dysentery,  intestinal  amwhiasis  (Musgrove 
and  Clegg),  which  is  due  to  the  Amoeba  dysenieriw.  This  form  is 
found  in  all  parts  of  the  world,  but  is  much  more  frequent  in 
the  tropics,  from  whence  most  of  the  cases  seen  in  this  country 
come.  Strong,  of  the  United  States  army,  reports  561  cases  of  amoebic 
dysentery  out  of  1328  cases  of  dysentery  in  his  service.  Third,  catarrhal 
dysentery,  which  is  apparently  not  due  to  a  definite  infection,  but  to  acute 
congestion  of  the  mucous  membrane  of  the  colon;  and  finally,  fourth, 
diphtheritic  dysentery,  which  is  not  due  to  the  Klebs-Loeffler  bacillus,  but 
is  characterized  by  a  yellowish  exudate  on  the  mucous  folds  of  the  bowel 
with  areas  of  ulceration  and  necrosis.  A  form  of  catarrhal  dysentery  some- 
times also  develops  as  the  result  of  renal  disease. 

History  and  Etiology. — Epidemics  of  dysentery  have  occurred  since  the 
earliest  times,  and  Herodotus  mentions  one  which  attacked  the  army  of 
Xerxes  in  the  year  480  B.C.    During  the  first  part  of  the  Christian  era  the 
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disease  raged  in  France,  Germany,  and  England.  It  has  existed  in  Europe  in 
pauflemic  form  on  at  l<aa.st  two  occasions,  namely,  in  the  years  1538  and  1770. 

Ill  the  year  171?*)  an  epidemic,  in  which  5000  persons  died,  occurred 
in  Holland,  Fricslund  Guilders,  and  Liege.  More  than  2000  of 
Napoleon's  soldiers  died  from  it  during  the  expedition  to  Egypt,  and 
4000  cases  occurred  in  the  Eii;^^li-sh  army  during  the  <.THnean  war. 
About  one-fourth  (2^8,000)  of  all  cases  of  sickness  among  the  soldiers  of  the 
War  of  the  Rebellion  were  said  to  be  cases  of  dysentery.  In  the  year  1S90  an 
epidemic  broke  out  in  the  province  of  Tuhuoka,  Japan.  This  province 
ha<l  a  population  of  l,2,'3l,3.S7,  of  which  25,272  were  attacked.  Of  these 
25,272  cases  4742  provetl  fatal  Smaller  but  c(jually  fatal  epidemics  of  the 
disease  have  repeatedly  occurred  on  crowded  ships  and  in  periods  of  famine. 
Further  than  this  it  has  long  been  recognized  that  this  epidemic  form  of 
dysentery  was  ilistmctly  infectious,  and  it  can  even  be  spread  from  one  con- 
tinent to  anot!icr  hy  infected  ships,  as  in  the  great  outbreak  in  the  United 
States  from  1840  to  185C,  when  it  was  probably  conveyed  by  emigrants 
from  Ireland,  where  the  disease  was  rampant.  More  recently  an  instance 
of  ship  conveyance  of  the  disease  has  been  reporte<l  from  the  New  Hebrides. 
Davidson  states  that  in  the  decade  of  1S41  to  1S51  no  less  than  50,019 
persons  died  in  the  Irish  workhouses  from  rlysentery. 

Marshy  lands  seem  to  liave  a  pronounced  [iredisposing  influence.  Water 
which  has  been  contammated  by  those  who  are  ill  with  the  disease  is  an 
important  factor  in  its  spread.  Milk  and  solid  food  may  also  carry  the 
infection. 

Dysentery  in  its  various  forms  is,  in  a  large  proportion  of  cases,  the 
res!dt  of  had  sanitation  botli  as  to  surroundings  and  diet.  Tt  is  much  less 
fref|uent  at  present  than  in  times  past,  and  rarely  ravages  modem  insti- 
tutions or  armies  as  it  did  fifty  years  ago. 

Epiclcrnic  dysentery  being  exceedingly  prevalent  in  Japan  in  1S97.  Shiga, 
a  Japanese  investigator.  l>ecame  interested  in  its  bacteriological  study,  and 
isolated  from  the  stools  of  36  patients  suffering  from  this  disease  a  slightly 
motile  bacillus  luivijig  rounded  ends  and  decolorizing  by  Gram's  method. 
When  brouj^Iit  into  contact  with  the  blood  scrum  of  patients  suffering 
with  dysentery  this  l>acillus  usually  agglutinates  (as  does  the  typhoid  bacillus 
in  the  Widal  test),  although  in  a  few  mild  cases  the  reaction  fails  to  take 
place.  Flexner,  Strong  Kruse.  Ved<Ier  and  Duval,  \'allard,  Musgrave, 
Craig  and  Dopter,  Spronck,  Rosenthal,  and  other  investigators  have  isolated 
in  such  cases  orfjanisius  which  thev  consider  closely  related  to  or  i<ientical 
with  the  one  observed  by  Shiga,  and  which  they  Indieve  to  be  the  cause  of 
acute  epiileraic,  sporadic,  and  institutional  dysentery. 

Recently  (19<)2)  Duval  and  Rassett  have  obtained  a  similar  organism 
from  the  stools  of  children  sufTering  from  dysentery  c»r  tlie  summer  diarrhcea 
of  infants.  Still  more  recently  (19tJ3)  Wolfstein,  Park,  Dunham,  and  Carey 
have  not  only  confirmed  these  findings,  but  have  shown  that  at  least  two 
bacilli  are  present  in  cases  of  cholera  infantum  an<l  dysentery.  One  of 
these  corresponds  to  Shiga's  bacillus,  hut  (hey  boltcvc  that  in  all  probability 
several  closely  allied  pathogt^mc  hnrilli  will  be  found  responsible  in  different 
epidemics.    The  bacilli  are  found  in  numbers  proportionate  to  the  severity 
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Amcebae  from  Cases  of  Dysentery  and  Enteritis.    (Roemer.) 
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of  the  illness,  but  often  are  not  demonstrable  in  the  stools  until  the  latter 
re  t}^ical  of  the  disease,  and  usually  only  after  tlie  lapse  of  five  in  seven 
iHvs  of  illness.  Chanteniesse  and  \Vithil  assert  lliat  a  baeillus  wliieh  they 
found  in  the  stools  of  five  dysentery  patients,  and  which  they  also  recovered 
fmm  the  mesenteric  glands  and  intestinal  wall  of  a  patient  who  died  of 
dysentery,  is  i<ientieal  with  the  Shiga  bacillus,  anil  as  their  observations 
were  made  in  1S8S,  ten  years  before  Shiga  published  the  results  of  his  work. 
they  claim  priority  of  discovery.  In  France  and  Italy  it  is  generally  con- 
cetled  that  they  were  the  first  to  find  a  sjjecific  organism  in  cases  of  dysentery. 

Our  recognition  of  the  presence  of  amaht  in  cases  of  <Iyscntcry  dates 
from  I*<o9,  when  I^ml>l  first  discovered  an  ama?ba  in  the  stools  of  this  type 
of  diarrlupa.  T-ater  llie  parasite  was  stutlied  by  Losch  (1S75)  and  Kartulis, 
but  it  wa.s  not  until  Osier  (in  ISOO),  Councilman,  and  Lafleur  (IMU)  reported 
upon  its  presence  in  several  cases  of  dysentery,  and  in  the  past  decade,  that 
it  received  the  attention  that  it  deserves.  I.eukart  has  placetl  the  Aviaha 
difseni€T\(p  in  the  class  of  rhi'/upoda  of  the  Protozoa.  Sclmndinn  calls  it 
EtiiamaliQ  hiittalogica  or  Enfamaha  difs('j}ti'Tur. 

The  Amcehn  dtjsenterio'  is  a  spheroidal  ccH,  four  or  eight  times  the  size  of 
the  re<l  blood  cell.  It  consists  of  two  parts,  an  internal  part  called  the 
endosarc,  or  endoplasni,  and  an  external  part  called  the  ectosarc,  or  ecto- 
plasm. These  two  parts  cannot  always  be  clearly  recognized  when  the 
organism  is  at  rest,  but  they  are  easily  identified  when  motion  is  present. 
Tlic  enrjosarc  makes  up  the  greater  part  of  the  body  and  its  granules  may 
be  fine  or  coarse.  In  this  portion  several  vacuoles  are  not  rarely  found 
and  a  distinct  nucleus  is  discernible  %\hcn  the  organism  is  stained.  As  in 
nrflinary  amoebfe  the  Aviaba  dyaenitrhv  often  contains  foreign  bodies  such 
as  red  blood  cells,  and  even  bacteria.  The  pseudopod,  or  arm,  which  is 
protruded  from  the  amoeba  when  it  is  engaged  m  ama^hoid  movement,  is 
of  the  hyaline  ectosarc.     (See  Plate  IV.) 

In  addition  to  this  particular  amteba  other  forms  have  been  described 
by  Quincke  and  Roosand  other  writers.  One  of  these  is  much  larger  than 
tliat  justdescrilied,  called  the  Amtuba  intesiini  vulgaris,  which  is  not  capable 
of  pnvlucing  dysentery  in  man.  Tlie  other  is  the  Amwha  coli viifis^  which  is 
pathogenic  ff»r  man.  It  also  is  far  larger  than  the  amoeba  coli  of  Losch — that 
is.  the  Amrtha  dysnUtritr  a{  Councilman  and  LaHcur.  The  latter  parasite  is 
found  in  the  stools  of  acute  and  chronic  dysentery,  in  the  Huors  of  the  intes- 
tinal ulcers,  and  in  the  secondary  abseesses  which  it  is  prone  to  produce. 

It  is  to  l>e  distinctly  understoo<!  that  two  distinct  types  of  infectious  dysen- 
ter\'  exist,  one  due  to  tin?  bacillus  of  Shiga  and  one  to  the  Amwha  difsefderifr 
Indeeiba  thini  division  due  to  tlie  Boinutidium  coli  may  be  made  Savalier 
has  collected  75  cases  of  this  character  ami  our  own  Strong  has  reported 
olheis, 

Amcrbic  dysentery  may  occur  at  any  age  from  infancy  to  senility*  but  it 
is  most  common  between  twenty  and  thirty  years  of  age.  It  is  much  more 
common  in  men  tiian  in  women.  Thus,  in  1 19  cases  reported  by  Futcher  108 
were  males. 

Prevention. — Dysentery  in  all  its  forms  is  to  be  prevented  by  the  use  of 
boiled  water  and  cooked  fuoil.s,  by  the  establishment  of  proper  drainage. 


230 


DISEASES  DUE   TO  A   SPECIFIC  INFECTION 


and  by  the  avoidance  of  cold  and  wet.     Persons  who  are  subject  to  catarrh 

of  the  colon  and  rectum  shoiihl  wenr  a  flannel  liindpr.  When  the  disease 
develops » the  stools  of  the  patient  should  be  thoroughly  destroyed  and  the 
greatest  care  exercised  that  the  food  and  drink  of  the  healthy  are  not 
contaminate<l  by  his  discharges. 

Frequency. — Cutil  very  recently  it  was  generally  supposed  that  amoebic 
dysentery  was  the  tyj>e  of  the  disease  most  commonly  met  with  in  the 
United  States,  hnt  now  that  Shiga's  bacillus  has  been  found  in  many  cases 
of  sporadic  and  epidemic  diarrhoea  in  this  countrj'  it  must  be  regarded  as 
the  less  frequent  form  of  the  two.  Indeed,  it  would  seem  probable  that 
many  of  the  cases  hitherto  regarded  as  catarrhal  arc  due  to  this  bacillus. 
(Sec  also  Cholera  Infantum.) 

Pathology  and  Morbid  Anatomy. — In  haciilarif  dysentery,  when  death  has 
occurred  in  the  first  week,  the  autopsy  reveals  the  mucous  membrane  of 
the  colon  to  be  intensely  corrugated  and  swollen,  so  that  its  natural  rugosities 
are  greatly  empliasized,  while  over  them  is  spread  an  easily  detached  layer 
of  superheial  epithelium,  which  has  undergone  necrotic  changes.  Numerous 
spots  of  ecchymosis,  or  hemorrhage,  into  the  mucous  membrane  are  often 
present,  but  ulcers  are  not  found,  although  the  necrotic  process  just  named 
may  be  so  severe  that  a  superficial  gangrene  may  be  present.  When  the 
inflammation  is  very  intense  the  whole  thickness  uf  the  bowel  wall  may  be 
indurated,  and  even  the  visceral  peritoneum  may  be  infected.  In  some 
instances  an  associated  inflammation  of  the  small  bowel  is  present,  some- 
what similar  changes  l>cing  present  in  its  coats. 

Shiga  dcscril}ed  the  morbid  process  of  acute  bacillary  dysentery  as  a 
catarrhal  inflammation  proceeding  to  hemorrhagic,  diphtheritic,  or  ulcerative 
infiamraation.  Kruse  also  observed  diphtheritic  membranes  in  eight  cases 
which  came  to  autopsy,  and  Flexncr  recognizes  the  tendency  to  their 
formation,  although  he  did  not  finil  any  in  the  cases  which  he  examined 
postmortem  in  the  Philippines. 

Craig  has  reviewed  the  morbid  anatomy  of  chronic  cases  of  infectious  or 
bacillary  dysentery,  recognizing  follicular,  diphtheritic,  and  gangrenous  stages. 
In  the  first  the  coats  of  the  colon  usually  are  thickened,  and  the  follicles,  par- 
ticularly of  the  caicum,  ulcerate<i.  The  mucosa  is  of  a  gray-slate  color,  and 
shows  patches  of  acute  congestion;  the  gut  is  narrowed,  hut  there  are  areas 
of  dilatation.  The  ulcers  appear  at  the  summit  of  the  follicles  as  minute, 
ragged  erosions.  Later  the  necrotic  areas  extend,  and  their  margins  appear 
stamped  out,  but  undermined.  The  ulcers  measure  J  to  J  cm.,  but  may 
attain  diameters  of  1.5  cm.  and  extcn<l  to  the  submucosa  or  muscular  layer. 
Cicatrized  and  open  ulcers  may  l)e  foun<l  together.  In  the  diphtheritic 
stage,  which  may  be  implantcni  on  the  follicular,  the  colon  is  gra\nsh  or 
greenish-blue,  marked  by  red  or  dusky-brown  areas  and  ijreatly  thickened. 
The  mucosa  becomes  necrotic,  exfoliates  in  masses  or  irregular  patches 
composed  of  granular  detritus,  leukocytes,  and  innumerable  bacteria.  Ulcer- 
ation practically  always  accompanies  the  formation  of  the  membrane.  The 
gangrenous  stage  seems  but  an  intensification  of  the  diphtheritic.  The 
serosa  is  more  affected,  and  matted  adhesions  are  the  rule.  The  necrotic 
colon  is  easily  torn,  greenish-black,  and  marked  by  inky-black  areas.    The 
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ileocsecal  region  is  sacculated,  and  the  sigmoid  flexure  and  rectum  dark 
olive-green  in  color.  Tumefied,  purulent  elevations  show  through  the  serous 
coat.  Internally  the  mucosa  shows  an  indescribable  admixture  of  necrotic 
or  gangrenous  lesions,  with  purulent  suffusion  of  all  the  coats  of  the  colon. 
In  each  of  the  foregoing  forms  parts  of  the  mucosa  escape,  and  these  manifest 
more  or  less  catarrhal  inflammation.  The  protean  manifestations  of  bacillary 
dysentery,  both  acute  and  chronic,  are  so  influenced  by  the  pathogenicity  of 
the  infecting  organism,  the  activity  of  mixed  or  associated  infection,  suscept- 
ibility of  the  patient,  duration  of  the  process  and  other  factors  that  an  exact 
description  is  impossible. 

The  noteworthy  difference  between  the  lesions  produced  in  children  and 
adults  by  the  BacLUus  dysentericB  is  that  in  the  former  the  solitary  and  agmin- 
ated  lymphatic  tissues  are  much  more  commonly  and  more  severely  affected 
than  in  aidults. 

The  lesions  of  amcpbic  dysentery  are  quite  different  from  those  of  bacillary 
dysentery.  In  the  first  place  the  ulceration  is  confined  almost  entirely  to 
the  lai^  intestine,  although  the  lower  part  of  the  small  intestine  may  be 
slightly  affected.  The  submucous  tissues  become  infiltrated  and  swollen 
in  patches,  which  project  above  the  level  of  the  normal  mucous  membrane. 
These  infiltrated  areas  undergo  necrosis  and  slough  away,  leaving  ulcers 
which  may  be  suj)erficial  or  deep,  and  which  may  extend  as  far  as  the 
peritoneal  coat  of  the  intestine,  but  perforation  is  rare.  They  are  often 
very  large  and  extend  laterally  as  well  as  downward.  The  edge  of  the  ulcer 
may  be  undermined  and  the  floor  honeycombed.  Not  rarely  the  extension 
laterally  takes  place  under  the  mucosa  or  dissects  the  muscle  coat  so  that 
there  is  only  a  small  opening  to  a  large  area  of  necrotic  tissue.  Occasionally 
the  submucosa  is  necrotic  without  evident  superficial  lesions.  The  amcebce 
are  found  in  the  ulcers  in  the  neighboring  lymph  spaces  and  sometimes  in 
the  bloodvessels  of  the  part,  but  there  is  an  extraordinary  lack  of  pus  when 
the  severity  of  the  necrotic  process  is  considered. 

When  recovery  takes  place  fibrous  tissue  covered  by  epithelium  closes  the 
spaces  made  by  the  ulcers,  and  as  these  scars  contract  strictures  may 
develop.  The  colon  becomes  thickened  and  it  may  be  adherent  to  the 
adjacent  structures  and  uneven  contractions  form  pockets  in  which  the 
parasites  may  linger  after  apparent  clinical  recovery.  The  appendix  may 
be  involved. 

The  changes  in  the  liver  in  amoebic  dysentery  consist  of  two  alterations. 
The  first  are  multiple  areas  of  local  necrosis,  and  secondly  abscess,  either 
single  or  multiple.  The  single  abscesses  are  usually  large  and  in  the  con- 
vexity of  the  right  lobe,  or  else  in  the  concavity  of  the  liver  where  it  lies 
nearest  the  large  bowel.  Roux  has  collected  639  cases  of  amoebic  abscess 
of  the  liver.  Of  these,  435,  or  70.8  per  cent.,  were  in  the  right  lobe;  85,  or 
13.3  per  cent.,  were  in  the  left  lobe,  and  2,  or  0.3  per  cent.,  were  in  the 
lobus  Spigelia.  The  multiple  abscesses  are  usually  small  and  widely  scat- 
tered and  often  near  the  surface.  It  is  noteworthy  that  these  so-called 
abscesses  do  not  contain  true  pus  unless  secondary  infection  with  pus 
organisms  has  occurred.  They  are  composed  of  a  grumous  material  made 
up  of  a  thick,  coarse,  irregular   reticulum,  in  the  meshes  of   which  lie 
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the  semi-fluid  contents.  As  the  area  increases  in  size  the  fluid  becomes  red- 
dish, brownish,  greenish-yellow,  or  chocolate  color,  and  is  mixed  with  piecea 
or  shrc<ls  of  broken-down  hepatic  tissue.  ^Vmoebte  may  be  found  in  the 
contents  of  these  cavities. 

Abscess  of  the  hver  due  to  the  Amcsha  dysenteruB  nearly  always  develops 
in  the  first  few  weeks  of  the  disease.  Occasionally  one  of  the  larger 
abscesses  ruptures  into  the  right  lung.  (See  Complications.)  Boston  haa 
collected  statistics  of  2340  cases  of  amoebic  dysentery'.  Of  these,  4S6,  or  20  per 
cent.,  svifl^ereij  from  hepatic  abscess.  (See  Hepatic  Al)scess.)  The  percentage 
varies  from  60  per  cent.  (Kartulis)  to  21  per  cent,   (Councilman  and  L#afleur.) 

A  valuable  contril>utioii  to  the  subject  of  the  associated  lesions  of  dysentery 
has  been  ma<le  by  Craig,  of  the  United  States  Army  Medical  Staff.  Analyzing 
120  cases  of  dysentery,  uf  which  (lO  were  of  the  baciliary  aiul  (JO  uf  the  amtebic 
type,  he  founrl  that  in  nearly  every  instance  the  autopsy  revealed  an  increase 
in  the  cerebrospinal  fluid  ami  fvdema  of  the  brain.  In  the  amcebic  case^j  an 
intense  congestion  of  the  cerebral  vessels  was  also  present,  and  in  50  per 
cent,  miinite  capillary  hemorrhages  were  [iresent.  In  the  baciliary  cases,  on 
the  other  liand,  tlie  brain  seemed  unduly  ana-mic.  In  the  respirator)'  system 
bronchopneumonia  is  the  most  common  lesion  in  the  baciliary  disease.  Craig 
believes  that  fully  00  per  cent,  of  the  cases  of  dysentery  seen  in  the  Sun 
Francisco  Militury  Hospital  have  coiriei<le!it  nepliritis,  aiul  of  the  120  cases 
already  cited  no  less  than  101  had  lliis  condition,  nsuiillyof  tlie  parenchyma- 
tous type.  More  cases  of  nephritis  occur  in  the  ama-bic  than  in  the  bacillar}' 
type. 

In  the  acuic  caJarrhal  form  there  is  a  free  production  of  mucus  which 
coats  the  surface  of  the  lower  bowel,  chieHy  in  the  sigmoitJ  flexure  and 
rectum.  This  mucus  is  filled  with  exfoliated  f  pithelium,  some  of  which  has 
undergone  fatty  degeneration.  Not  infrequently  blood  cells  are  present  in 
the  mucus-  When  the  inflammatory  process  is  severe,  marked  congestion 
ami  iiifiltratioti  (if  the  mucous  meml)rane  and  5ubmuc*jsa  may  be  present, 
and  even  a  purulent  and  superficial  ulceration  may  occur. 

The  diphifwriiic  type  is  characterized  by  congestion  of  the  mucous  mem- 
brane and  the  development  upon  its  surface  of  a  false  membrane.  The 
connective  tissue  under  it,  and  between  the  glands,  is  infiltrate*l  and  filled 
witli  fibrin  and  pus.  In  cases  in  which  the  process  is  very  active,  the  inflam- 
mation may  reach  not  only  the  muscular  coats,  but  even  the  peritoneal  coat. 
The  area  covered  by  the  false  membrane  varies  greatly  in  different  cases. 
In  some  only  the  rectal  mucous  membrane  is  affected,  in  others  a  con- 
tinuous exudate  covers  the  entire  colon,  and  in  still  others  it  appears  in 
scattered  patches.  If  the  process  is  severe  healing  takes  place  by  sloughing 
of  the  necrotic  tissues,  which  may  reach  to  the  deeper  layers  of  the  l>owel, 
leaving  ulcers  which  gradually  undergo  cicatrization,  or  the  ulcers  remain 
granulating  surfaces  for  months  and  only  heal  under  direct  treatment. 

Symptoms. — The  symptoms  of  all  the  various  forms  of  dysentery  are 
closely  similar.  The  onsd  is  usually  ituddcn,  or  it  may  ilevclnp  in  the  course 
of  a  gradually  increasing  diarrhoea,  which  at  first  is  thought  to  be  an  ordinary 
attack  of  looseness  of  the  bowels.  The  patient  suifcrs  from  uretchtulness, 
which  is  thought  to  be  the  result  of  the  intestinal  disorder,  and  often  has, 
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in  the  earliest  stages,  a  considerable  degree  of  fp^tpincj  pain.  The  initial 
diarrhoea  soon  sweeps  the  bowels  clean  of  their  normal  contents,  and  as 
soon  as  this  is  accomplished  the  stools  become  scanty  and  consist  largely 
of  mucus  which,  not  rarely,  contains  blood.  The  griping  puiii  inci-eases  in 
violence,  and  there  is  Tnarked  iaicftmus  which  often  causes  the  patient  to 
break  out  in  a  profuse  sweat.  The  rectal  irritation  causes  a  constant  desire 
to  go  to  stool,  which  is  not  satisfied  by  the  snudi  evacuation  that  occurs. 
At  first  the  constant  irritation  of  the  anus  may  cause  s-pa^7n  of  the  spkindcrs, 
but  later  when  the  disease  is  severe  the  sphincter  ani  may  become  relaxed, 
and  even  rectal  prolapse  may  ensue.  The  centres  in  the  spinal  cord  con- 
trolling the  blad<ler  become  refiexly  irritated  and  dijJicuH  urination  may 
add  to  tlie  suffering  of  the  patient. 

It  is  manifest  that  such  symptoms  must  speedily  cause  grave  systemic 
disturbance  by  reason  of  the  loss  of  nutritive  ntiiterial,  the  constant  pain, 
the  loss  of  sleep  and  straining,  and  so  the  pvlse  soon  becomes  rapid  anrl 
feeble^  and  tiie  patient  rapidly  emaciates  not  oidy  because  of  the  reasons 
just  cited,  but  also  because  the  local  lesion  in  the  bowels  soon  results  in 
general  systemic  infection,  either  with  the  specific  cause  of  the  attack  or 
with  other  micro-organisms  which  gain  access  to  the  general  system  through 
the  diseased  intestinal  wall. 

The  iongui'  is  very  foid  and  the  secretions  of  the  mouth  scanty. 

If  die  disease  persists  the  scanty  mucous  stools  may  be  supplanted  by 
more  profuse  serous  discharges,  which  are  often  reddish  in  hue,  and  seem  to 
contain  small  particles  of  flesh  (probal>ly  bk>ody  mucus  and  mucous  mem- 
brane). This  fluid  is  highly  albuminous.  The  debility  ami  emaciation  of 
ihe  patient  speedily  l>ecomes  profouml,  as  the  loss  of  fluid  and  albumin 
continues.  Whether  the  5/00/5  are  mucous  or  serous,  they  are  jetid  and  have 
an  odor  which  is  quite  characteristic. 

In  that  form  of  dysentery  called  baciilary  the  fever  at  first  may  rise  as 
high  as  \i)'SP,  but  in  the  aviwbic  form  the  temperature  is  usually  not  greatly 
disturbed  imless  secoinlary  abscess  develops.  It  rarely  rises  above  102*^, 
and  may  be  subnormal  after  the  stage  of  onset. 

Wlien  the  infection  witli  Shiga's  bacillus  is  very  virulent,  death  from 
toxa-mia  and  exhaustion  may  occur  as  early  as  the  fourth  day,  but,  on  the 
other  hand,  the  case  may  last  for  much  longer  periods  before  the  fatal  result 
ensues.  There  is  sometunes  met  a  subacute  form,  which  lasts,  in  a  modified 
type,  for  weeks  or  even  months. 

Cases  of  amahic  dysentery  may  be  divided  into  thnr.  types:  (a)  A  mild 
form  in  which  the  general  health  remains  good,  although  the  number  of 
stools  may  vary  from  two  to  six  in  a  day.  (6)  A  moderately  severe  form  in 
which  the  general  health  is  greatly  impaired  and  there  is  much  loss  of 
flesh,  with  an  evening  rise  of  temperatui*e  and  frecjuent  stools,  (c)  A  very 
severe  type  is  met  with  in  which  the  prostration  and  loss  of  weight  are 
e.xtreme,  the  stools  are  bloody  and  very  fre(|uenl,  and  the  extrenuties 
cold.  In  all  these  cases  the  patient  may  without  any  apparent  cause  pass 
to  better  or  worse  with  extraonlinary  speed, 

Amcebic  dysentery  may  cause  death  in  a  few  days  or  last  for  weeks,  and 
may  cause  death  finally  by  the  secondary  abscesses  in  the  liver.    Free  hem- 
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orriiages  from  the  bowel  may  also  occur  in  this  form,  and  perforation  from 
deep  ulcers  is  recorded.  A  chronic  form  of  amoebic  dysentery  also  exists 
which  lasts  for  months  and  has  tcmporar}*  periods  of  constipation.  These 
periods  of  constipation,  if  abscess  does  not  develop,  give  the  patient  an 
opportunity  to  be  nourished,  and  so  he  may  be  able  to  retain  strength 
and  Hesh. 

In  the  acute  catarrhal  form  of  dysentery  there  may  be  fever  at  onset  and 
scybalous  masses  will  often  be  found  mixed  with  the  mucus  which  is  expelled. 
After  an  ilhiess  of  fmm  four  lo  seven  days  the  quantity  of  blood  in  the 
stools  is  decreased,  and  tliey  become  less  fretjuent.  Marked  abdominal 
tenderness  over  the  course  of  the  large  bowel  is  usually  present  in  all  cases. 

In  the  acute  diphtheritic  form  the  patient  is  usually  extremely  ill  from 
the  very  first.  The  systemic  depression  is  marked  and  profound  adynamia 
is  fjuickly  developed.  The  belly  is  distended  and  painful  upon  pressure. 
Bltyody  miicn-s  is  not  uncommonly  absent  from  the  stools.  Just  as  in  the 
other  fonns  so  in  this,  a  subacute  or  chronic  type  is  met  with  in  which  the 
abdominal  signs  are  mild  and  the  numl)er  of  stools  a  day  are  as  low  as 
four  or  five. 

Complications  and  Seqaelm.— Perforation  of  the  bowel  has  already  been 
named  as  a  possible  sequel  of  the  annvhic  form  of  the  disease.  In  other 
instances  a  loralizrd  peritonitis  develops,  and  as  the  result  of  infection  of 
the  tissues  abotit  t!ie  colon  a  perityphlitis  i>r  peripn>ctitis  comes  on.  Rupture 
of  an  hepatic  ahacess  is  a  very  frequent  occurrence.  The  pus  finds  its  way^ 
through  the  diaphragm  iuto  the  right  lung  or  right  pleura!  space.  Rarely 
it  has  burst  into  the  duodenum  and  even  into  the  vena  cava,  or  backward 
and  downward  along  the  psoas  muscle,  or  into  the  kidney.  Even  the  peri- 
cardium and  the  bladder  may  l>e  perforated.  Strong  has  called  attention 
to  the  occurrence  r»f  pmfuse  intestirui]  heniorrliage. 

In  many  epiilemics  of  dysentery  there  is  itssociated  mild  or  severe  malarial 
infection  which  renders  the  case  difficult  of  treatment  in  that  two  infections 
have  to  be  controlled  simultaneously.  Septic  arthritis,  pericarditis,  and 
endocarditis  sometimes  occur  as  terminal  infections.  (See  Pathology  and 
Morbid  Anatomy.) 

Diagnosis. — The  diagnosis  that  the  patient  has  acute  inflammation  of  the 
large  bowel,  and  is  therefore  sulTering  from  dysentery  in  one  of  its  forms, 
is  easily  made  if  the  symptoms  just  described  are  present.  It  is  not, 
of  course,  so  easy  to  determine  which  of  the  several  forms  of  dysentery  is 
present.  The  bacillary  form  is  separated  from  the  ama^bic  variety  by  the 
presence  of  marked  fever,  whicli  is  usually  absent  in  the  latter  disease;  by 
the  discovery  of  the  specific  bacillus  in  the  stools,  which  discovery,  however, 
requires  special  training  in  searching  for  it;  and  by  the  agglutination  test 
of  the  bacillus  with  the  patient's  blood  serum,  which,  as  in  the  case  of  the 
Widal  test  of  the  blood  in  typhoid  fever,  gives  us  such  valuable  informa- 
tion. This  reaction  is  uncertain  in  the  first  week,  often  positive  after  the 
sixth  day,  but  in  some  cases  it  does  not  occur  for  two  weeks.  For  this 
reason  it  does  not  possess  great  diagnostic  importance  in  the  early  stages 
of  the  disease.  To  be  of  value  it  must  take  place  in  a  dilution  of  1:200. 
The  percentagcof  positive  reactions  according  to  Rosenberger  is  80.2  per  cent. 
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The  amoebic  variety  can  only  be  recognized  during  life  by  finding  the 
amceba  in  the  stools.  This  requires  some  practice  and  skill.  The  small  pieces 
of  blood-stained  mucus  are  the  parts  in  which  the  organism  is  to  be  sought  for, 
first  with  a  low-power  and  then  with  a  high-power  lens.  (See  Plate  IV.)  The 
light  coming  through  the  instrument  should  be  stopped  down  by  an  appro- 
priate diaphragm.  Several  negative  examinations  do  not  exclude  amoebic 
dysentery,  and  particularly  in  chronic  cases  it  is  necessary  to  make  repeated 
examinations.  In  such  cases  acute  exacerbations  may  afford  stools  relatively 
rich  in  amoebse  even  when  intercurrent  examinations  have  been  negative 
several  times.  The  stools  should  be  as  fresh  as  possible,  unmixed  with 
urine,  and,  if  not  warm,  the  slide  examined  should  be  wanned  gently  or 
placed  on  a  warm  stage  so  as  to  induce  movements  of  the  amoebse.  If  an 
organism  which  possesses  active  amoeboid  movement  is  discovered  and  if 
it  contains  several  red  blood  cells  the  diagnosis  is  practically  assured. 

AVhen  examining  the  stools  it  is  essential  to  bear  in  mind  that  a  multitude 
of  intestinal  bacteria  are  also  present  and  that  various  parasites  other  than 
the  specific  amoeba  may  be  present.  Thus,  the  Trichomonas  intestinalis  and 
the  Cercomonas  intesiinalis  are  often  found.  Thayer  has  recorded  a  case  in 
which  the  Strongyloides  intesiinalis  was  present  as  an  additional  parasite. 

The  diphtheritic  form  is  to  be  suspected  if  from  the  first  the  patient 
seems  profoundly  adynamic.  Typhoid  fever  is  to  be  separated  from  dysen- 
tery by  the  fever,  the  rose  rash,  and  the  Widal  test. 

Prognosis. — The  prognosis  in  dysentery  depends  to  some  extent  upon  the 
variety  of  infection  which  is  present,  and  upon  the  hygienic  surroundings 
and  vitality  of  the  patient,  for  even  the  mildest  types  may  be  fatal  if  the 
patient  receives  bad  food  and  is  exposed  to  excessive  heat  or  cold  or  wet. 
When  the  hacUlta  of  Shiga  is  the  cause  the  prognosis  in  acute  cases  must 
always  be  most  guarded,  both  as  to  the  recovery  and  the  duration  of  the 
illness.  The  mortality  varies  greatly  in  different  epidemics  in  different 
parts  of  the  world.  Thus  in  Japan,  Shiga  found  it  varied  from  22  to  55 
per  cent  In  this  country  the  mortality  has  been  as  low  as  3  per  cent. 
The  general  state  of  emaciation  and  depression  must  always  be  con- 
sidered. If  the  stools  contain  gangrenous  sloughs,  the  outlook  is  of 
course  very  grave;  and  if  hiccough,  great  nervous  depression,  and  low 
delirium  develop,  the  outlook  is  probably  fatal. 

In  the  amoebic  type  the  development  of  abscess  in  the  liver  of  course 
adds  very  greatly  to  the  gravity  of  the  case ;  but  even  when  amoebic  abscess  is 
present  and  ruptures  into  the  lung,  it  is  possible  for  recovery  to  take  place, 
if  proper  surgical  measures  of  relief  are  undertaken. 

Even  the  most  urgent  cases  may,  when  apparently  near  to  death,  recover, 
but  convalescence  is  protracted. 

According  to  Duncan  prognosis  can  be  based,  to  some  extent  at  least,  on 
the  character  of  the  stools.  He  believes  a  good  result  can  be  foreshadowed 
in  those  cases  in  which  are  passed  mucus  with  minute  fecal  lumps,  stained 
or  not  with  blood,  and  in  which  the  blood  aftd  mucus  disappear,  after  which 
the  ordinary  fecal  characters  will  soon  manifest  themselves. 

The  prognosis  is  of  evil  omen,  according  to  Sir  Joseph  Fayrer:  (a) 
in  the  cases  in  which  pulpy  stools  without  blood  or  mucus  are  passed; 
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(b)  where  fluid  fecal  matter  is  from  time  to  time  passed  throughout  the 
iUness,  the  prognosis  is  uiifjivoruhle.  inasmur-li  as  these  characters  of  the 
stools  show  the  ilisease  to  l)c  extensive,  and  ailVcting  chiefly  the  upper  part 
of  the  large  as  well  as  in  some  cases  part  of  tlie  siiiall  intestine;  (c)  where 
the  stools  in  conjunction  with  the  symptoms  that  are  laid  down  as  character- 
izing the  true  amceUlc  dysentery  are  present,  the  prognosis  is  again  unfavor- 
alile,  on  account  of  the  high  mortality  tluit  is  said  to  attend  this  form  of 
the  disease;  (d)  the  prognosis  is  of  the  woi'st  possible  character  where  the 
stools  consist  of  blackish-red  or  blackish  fluid  with  a  horribly  putrescent 
odor,  and  of  bits  of  gangrenous  tissue.  Duncan  has  never  seen  a  patient 
passing  this  character  of  stool  recover. 

Treatment. — So  far  as  diet  is  concerned  it  is  self-evident  that  the  food 
should  consist  of  those  substances  which  are  readily  digested  and  al>sorbed 
from  the  stomach  and  the  duodenum,  in  order  that  as  small  a  residue  as 
possible  may  pass  on  tlownward  into  the  large  bowel.  Milk,  which  is  so 
universally  i*esorted  to  in  the  treatment  of  all  forms  of  diarrhaa,  is  not 
always  as  useful  a  form  of  imtriment  as  it  is  t!ioug]u  to  be;  for  not  uncom- 
monly it  will  be  found  that  when  milk  is  taken  it  remains  undigested,  or 
forms  curds  whltrh  are  indigestible  because  of  the  feeble  secretion  of  iligostive 
juice.  These  curds  pass  througli  the  liowels  and  afl'oni  pabulum  for  micro- 
organisms which,  in  turn,  are  Injurious  to  the  mucous  membrane.  If  it 
is  given,  it  should  certainly  be  diluted  freely  with  lime-water,  barley-water, 
or  Vichy  water,  or  else  it  sfiould  he  peptonized  in  order  that  its  digestion 
may  be  readily  performed;  and  it  is  of  vital  ira{X>rtance  in  this  connection 
that  it  should  be  given  in  small  tjuantilies,  fre<:|uently,  ratlier  than  in  large 
quantities.  Solid  food  is,  of  course,  contraindicated,  but  semi-solid  foods 
like  milk-toast,  the  digestion  of  which  is  aided  by  pancreatiu  or  taka-diastase, 
and  a  very  soft-boiled  egg.  will  often  prove  a  l>etter  diet  than  one  wliich  Is 
more  liquid,  but  less  nourishing,  since  the  physician,  in  tlie  presence  of 
dysentery,  is  faced  by  two  opposing  factors;  on  the  one  hand  a  feeble  diges- 
tion, and  on  the  other  hand  the  necessity  of  sup{>orting  vitality  to  the 
highest  possible  point  by  the  administration  of  proynT  foodstuffs. 

The  treatment  of  the  condition  itself  miiy  be  divided  into  three  methods, 
and  each  one  of  these  plans  finds  ardent  advocates  among  those  of  the  pro- 
fession who  have  had  sufficient  experience  to  make  us  feel  that  their  opinions 
are  of  value. 

The  ipecac  plan  may  be  considered  among  the  first  of  these,  and  it  cannot 
be  doubted  that  physicians  in  tropical  countries  have  foun<l  it  of  benefit  in 
so  large  a  number  of  cases  that  it  is  impossible  to  consider  that  they  have 
been  mistaken  in  their  clinical  observation.  As  Dr.  Woodhull,  late  Assistant 
Surgeon-Genera!  of  the  U.  S.  Army,  has  said,  the  one  remedy  which,  properly 
used,  is  as  conspicuous  in  dysentery  as  quinine  is  in  malaria  is  ipecacuanha. 
He  gives  the  following  directions  for  its  use; 

"The  stomach  must  be  empty  and  the  patient  recumbent.  About  twenty 
minutes  before  giving  the  ipecac  it  is  well  to  paint  the  epigastrium,  not 
the  whole  abdomen,  with  tincture  of  iodine,  or  to  apply  a  mild  sinapism 
sufficiently  to  induce  gentle  coimterirritation.  This  precaution,  however, 
may  sometimes  be  omitted,  or  may  be  deferred  until  the  medicine  has  been 
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taken.  Ten  or  15  minims  of  laudanum  may  be  given,  always  on  an 
empty  stomach,  to  be  followed  in  ten  or  twelve  minutes  by  from  15  to  30  or 
more  grains  of  ipecac  in  pill  fomi,  or  as  a  paste,  with  a  very  small  quantity 
of  water.  No  food  or  iimd  shouid  be  taken  for  at  least  four  hours,  and 
recumbent  rest  shoukl  be  strictly  maintained.  If  the  ipecac  is  administen-H 
in  pill  or  capsule  tlie  laudanum  may  be  mixed  with  it  instead  of  given 

f previously.  One  scruple  of  ipecac  and  1  grain  of  opium  can  be  made  into 
our  pills,  or  the  laudanum  can  he  put  in  the  pills.  Whvu  pills  are  used 
they  should  l>e  freshly  made.  Or  20  grains  of  Ipecac  can  be  susjiended 
in  2  fluidrachms  of  water  with  a  few  drops  of  an  aromatic  to  disguise  the 
taste.  It  is  never  advisable,  on  account  of  the  popular  idea  associated  with  it. 
to  disclose  the  name  of  the  medicine,  and  the  patient  shouUl  l>e  warned  to 
resist  any  inclination  to  vomit.  The  size  of  the  dose  should  he  in  proportion 
to  the  gravity  of  the  case.  Just  as  in  severe  colic  very  large  doses  of  opium 
are  tolerate*!,  and  in  pernicious  fever  enormous  quantities  of  quinine  are 
indicated,  so  in  dysentery  surprisingly  large  doses  of  ijiecac  are  well  borne, 
although  the  magnitude  of  the  dose  should  bear  some  relation  to  the  severity 
of  the  disease.  With  a  little  experience,  that  relation  will  .soon  be  deter- 
mined. Sixty  grains  is  not  a  maximum  dose  for  an  adult,  liut  with  onlinary 
acute  dysentery  from  15  to  25  grains  at  a  time  should  suffice.  If  the  first 
or  any  subsequent  dose  is  rejected,  which  rarely  hap]>ens  if  fhrse  rules  are 
carefully  followed,  it  is  to  be  repealed  after  a  short  interval.  The  retching 
or  vomiting  of  exhaustion  or  the  restlessness  of  delirium  is  no  bar,  but 
mUier  an  inducement  to  this  treatment;  and  small  c!u*ldren  or  delicate 
women  can  take  it  with  impunity  in  proportionate  amouiits. 

"The  common  course  in  acute  dysentery  is.  first,  the  relief  of  pain,  next 
the  subsidence  of  fever,  and  then  the  cessation  of  the  hlocxly  discharges. 
The  U5ual  sign  that  recovery  is  at  hand  is  a  painless,  copious,  .semi-fluid 
evacuation,  much  the  color  of  tlie  ijjecacuanha  powder,  not  black  as  has 
been  stated.  The  medicine  then  may  be  reduced  or  entirely  suspended. 
In  acute  ca-ses  these  results  will  follow  very  quickly.  In  chronic  dysentery 
complete  recovery  may  be  dehiyetl  or,  indeed,  may  fail  of  absolute  attain- 
ment, but  great  amelioration  may  be  confidently  anticipnted.  That  the 
powder  should  be  [)ure  and  comparatively  fresh  is  always  essential." 

The  second  method  of  treatment  is  the  purgative  plan,  which  has  come 
fonvani  largely  within  the  last  few  years,  probably  because  of  increasing 
experience  on  the  part  of  American  and  Knglish  surgeons  in  the  Phjlip]>ines 
and  in  South  Africa,  ('linical  evidence  is  rapitlly  accumulating  which  proves 
beyond  all  doubt  that  in  a  certain  proportion  of  cases  of  acute  dysentery 
tlie  employment  of  sulphate  of  magnesium  combined  with  aromatic  sulphuric 
acid  is  a  most  advantageous  method.  The  bowels  are  first  thoroughly 
moveti  with  Epsom  salts  or  with  Kochelle  salts,  and  then  aromatic  sulj>hurie 
acid  is  given  freely,  so  that  it  will  exercise  its  well-known  astringent  or 
constipation  influence.  This  plan  is  a  more  rational  one  than  that  which 
concerns  the  employment  of  i|>t*eac,  in  that  it  is  a  well-known  fact  that  the 
micro-organisms  which  are  commonly  found  in  the  intestines  in  dysenteric 
cases  are  destroyed  or  rendere<I  inert  Ixy  an  acid  rnedinin,  and  it  hits  long 
been  known  by  the  profession  that  the  administration  of  sulphuric  acid  is 
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apt  to  produce  an  acid  reaction  of  the  stools,  so  that  its  beneficial  influence 
in  dysentery  does  not  rest  alone  upon  its  astringent  effect,  but  upon  its 
power  to  destroy  the  infecting  niicro-organisras,  just  as  its  use  in  Asiatic 
ciiolera  meets  the  double  indication  of  restraining  diarrhoea  and  destroying 
the  comma  bacillus. 

The  third  plan  of  treatment  consists  in  the  administration  of  iiiie^tinal 
antbeptics,  of  which  perhaps  bismuth  salicylate,  lx*nzonaphthoI,  and  sulci 
have  been  most  commonly  employed.  Theoretically,  it  is  easy  to  conceive 
that  these  substances  may  be  ativantageous,  but  practical  experience  has 
shown  that  they  fail  to  exercise  the  degree  of  antiseptic  influence  with  which 
they  are  credited,  and  they  arc  nut  of  sufficient  importance  to  justify  their 
emplo}Tnent  to  the  exclusion  of  the  ipecac  or  saline  methods  which  have 
just  been  described.  The  employment  of  calomel  and  corrosive  sublimate 
with  good  results  in  these  ciuse^s  rests  upon  the  fact  that  they  increase  the 
activity  of  the  liver,  both  in  destroying  toxic  material  ;iiul  in  secreting 
bile. 

Without  doubt  heal  treatinent  by  high  intestinal  irrigations  is  of  very 
great  value.  Copious  clysters  which  will  reach  far  up  into  the  descending 
and  transverse  colon  are  necessary.  In  a  mimber  of  instances  the  writer 
fouuil  (hat  injections  of  sulphocarlx)late  of  zinc,  in  the  pn:)portion  of  20 
grains  to  the  pint,  have  produced  very  satisfactory  results,  the  zinc  acting 
both  as  an  astringent  and  antiseptic.  Other  practitioners  have  employe<J 
copious  injections  of  weak  solutions  of  nitrate  of  silver  of  the  strength  of 
1  drachm  to  4  pints.  The  tenesmus  which  is  frequently  associated  with 
the  dysenteric  condition,  or  on  the  introduction  of  the  soft  rectal  tnl>e,  can 
sometimes  l>e  avoi<led  by  the  use  of  a  10  grain  iodofonn  sup[X)sitory  used 
half  an  hour  before  tlie  injection  is  to  be  given.  This  supjK)sitory,  by  its 
local  aniesthetic  effect,  is  of  service,  and  I  have  thought  that  the  absorption 
of  the  iodine  from  it  was  also  advantageous. 

The  method  of  giving  the  intestinal  lavage  is  of  considerable  importance. 
It  should  not  be  given  with  a  Davidson  or  other  pumping  syringe,  but 
always  by  means  of  a  fountain  syringe  or  surgical  irrigator.  The  hydro- 
static pressure  em[)loyecl  sliuuld  never  be  greater  than  two  or  three  feet, 
and  it  is  much  better  that  the  injection  should  be  gently  given,  so  that  it 
takes  fifteen  or  twenty  minutes  to  find  its  way  up  into  the  intestine,  than 
that  it  should  be  delivered  forcibly  enough  to  produce  angry  contractions 
of  the  bowel,  which  will  cause  great  agony  and  so  much  irritation  that  the 
treatment  makes  the  patient  worse. 

Where  great  irritability  of  tlie  Ixjwel  exists  it  is  probably  better  to  employ 
two  rubber  catheters  side  by  side,  one  liefng  for  the  intake  and  the  other 
for  the  outflow,  since  in  this  way  great  distention  of  the  bowel  is  avoided. 
In  instances  in  which  cold-water  injections  seetn  inadvisable  very  hot  water 
may  be  employed,  but  it  is  distinctly  disadvantageous  to  employ  tepid  water, 
which  has  a  relaxing  and  enervating  effect,  and  does  not  (X)ssess  the  healthy 
stimulant  effects  of  marked  cohl  or  high  heat.  Often  it  is  best  to  employ 
normal  saline  solution,  since  by  this  means  maceration  of  the  intestinal 
mucous  membrane  is  avoided. 

Specific  treaimetU  for  bacillarj'  dysentery  promises  much  for  the  future. 
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Attempts  to  produce  a  protective  and  curative  serum  have  been  made,  and 
Shiga  maintains  that  he  reduced  the  mortality  of  dysentery  one-third  by 
the  use  of  such  ^  substance.  Up  to  November  1,  1899,  he  had  treated 
156  cases  with  his  serum,  with  a  mortality  of  8.5  per  cent.  During  the  same 
period  166  cases  in  Tokio  and  Honjo  Hospitals  under  ordinary  treatment 
gave  a  mortality  of  37.9,  and  398  at  Komogone  Hospital  gave  a  mortality 
of  34.6.  In  private  practice  also  mortality  was  high,  1119  cases  giving  a 
percentage  of  28.5.  Kitasato  likewise  obtained  a  low  mortality  rate  by  this 
plan  of  treatment.    (See  Cholera  Infantum.) 

Another  form  of  specific  treatment  is  that  which  is  directed  to  combating 
amoebic  dysentery  by  means  of  injecting  quinine  bisidphate,  in  the  strength 
of  1 :  5000,  sufficiently  high  in  the  rectum  for  it  to  exercise  its  fatal  effect 
upon  the  amoeba  coli.  Thymol  1 :  2500  may  also  be  used  in  this  way. 
(Thomas)-  Harris  has  highly  recommended  hydrogen  peroxide  given  by 
injections  as  a  parasiticide. 

Stimulants  well  diluted  with  water  or  with  nutritive  broths  should  be  given 
if  needed,  and  strychnine  and  quinine  employed  in  convalescence  as  tonics. 

For  the  control  of  the  diarrhoea  when  excessive,  enemata  of  deodorized 
tincture  of  opiiun  and  starch-water  are  very  useful. 


EPIDEMIC  GANORENOnS  PROOTITIS. 

Defixiition. — Epidemic  gangrenous  proctitis  is  an  acute  contagious  disease 
appearing  as  a  rapidly  spreading  ulceration  of  the  anus  and  rectum,  with 
prolapse  and  gangrene  of  the  ulcerated  rectum  and,  in  a  large  proportion 
of  cases,  death  in  coma  or  convulsions. 

This  disease,  originally  believed  to  be  limited  to  narrow  areas  in  Central 
and  South  America,  is  now  known  to  occur  much  more  widely  throughout 
the  tropical  zones.  It  is  generally  distributed  in  tropical  South  America 
and  in  Central  America.  It  has  been  observed  in  the  Philippines,  the 
Celebes,  and  New  Guinea. 

There  is  some  question  whether  this  affection  should  be  regarded  as  a 
distinct  disease  entity  or  not.  I  (Kieffer)  regard  it  as  a  localization  of  an 
intense  dysenteric  process  unusually  low  in  the  colon,  without  hazarding 
any  theory  as  to  the  cause  of  the  localization.  This  idea  is  strengthened  by 
the  well-known  liability  in  children  to  intussusception  above  the  sigmoid 
in  acute  dysentery.  It  is  quite  fair  to  assume  that  the  mechanism  of  the 
extrusion  of  the  rectum  in  these  cases  is  the  same. 

Etiology. — Nothing  is  known  of  the  direct  cause  of  this  curious  condition. 
Ackers,  of  Curacao,  states  that  it  is  the  common  belief  of  the  natives  in 
Venezuela  that  the  disease  is  caused  by  eating  unripe  maize,  of  which  the 
children  are  particularly  fond.  This  seems  hardly  probable,  although  the 
symptoms  of  pellagra,  which  are  assumed  to  be  due  to  fermented  maize, 
would  indicate  the  possibility  that  unripe  maize  may  account  for  the 
symptoms.  The  disease,  however,  has  been  observed  in  countries  in 
which  maize  is  practically  an  unknown  food  product.  I  (Kieffer)  have 
leported  one  case  in  which  the  BacUlvs  pyocyaneus  was  undoubtedly  the 
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active  organism.  A  high  degree  of  humidity  seems  an  essential  condition 
to  the  development  of  tlie  disease.  Ackers  observed  this  disease  in  fowls 
and  the  smaller  domestic  animals,  occasionally  in  calves.  In  Venezuela 
and  New  Guinea  the  disease  is  confined  to  children,  particularly  those  of 
the  poorer  classes,  and  in  the  rest  of  the  iropiral  world  it  also  holds  true 
that  children  are  more  fre<jnently  attacked  than  adults. 

Pathology. — The  rectum  and  anus  in  early  stages  are  alTected  hy  deep 
ulcers  overlai(J  with  a  diphtheroid  psendomembrane.  Two  forms  can  usually 
be  tiistinguished:  the  low  form  with  limitation  of  the  lesions  to  the  rectum 
between  the  sphincters  and  the  high  form  in  which  the  disease  extends  well 
up  to  the  sigmoid. 

Symptoms. — The  disease  begins  with  local  symptoms  referred  to  the  anus 
and  rectum.  There  is  burning  and  intolerable  itching  followed  by  severe 
dysenteric  symptoms.  After  twelve  to  twenty-four  hours  there  is  more  or 
less  constant  and  severe  tenestnus. 

The  evacuations,  at  first  feculent,  become  mucoid  and  finally  consist 
entirely  of  mucus  and  blood.  The  distress  grows  urgent,  effort  and  pain 
become  continuous,  and  there  is  a  constant  flow  or  bubbling  out  of  slimy 
mucus  staincil  witli  blood,  or  almost  pure  frothy  blood.  The  evacuations 
are  very  fetid.  As  the  di.sease  progresses  there  is  profound  collapse. 
Nervous  symptoms  appear  and  the  patients  become  either  delirious  or 
comatose.  In  children  there  may  be  convulsion.s.  Emaciation  is  rapid 
and  death  usually  occurs  in  convulsions  or  coma.  If  the  patient  sur- 
vives this  stage  the  rectum  is  extruded  and  undergoes  rapid  necrosis  and 
sloughing. 

In  the  early  stages  the  diagnosis  between  epirlcmic  gangrenous  rectitis 
and  dysenteric  lesions  in  the  descending  colon  can  only  be  made  by  exami- 
nation of  the  rectum.  In  advancetl  cases  the  condition  is  self-evident.  The 
mortality  is  very  high,  but  even  comatose  patients  need  not  be  despaired 
of.  Recovery  occasionally  occurs  after  prolapse  and  sloughing  of  the 
rectum. 

Treatment. — ^The  Venezuelan  treats  this  disease  by  introducing  lemon- 
juice  or  diluted  aguardiente  into  the  rectum.  When  extrusion  of  the  rectum 
occurs  he  keeps  it  dry  by  dusting  with  wood-ashes.  Indications  are  for 
active  antisepsis  of  the  rectum  with  diluted  creolin  or  hydrogen  peroxide. 
Opium  will  be  necessary  for  the  control  of  pain,  and  is  best  applied  directly 
to  the  diseasci]  area.  If  prolapse  occurs  no  effort  should  be  made  at  first  to 
replace  it.  The  rectum  should  be  dusted  with  an  antiseptic  jwwxler  or 
freshly  made  charcoal.     If  gangrene  occurs  the  rectum  must  be  extirpated. 


HILL  DIARRHCEA. 


Definition. — An  acute  morning  diarrhoea  with  white  stools  and  attendeil 
by  marke<l  flatulency.  It  is  a  disease  of  the  acclimatized  and  not  of  the 
new-comer  in  the  tropics. 

Btiology. — The  etiological  factors  in  the  production  of  hill  diarrhoea  are, 
first,  prolonged  residence  in  hot  countries  with  the  establishment  of  acclima- 
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tization,  then  an  unaccustomed  altitude,  five  to  six  thousand  feet,  with  a 
high  degree  of  humidity.  Under  these  conditions  the  dweller  in  the  low, 
hot  plains  who  goes  to  the  hills  is  very  prone  to  fall  a  victim  to  this  disease. 
It  is  consequently  observed  when  business  or  relaxation  takes  the  colonists 
into  mountainous  portions  of  the  tropics.  It  is  common  in  the  hill  sana- 
toria of  tropical  countries,  particularly  in  India,  where  it  was  named  Hill 
diarrhoea,  Simla  diarrhoea,  etc.  Hill  diarrhoea  bears  a  very  close  resemblance 
to  sprue.  The  cardinal  symptoms  differ  only  in  degree,  but  the  tendency 
of  hill  diarrhoea  is  so  constantly  to  recovery,  and  that  of  sprue  so  constantly 
downward,  that  they  must  be  considered  separately. 

Pathology. — ^Very  little  is  known  of  the  pathology  of  this  peculiar  con- 
dition. It  seems  to  be  dear  that  there  is  a  temporary  suspension  of  function 
of  the  liver  and  pancreas.  This  is  probably  the  expression  of  exhaustion 
resulting  from  the  extra  strain  on  already  overworked  digestive  organs 
seeking  to  adapt  themselves  to  a  further  change  of  climatic  conditions. 
Scheube  thinks  this  condition  depends  on  an  atonic  state  of  the  colon  which 
he  believes  to  be  a  common  sequel  to  long  residence  in  hot  countries,  and 
that  the  diarrhoea  is  due  to  chilling  of  the  abdomen  in  the  unaccustomed 
cold  and  dampness  of  the  early  morning  hours  of  the  mountainous  re^on 
of  the  tropics. 

TTie  tendency  in  the  vast  majority  of  cases  is  to  prompt  readjustment 
and  restoration  within  one  or  two  weeks.  A  small  proportion  of  cases 
persist  and  may  end  in  tjrpical  sprue.  Crombie  reports  cases  in  which  cure 
has  taken  place  only  when  the  patients  returned  to  the  plains.  In  these 
cases  every  visit  to  the  hills  was  followed  by  this  diarrhoea. 

Symptoms. — Shortly  after  arrival  in  the  mountains  the  patient  is  troubled 
with  dyspeptic  symptoms  and  a  morning  diarrhcea.  On  the  succeeding 
days  the  diarrhoea  becomes  more  troublesome  until  it  reaches  eight  to  ten 
movements  daily.  It  comes  on  in  the  early  morning,  at  or  near  dawn,  with 
a  sudden  call  to  stool.  It  continues  during  the  forenoon  and  ceases  abruptly 
abotU  mid-day.  There  is  very  little  pain  and  that  only  as  a  vague,  inde- 
tenninate  discomfort  over  the  colon,  and  no  tormina  or  tenesmus.  The 
movements  are  large  and  frothy,  they  are  devoid  of  coloring  matter,  and 
look  like  stirred  mortar  or  whitewash.  They  have  an  unpleasant,  mawkish 
odor.  Dyspeptic  symptoms  are  pronounced.  There  is  distress  after  eating ^ 
particularly  in  the  morning,  and  there  may  be  marked  tympanitic  distention 
of  the  abdomen. 

Treatment. — ^Treatment  is  directed  to  the  restoration  of  intestinal  digestion 
and  the  maintenance  of  a  relative  degree  of  rest  to  the  gastrointestinal  tract 
by  putting  the  patient  on  liquid  or  milk  diet.  Small  doses  of  calomel  to 
stimulate  the  hepatic  function  are  of  value.  Similarly  pilocarpine  should  be 
tried  with  the  idea  of  increasing  the  flow  of  the  pancreatic  secretion.  Judicious 
use  of  the  digestive  ferments  should  be  made.  These  patients  should  be 
advised  to  keep  to  their  beds  during  the  morning  hours.  In  persistent  cases 
it  may  become  necessary  to  send  the  patients  down  to,  or  near,  the  sea  level. 
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SPRUE  (PSILOSIS). 

Definition. — Sprue  (Atrophic  Enteritis  of  the  Tropics)  is  not  a  distinct 
morbid  entity;  it  Is  but  a  terminal  condition  of  many  devitalizing  and 
depressing  factors.  Sprue  way  be  defined  as  a  chronic  catarrhal  inflam- 
mation of  the  entire  alimentary  tract  tending  ultimately  to  most  extensive 
atrophy  of  the  gastrointestinal  glandular  structures,  characterized  clinically 
by  three  cardinal  symptoms — ^sore  mouth,  flatulency,  and  diarrhoea. 

Sprue  is  a  disease  of  the  entire  tropical  world.  The  Malayan  Archipelago, 
particularly  the  Philippine  Islands,  South  China,  Amoy,  Ceylon,  Java,  and 
the  Malayan  Penin;>ula  are  the  regions  of  its  greatest  development. 

It  is  not  seen  in  subtropical  or  temperate  ziines,  unless  in  importe<J  cases, 
with  the  exception  of  Japan  and  northern  China.  It  has  been  known  by 
many  names,  all  of  thera  referring  to  one  or  another  of  the  peculiar  clinical 
manifestations  of  t!ie  disease.  Thus,  it  has  been  calk-d  ''diarrhoea  alba," 
•*  aphthiE  tropicae,"  "Ceylon  sour  mouth."  and  "while  flux."  The  name 
spru^  was  given  to  it  by  the  Dutch,  who  found  it  a  veritable  plague  in  their 
Javanese  possession.  Since  the  United  States  has  acquired  colonies  in  the 
sprue  recjion,  imported  cases  have  become  fairly  numerous  througliout  tliis 
country,  and  iheir  consideration  is  of  great  interest  to  the  general  practitioner. 

Etiology. — -Extensive  stuilies  of  the  disease  have  failed  to  show  any  sf>ecific 
etiological  factor.  There  is  some  argument  whether  spnxe  should  be  con- 
sidered a  specific  disease  or  whether  it  should  be  considered  as  a  terminal 
state  following  other  lesions.  Sarabon  maintains  the  former.  Extensive 
studies  by  army  surgeons  in  Manila  show  that  the  latter  view  is  the  correct 
one.  The  disease  commonly  develops  in  the  tropics,  but  may  lie  dormant 
for  years  after  the  return  of  the  colonist  to  his  home  in  the  temperate  zone. 

The  conditions  that  predispose  to  the  development  of  sprue  are  the 
following:  The  large  majority  of  cases  follow  chronic  amoebic  dysentery  and 
its  sequehe,  chronic  ulceration  of  the  colon  and  abscess  of  the  liver,  with 
prolongetl  suppuration.  Following  dysentery  the  intestinal  parasites,  and 
chief  of  these  the  uncinaria,  are  common  antecedents  of  sprue.  Next  is 
the  general  deterioration  in  chronic  malarial  poisoning,  and  lastly  syphilis 
is  a  cause.  To  these  must  be  added  the  physical  deterioration  incident  to 
prolonged  residence  in  hot  climates,  even  when  no  acute  illness  is  suffered, 
and  the  following  depressing  conditions:  childbirth  and  miscarriage,  chnmic 
disease  of  the  kidneys,  supptirating  lesions  anywhere,  excessive  fatigue, 
long  marches,  and  prolonged  campaigns.  .Some  writers  report  the  develop- 
ment of  sprue  as  following  the  prolonged  administration  of  iodides  and 
mercury.  Numerous  organisms  have  been  described  as  the  cause  of  sprue 
and  several  parasites,  particularly  the  strongyloides.  Amcebie  are  almost 
constantly  found  and  various  bacilli  of  the  typho-colon  group,  but  these 
must  all  be  considered  remnants  of  the  preceding  patliological  condition 
rather  than  direct  causes  of  the  disease  itself. 

Pathology. — Postmortem  examinationshows  complete  loss  of  subcutaneous 
and  mesenteric  fat.  The  tissues  and  cavities  are  extremely  dry;  the  small 
intestine  presents  extreme  thinning  of  its  walls  with  atrophy  of  the  mucosa 
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and,  in  some  cases,  entire  destruction  of  the  glandular  structures.     The 
serous  coat  is  normal.    Swelling  and  ulceration  of  Poj^er's  patches  are  seen 
and  in  many  cases  the  colon  presents  the  usual  appearances  of  recent  or 
present  dysentery.     Paretjchymatous  changes  occur  in  the  pancreas,  liver 
and  kidneys,  and  occasional  areas  of  fatly  degeneration  are  present. 

Symptoms. — Sprue  is  essentially  a  very  chronic  disease.  The  average 
duration  is  from  one  to  two  years,  although  cases  lasting  ten  years  or  more 
are  not  by  any  means  unusual.  Tlie  patient  is  emacioicd  and  anaemic. 
The  complexifw  is  mwldtj  and  saUow.  There  is  greal  lass^ifude  ainl  weak- 
ness, and  mental  irrital»ility  with  pronounced  disinclination  for  physical  and 
mental  labor.  The  disea.se  passes  through  numerous  stages  of  ameliora- 
tion and  numerous  recrudescences,  but  its  general  tendency  is  always  down- 
ward. The  principal  symptoms  of  spnie  are  tiarr  moufh,  diarrhwa,  and 
flaiulenre. 

The  TTWuih  Irxion.s  of  sprue  are  constant  and  striking.  On  examination 
jthe  tongue  is  found  unusually  clean.     The  organ  is  small,  pointed,  and 

mewhat  yellowish.  Along  the  tlorsum  of  the  tongue,  along  its  edges,  and 
on  the  under  side,  particularly  along  the  fraMium,  there  are  numerous,  fine, 
minute  ulcers,  with  a  thin,  aphthous  pellicle.  These  aphthous  spots  may  also 
be  present  on  tlie  uvula  and  palate.  Very  commonly  the  tongue  is  covered 
with  very  superficial  erosions  from  one-eighth  to  one-fourth  of  an  inch  in 
diameter,  frequently  coalescing  and  resulting  in  a  serpiginous  appearance. 
Wliere  these  market!  lesions  are  temporarily  absent,  the  tongue  still  has  an 
unusually  clean,  dry,  glazed  appearance,  and  looks  very  much  as  though 
it  had  been  recently  vamisheih  The  condition  in  ohler  patients  may  be 
verj'  much  accentuated  and  extensive  fissures  may  develop.  The  patient 
complains  of  soreness  that  may  be  limited  only  to  the  tongue,  or  may 
involve  the  palate  or  uvula,  or  tlie  entire  mouth.  He  particularly  complains 
of  burning  or  a  stinging  pain  on  taking  salt  or  highly  seasoned  food. 
Occasionally  the  pain  is  also  present  on  deglutition^  and  the  progress  of 
the  food  bolus  on  its  way  to  the  stomach  is  indicated  by  a  burning  and 
siijiffing  pain  in  the  (jidlei,  showing  that  the  oesophagus  is  in  the  same 
condition  as  the  mouth.  NauJtea  and  vomiting  are  sometimes  present  in 
advanced  cases,  the  vomiting  coming  on  without  reference  to  the  time  of 
taking  food.  Eructaiix)fUi  and  wnterbra.sk  are  present;  the  appetite  is  very 
variable,  sometimes  lacing  entirely  absent,  at  other  times  ravenous. 

Flaixdenee  is  quite  marked.  The  patient  is  swollen  until  the  abdomen  is 
tense  and  drum-like.  In  this  condition  the  apjxnirance  of  the  very  much 
jmaciated  figure,  with  extremely  thin  arms  and  legs,  and  large,  inflated 
omen,  is  very  characteristic.  The  flatulence  is  always  aggravated  by 
taking  foo<l  and  is  acannpanied  by  a  constant  sense  of  oppres,sion  and  a 
gnawing  and  burning  pain  in  the  stomach. 

Diarrhaa  is  the  most  distinctive  and  constant  symptom.  There  may  be 
only  one  or  two  movements  daily  or  there  may  be  as  many  as  ten  or  twelve. 
T^ey  are  usually  passed  without  pain;  they  vary  very  much  in  their 
character,  but  are  nearly  always  liquid  or  aemi-liquid.  They  are  frothy, 
white,  and  have  a  fetid,  mouse-like  odor.  Manson  describes  them  as 
looking  like  recently  stirred  whitewash.    They  are  usually  remarkably  large. 
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Their  reaction  is  commonly  acid.  Microscopically  they  are  found  to  contain 
bowel  structure,  a  few  red  blood  cells,  and  intestinal  parasites,  of  which 
amoebce  are  the  most  frequent. 

As  the  disease  advances  eviadaiion  and  asthenia  become  extreme.  The 
skin  is  dry  and  scurfy,  the  patient  is  unable  to  assimilate  or  retain  food, 
and,  in  many  instances,  he  involuntarily  abstains  from  it  on  account  of  the 
severe  pain  in  the  mouth  and  throat.  In  all  marked  cases  there  is  secondary 
an(pmia,  the  red  blood  corpuscles  being  reduced  as  low  as  1,000,000,  with 
some  degree  of  poikilocytosis  and  no  leukocytosis. 

DlajrnoBis. — Diagnosis  presents  no  difficulties,  when  the  existence  of  such 
a  disease  as  sprue  is  known  and  its  cardinal  symptoms  are  remembered. 
Incomplete  cases  in  which  one  or  the  other  symptom  may  predominate  or 
be  absent  may  give  rise  to  some  difficulties. 

Sprue  in  particular  must  not  be  confounded  with  chronic  dysentery, 
although  it  is  difficult,  in  cases  where  sprue  develops  from  dysentery,  to 
definitely  mark  the  period  where  the  one  disease  begins  and  the  other  ends. 

Prognosis. — If  treatment  is  instituted  before  the  atrophy  of  the  bowel  is 
too  far  advanced,  cure  is  the  rule.  If,  however,  so  much  of  the  secreting 
surface  of  the  bowel  is  destroyed  as  to  make  assimilation  impossible,  death 
is,  of  course,  inevitable. 

Treatment. — Treatment  consists  in  putting  the  patient  on  absolute  milk 
diet.  He  should  preferably  be  kept  in  bed  and  milk  administered  in  small 
feedings.  The  quantity  is  increased  as  rapidly  as  possible,  the  mouth 
symptoms  ami  the  appearance  of  unchanged  milk  in  the  bowel  movements 
being  the  intlex  as  to  the  quantity  to  be  taken.  If  there  be  any  increase 
in  the  amount  of  soreness  of  the  mouth,  the  milk  must  be  reduced  for  a  time 
and  later  gradually  increased,  until  the  patient  is  taking  from  four  to  six 
quarts  daily.  This  regimen  must  be  persisted  in  from  four  to  six  weeks 
after  the  mouth  symptoms  disappear  and  the  bowel  movements  become 
solid.  Then  soft  diet  should  be  resumed  very  carefully.  Where  milk 
cannot  be  taken,  pure  meat  diet  may  be  used  or  an  exclusive  diet  of  meat- 
juice.  Success  has  also  attende<l  the  exclusive  use  of  a  fruit  diet.  Recent 
observations  have  shown  the  value  of  fruit,  particularly  of  berries,  in  the 
treatment  of  sprue  as  well  as  chronic  dysentery.  Manson  reports  the  case 
of  a  man  over  fifty  years  of  age,  at  which  time  of  life  the  prognosis  in  cases 
of  sprue  is  exceedingly  grave.  The  patient  was  first  treated,  with  little 
benefit,  with  milk  diet  and  other  special  diets;  finally  the  patient  was  put 
on  a  diet  of  strawberries.  The  stools  at  once  improved  and  the  patient  was 
soon  restored  to  health.  This  was  not  the  only  case  in  which  recovery 
followed  the  use  of  strawberries.  Manson  considers  this  a  decided  advance 
in  the  treatment  of  sprue.  Medicinally  salol  and  Dover's  powder  may  be 
given  for  control  of  the  diarrhoea.  For  their  tonic  and  reconstructive 
properties  iron  and  arsenic  should  he  used.  ThCvSe  drugs  have  been  shown 
to  be  of  particular  advantage  in  this  disease  when  used  by  hypodermic 
injection. 
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NASHA  FEVER. 

Nasha,  nasa,  or  nakra  fever,  first  described  by  Fernandez  and  Mitra 
in  1894,  IS  a  specific  fever  confined  to  certain  sections  of  India.  It  is  pre- 
ceded by  marked  congestion  of  the  nose  and  circumscribed  dwelling  of  the 
nasal  septum.  The  disease  begins  with  malaise,  headache,  and  severe  pain 
in  the  muscles  of  the  neck,  back,  and  shoulders.  There  may  be  a  small, 
diffuse,  rosy  eruption.  The  fever  is  moderate  and  usually  lasts  from  three 
to  five  days,  gradually  subsiding  with  the  disappearance  of  the  nasal  symp- 
toms. In  rare  instances  sudden  diminution  of  the  local  symptoms  has  been 
followed  by  severe  cerebral  symptoms,  coma,  and  death. 

The  etiology  is  unknown.  It  occurs  principally  in  adults,  children  and 
the  aged  being  relatively  immune,  and  it  comes  on  usually  in  the  summer 
months.  Exposure,  unhygienic  surroundings,  and  poor  food  seem  to  be  the 
predisposing  factors.    One  attack  does  not  confer  immunity. 

There  are  some  reasons  for  believing  this  to  be  an  atypical  form  of  malaria. 
It  occurs  in  highly  malarious  localities,  where,  according  to  Bose,  swelling 
of  the  nasal  mucosa  is  a  common  symptom  with  fever.  As  against  this 
theory,  the  malarial  parasite  has  not  been  found  in  all  eases  and  quinine 
is  said  not  to  be  effective. 

Treatment  b  symptomatic.  Puncture  of  the  swollen  septum  is  said  to 
give  great  relief  to  the  local  and  general  symptoms. 


MALTA  FEVER. 

Definition. — Malta  fever,  or,  as  it  is  sometimes  called,  "undulant  fever," 
b  a  disease  which  is  comparatively  common  in  the  island  of  Malta.  The 
malady  occurs  not  only  in  Malta,  but  along  the  shores  of  the  Mediterranean 
Sea,  and  so  is  sometimes  called  "  Mediterranean  Fever."  When  it  occurs  at 
Gibraltar  it  is  called  **  Gibraltar  Fever  "  or  "Rock  Fever,"  and  when  in 
Italy, "  Neapolitan  Fever."  The  malady  is  due  to  an  infection  by  the  Micro- 
coccus mditensis.  Its  chief  clinical  characteristic  is  wave-like  or  undulant 
curves  of  febrile  movement.  There  are  also  recurring  exacerbations  of  fever 
with  profuse  sweats,  pains  in  the  limbs,  swelling  of  the  joints,  and  enlarge- 
ment of  the  spleen. 

History  and  Oeographical  Distribntion. — Although  the  first  accurate  account 
of  this  disease  was  published  in  1861  by  J.  A.  Marston,  who  described  it 
under  the  name  of  Mediterranean,  remittent,  or  gastric  remittent  fever,  it 
probably  has  been  endemic  in  the  islands  and  along  the  shores  of  the  Mediter- 
ranean Sea  for  centuries.  Hippocrates  described  cases  of  continued  remittent 
fever  which  in  their  entire  symptom-complex  correspond  with  certain 
manifestations  of  undulant  fever,  and  references  to  a  protracted  form  of 
fever  prevailing  in  Mediterranean  countries  were  made  by  writers  of  the 
eighteenth  century  and  by  Sir  William  Burnett  and  Dr.  Hennon  early  in  the 
nineteenth  century.  While  the  disease  is  most  common  at  Malta,  Gibraltar, 
b  the  Balearic  Islands,  in  Cyprus,  in  Crete,  and  along  the  southern  coast 
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of  Italy,  evidence  is  constantly  being  produced  to  show  that  it  has  a  wide 
distriliution  throughout  tropical  and  subtropical  regions.  Cases  of  un- 
doubted authenticity  have  been  reported  from  China,  India,  Porto  Rico,  and 
the  Pliilippine  Islands,  and  a  fever  occurring  in  Venezuela  closely  resembles 
it  clinically,  although  no  cases  in  which  the  specific  organism  has  been 
obtaineti  in  cases  in  that  countrv  are  on  record.  Recent  investigations 
have  revealed  its  presence  in  the  United  States,  hut  all  of  the  patients 
seem  to  have  contracted  the  disease  in  some  one  of  its  entiemic  foci.  The 
6rst  case  was  reportetl  in  189S  by  Musser  and  Sailer,  in  Philadelpliia,  eight 
cases  have  been  treated  in  the  Army  and  Navy  Hospital  at  Hot  Springs, 
Arkansas,  and  another  has  recently  been  reported  from  Texas  by  Major  C. 
F.  Mason,  of  the  U.  S.  Army. 

Etiology. — The  pathogenic  organism  of  Malta  fever  is  the  Micrococaa 
vietUcrufif,  which  was  discovered  in  1887  by  David  Bruce,  who  isolated  it  in 
pure  culture  from  the  spleens  of  nine  patients  who  die<l,  and  found  it  in 
two  instances  in  blood  drawn  from  the  spleen  iluring  life.  This  microbe  is 
a  minute,  round  or  ova!  coccus,  staining  readily  witSi  the  aniline  dyes,  but 
not  by  Grain's  method.  It  grows  very  slowly  in  I>ouillon,  agar-agar,  and 
gelatin,  and  agglutinates  when  placed  in  blood  serum  drawn  from  indi- 
viduals affected  with  the  disease,  A  jdint  commission,  appointed  by  the 
British  Gt>vcnmient,  has  proved  it  fjossessrs  great  vitality,  for  the  organism 
was  found  alive  after  sixty-nine  days  in  dried,  sterilized  manured  soil, 
after  eighty  days  on  dried  fabrics,  after  seventy-two  days  in  damp  soil,  and 
after  tliirty-seven  ilays  in  sterilized  Avater.  When  injected  Into  monkeys  it 
produces  a  malady  similar  to  Malta  fever,  and  its  specific  action  in  the 
human  subject  has  been  demonstrated  by  several  cases  of  accidental  inoc- 
ulation. Some  investigators  believe  that  this  organism  gains  entrance  to 
the  body  through  the  alimentary  organs,  others  think  that  it  enters  through 
the  respiratory  tract,  while  still  others  are  of  the  opinion  that  mosquitoes 
are  the  agents  of  its  dissemination,  IVLmkeys  have  been  infectefl  at  the 
will  of  an  experimenter,  when  forced  to  l>reathe  an  atmosphen?  laden  with 
dust  containing  the  spmfic  organism.  Horrocks  hixs  shown  that  in  regions 
in  which  tlie  disease  is  prevalent,  inileh  goats  art*  often  infected  and  that 
they  may  excrt^te  the  micro-cirganism  in  (heir  niilk,  so  infetling  human 
beings  who  partake  of  it.  Malta  fever  is  a  disease  of  summer,  being  most 
prevalent  in  June  and  July.  Persons  of  all  ages  are  subject  to  it,  although 
the  periml  of  its  greatest  incidence  is  said  by  Maltese  physicians  to  be 
between  the  sixth  and  the  thirtieth  years.  Sex  appears  to  l)e  without 
influence  in  its  causation.  One  attack  appears  to  confer  immunity,  at 
least  for  a  number  of  years. 

Pathology. — The  gross  morbid  changes  observed  after  death  vary  some- 
what according  to  the  stage  of  the  disease  in  which  death  occurs.  In  those 
cases  which  die  during  the  first  four  weeks  of  the  attack,  the  spleen  is  invari- 
ably congested  and  enlarged  and  often  is  so  soft  that  it  resembles  a  large 
mass  of  clotted  blood.  The  meninges,  the  liver,  the  stomach  and  intestines, 
and  the  kidneys  are  also  frequently  congested,  and  the  lungs  are  always 
congested  at  their  bases,  while  in  some  cases  lobular  consolidation  takes 
place.    The  heart  occasionally  shows  granular  or  fatty  degeneration  and 
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in  a  few  instances  pericardial  effusion  occurs.  In  cases  which  die  late  in 
the  disease  there  is  evidence  of  a  prolonged  toxic  action  upon  the  tissues. 
The  liver  and  spleen  are  larger  than  normal  and  of  tirm  consistency,  due  to 
the  formation  of  fibrous  tissue,  and  the  heart  is  usually  pale,  its  walls  are  thin 
and  its  cavities  dilated.  The  spleen  is  the  only  organ  which  shows  charac- 
teristic microscopic  changes,  namely,  an  increase  in  lyatphoid  tissue  and  the 
presence  of  large  numLxTs  of  the  specific  micro-organism.  Sections  of  the 
liver  and  kidneys  show  granular  or  fatty  degeneration.  As  to  blood  changes 
there  is  a  reduction  in  the  number  of  red  cells,  alterations  in  their  size  and 
shape,  and  a  deficiency  of  haemoglobin.  The  white  cells  are  often  relatively 
increased,  the  basophiles  being  in  excels. 

The  incubation  period  is  from  three  to  twenty  days,  most  commonly 
fifteen. 

Symptoma. — The  onset  of  the  typical  or  undulant  form  of  the  disease  is 
gradual,  and  is  attended  by  lojtsttudt',  anorvxiu,  nausea,  headache^  in!<omnia, 
and  slight  evening  elevation  of  iemperaturc.  As  the  morbific  process  advances 
the  digestive  and  nervous  symptoms  become  intensified,  and  the  temperature 
rises  slowly  day  by  day,  remitting  somewhat  each  morning,  until  it  reaches 
a  level  varying  from  103°  to  105°.  Here  it  is  maintained  for  a  varying 
period  of  time,  and  then  falls  slowly  with  profuse  sweating.  The  other 
symptoms  abate  simultaneously.  Soon,  however,  the  ianpcruturc  rises 
again  and  a  condition  similar  to  the  one  just  described  supervenes,  consti- 
tuting a  relupse,  of  which  several  occur.  The  most  notewortliy  symptom  of 
^lalta  fever  is  therefore  the  persistent  recurrence  of  febrile  movements  winch 
are  wave-like  in  character,  and  which  last  from  seven  to  twenty-one  days. 
Tliey  are  followed  by  a  period  of  apyrexia  or  of  very  moderate  fever,  which 
lasts  for  a  few  days,  when  the  febrile  movement  returns  as  before.  In  this 
manner  the  disease  may  persist  for  vwnthsy  not  being  self-limited,  as  is  the 
course  of  typhoid  fever.  The  active  fever,  the  profuse  sweats,  and  the 
pain  continuing  for  so  long  a  period  produce  great  exhaustion  and  emaciation. 
Sometimes  cardiac  or  pulmonary  complications  arise  which  determine  a 
fatal  issue  of  the  malady. 

In  the  majority  of  cases  of  this  type,  however,  convalescence  ensues,  but 
it  is  slow  and  often  attended  by  neuralgic  and  rheumatoid  symptoms,  and 
occasionally  by  orchitis. 

Variations  from  the  typical  form  of  the  disease  are  not  at  all  uncommon 
Some  cases  are  characterized  by  rapid  onset  and  the  early  development  of 
severe  constitutional  symptoms,  which  usually  end  in  death,  while  other 
cases  run  an  extremely  mild  course  with  Httle  constitutional  disturbance 
other  than  general  malaise  and  slow  but  progressive  anaemia  and  emacia- 
tion. In  this  form  the  teniperatun*  is  often  intermittt*nt.  rising  several 
degrees  each  afternoon  and  faUing  to  normal  or  nearly  normal  the  next 
moniiiig. 

Diagnosia.  —  Accurate  diagnosis  of  Malta  fever  depends  upon  the  agglu- 
tinative serum  test  between  the  blood  and  the  nncrococeus,  which  should 
be  made  whenever  possible.  This  reaction  is  almost  always  obtainable  by 
the  sixth  day  after  the  development  of  pyrexia  and  often  as  early  as  the 
fourtl).     F.  J.  A.  Dalton,  of  the  British  navy,  finds  that  trustworthy  re- 
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sult3  are  obtained  by  the  use  of  a  dilution  of 
1  :  50,  with  a  time  lirait  of  half  an  hour. 

Clinicallj,  diagnosis  presents  many  difficul- 
ties, for  the  different  manifestations  of  tlie 
disease  make  it  particularly  Uable  to  be  con- 
founded with  a  variety  of  affections,  such  as 
typhoid  fever,  tuberculosis,  chronic  rheuma- 
tism, malaria,  and  malarial  cachexia.  Suspi- 
cion as  to  the  nature  of  typical  cases  should 
be  aroused  by  the  presence  of  an  undulating 
temperature  curve  and  the  characteristic  fre- 
quent relapses.  Additional  aids  to  the  differ- 
ential diagnosis  may  be  named  as  follows: 

From  malarial  fever  we  can  separate  Malta 
fever  by  several  factors  which  make  differen- 
tiation possible.  In  the  first  place  the  absence 
of  the  Plasmodium  of  malaria  in  the  blood, 
and  the  presence  of  the  Micrococcus  mclitcnsis 
in  the  spleen  on  puncture  is  of  course  a  defi- 
nite means  of  separation.  Again,  the  fever 
does  not  yield  to  quinine  as  does  that  of  ma- 
laria, and  the  pyrexia  is  too  persistent  for  the 
intermittent  tyj^e  of  that  disease,  although  at 
times  the  waves  of  fever  may  be  abrupt  enough 
to  resemble  it.  Again,  the  marked  arthritic 
symptoms  and  the  neuralgic  pains  are  not  met 
with  in  malarial  infection. 

The  possibility  of  tuberculosis  must  be  also 
considered.  Careful  physical  examination  of 
the  thorax  and  abdomen  will  usually  reveal 
signs  of  tuberculosis  if  it  be  present,  and  if 
need  be  the  tuberculin  test  can  be  applied. 
Typhoid  fever  presents  a  temperature  range 
after  the  first  few  days  which  does  not  re- 
semble that  of  Malta  fever,  and  the  absence 
of  rose  spots  in  Malta  fever  is  also  an  impor- 
tant differential  point.  The  presence  of  the 
Widal  test  will  also  aid  in  the  differentiation. 

Duration  and  Prognosis, — The  average  dura- 
tion is  from  seventy  to  ninety  days,  although 
some  cases  last  as  long  as  six  months.  I^rog- 
nosis  as  regards  life  is  favorable,  the  mortaUty 
being  about  2  per  cent.  From  the  evidence 
thus  far  accumulated  it  seems  that  the  serum 
test  may  afford  prognostic  as  well  as  diagnostic 
information,  for  it  has  been  observed  that  those 
cases  in  which  the  agglutinating  power  of  the 
blood  serum  is  high  during  the  early  stage3  of 
the  fever  run  a  favorable  course,  while  those  in 
which  the  agglutinins  remain  low  during  the 
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entire  course  of  the  fever  are  subject  to  many  relapses  and  a  protracted  con- 
valescence. A  continuous  rise  with  improving  clinical  symptoms  indicates 
approaching  convalescence  (Bassett-Smith). 

Oomplicatioiis. — ^The  principal  complications  are  hyperpyrexia,  cardiaa 
failure,  and  pulmonary  congestion.  Pleural  and  pericardial  effusions  some- 
times occur,  and  persistent  vomiting  has  been  observed  by  Hughes,  who 
r^ards  it  as  a  very  dangerous  complication. 
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Temperature  chart  In  the  intermittent  form  of  Malta  fever.    (Hughes.) 

Treatment. — Malta  fever  has  to  be  treated  solely  on  the  expectant  method, 
for  there  are  no  specific  remedies.  The  diet  should  be  nutritious  and  support- 
ing. Dalton,  of  the  English  navy,  deprecates  the  practice  of  keeping  Malta 
fever  patients  on  liquid  food.  All  his  patients  who  do  not  have  an  evening 
temperature  higher  than  103^  are  put  on  solid  food,  such  as  eggs,  bread, 
and  rice,  and  in  addition  receive  two  or  three  pints  of  milk  a  day.  If  this 
diet  is  well  borne,  it  is  supplemented  in  the  course  of  a  few  days  by  fish  or 
meat.  In  severe  cases  with  high  temperature,  foul  tongue,  and  diarrhoea, 
nothing  but  liquid  diet  is  given.  Dalton  also  believes  Uiat  patients  whose 
temperature  keeps  below  102°  are  benefited  by  being  allowed  to  sit  up  part 
of  the  time,  it  being  necessary,  of  course,  to  have  them  avoid  exertion  and 
not  remain  up  too  long.  The  bowels  should  be  carefully  regulated.  Cold 
spongings  with  friction  should  be  used  to  reduce  fever  and  the  kidneys  be 
fcept  active  by  mild  diuretics.  When  the  patient  is  strong  enough  to  travel, 
he  is  greatly  benefited  by  change  of  climate.  During  the  early  stages  of 
convalescence  he  should  receive  inunctions  of  oils  and  cocoa-butter,  get 
plenty  of  fresh  air  and  sunshine,  and  receive  aids  to  digestion,  with  iron  to 
overcome  his  anaemia,  which  is  always  marked. 


BERIBEBI. 

Definition. — ^Beriberi  is  sometimes  called  Endemic  Midiiple  Neuritis, 
and  is  a  specific  infectious  disease  occurring  in  nearly  all  tropical  and 
subtropical  countries.  The  disease  is  endemic,  is  associated  with  marked 
evidences  of  peripheral  neuritis,  with  sensory  and  motor  palsies,  and  pro- 
found alteration  of  the  motor  mechanism  of  the  heart. 

Hiatory. — ^The  recognition  of  beriberi  as  a  distinct  morbid  entity  is  almost 
as  old  as  recorded  medicine.    The  first  mention  of  it  was  made  by  Strabo, 
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who  describes  the  clevelopraent  of  this  disease  in  the  Roman  anuies  operating 
in  Arabia  (24  B.C.)-  It  is  also  described  in  the  medical  writings  of  the 
Chinese  of  the  sec.-oiul  and  seventh  centuries.  It  has  occupied  an  important 
place  in  the  histories  of  all  colonizing  powers.  Dutch  and,  later,  British 
observers  recognized  its  s|>ecific  nature  in  the  l)cginning  of  the  nineteenth 
century.  Our  later  knowledge  of  ttie  diseai>e,  particularly  the  recognition 
of  the  specific  pathological  legions,  is  due  to  the  labors  of  the  German 
teachers,  Schetibe  and  Baelz,  in  Japanese  universities. 

Distribution. — Speaking  generally,  the  centres  of  greatest  intensity  of 
beril>eri  are  the  Malayan  countries.  It  devastates  the  coolie  mining  camps 
and  the  plantations  of  the  Malayan  peninsula.  It  has  been  a  veritable 
scourge  to  the  armies  of  England  In  India,  and  of  Holland  in  Sumatra.  It 
is  always  present  in  Japan,  and  in  portions  of  t!ie  PhJiippine  Islands  it  is 
very  common  and  was  the  scourge  of  Aguinaldo's  armies.  It  has  occurred 
in  widespreail  epidemics  throughout  (he  whole  tropical  and  subtropical 
zones.  It  is  found  in  the  principal  parts  of  the  world  and  has  appeared 
as  an  asylum  disease  in  many  temperate  regions.  In  the  United  States 
beriberi  has  been  encountered  with  considerable  frequency  in  the  principal 
ports.  It  bus  been  observed  in  aijylums  for  the  insane  in  Alabama  and 
Arkansas.  Birge  and  Putnam  have  encountered  it  among  the  fishermen  on 
the  Grand  Banks.  It  seems  very  likely  that  beriberi  occurs  quite  frequently 
in  Louisiana.  Within  recent  years  it  has  been  observe*!  among  Chinese 
fishermen  from  the  Alaskan  coast;  by  Currie  and  by  Bailey  in  a  settlement 
of  Japanese  at  Cumljerlands^  British  Columbia;  in  New  Bedford  whalers, 
and  in  several  Dutch  ships  entering  our  ports. 

Etiology. — In  studying  the  etiology  of  beriberi,  the  most  striking  fact  is 
the  part  that  the  general  hygienic  surroundings  play  in  the  development  of 
the  disease.  The  chief  ftictor  is  overcrawding.  Where  natives  are  crowded 
togetlier,  as  in  jails,  ships,  and  barracks,  particularly  under  poor  hygienic 
surroundings,  with  an  insufficient  or  poorly  selected  dietary,  in  the  presence 
of  considerable  heat  and  moisture,  the  conditions  are  verj'  favorable  to  the 
development  of  berilHTi. 

The  climatic  coiuiitions  favoring  the  spread  of  beriberi  are  increased 
heat  and  increased  humidity.  Consequently,  in  tropical  countries  the 
greater  number  of  cases  are  obser\'ed  during  the  seasonal  rains.  In  the 
Malayan  peninsula  Wright  has  observed  the  greatest  number  of  cases  during 
the  prevalence  of  the  southeast  monsoon,  during  which  season  the  relative 
lumiidity  is  at  its  highest.  The  disease  is  also  observed  with  great  frequency 
when  these  conditions  are  artificially  maintained,  as  in  the  crowded,  exces- 
sively heated  and  poorly  ventilated  forecastles  of  ships  carrying  I..ascar  or 
Coolie  crews.  Beriberi,  as  a  rule,  is  a  disease  of  lower  levels  and  ceases 
abruptly  at  3000  feet  above  the  sea,  although  even  in  this  important  point 
exceptions  have  been  noted. 

With  regEinl  totlie  specific  etiology*  of  berilieri  much  confusion  has  existed. 
Two  principal  views  are  held:  The  first,  and  the  one  to  which  all  the  later 
eviilence  [>oints  as  the  cori-ect  one.  is  (hat  the  <lisease  is  due  to  a  specific 
gemi  infection,  and,  secoml,  that  the  diswisc  is  a  nutritional  disonler  con- 
sequent on  either  deteriorated  or  deficient  food,  or  a  nitrogen  star\*ation. 
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Gelpke,  Miurd,  and  Griinm  have  advanced  the  theory  that  in  various  ways 
fiah  were  the  infecting  agents  or  carriers  of  the  infection  of  beriberi,  the 
various  theories  ranging  from  the  latency  of  infected  or  spoiled  hsh  to  the 
specific  statement  that  beriberi  is  due  to  eating  raw  fish,  particularly  a 
number  of  varieties  of  the  scomboidae  (Miura)  or  the  infection  of  dried  fish 
by  a  sjx'cies  of  trichina  (Gelpke). 

The  recent  exceedingly  valuable  studies  by  Wright  have  definitely  excluded 
thefish  theory,  since  his  ol>servations  were  made  among  a  number  of  prisoners 
from  whose  dietary  fish  was  totally  excluded,  Ross  has  recently  suggested 
the  idea  that  berilx^ri  may  be  due  to  arsenical  poisoning.  In  pursuing 
these  studies  he  found  arsenic  in  appreciable  quantities  in  the  hair  of  a 
number  of  cases  from  Penang.  Manson  has  called  attention  to  the  very 
common  adulteration  of  Chinese  tobacco  with  arsenic  in  order  to  give  a 
particularly  desired  garlic  ilavor.  These  cases  must,  however,  be  consid- 
ered accitlental  or  coincidences  in  which  laborers  in  arsenical  ores,  canned 
provisions,  adulterated  tobacco,  etc.,  have  added  to  the  symptoms  of  beri- 
beri a  chronic  arsenical  poisoning  closely  reseml>ling  beriberi.  Competent 
observers  have  failed  to  find  arsenic  in  the  great  majority  of  cases. 

The  greatest  conflict  has  always  been  waged  over  the  theories  connecting 
beriberi  with  rice  and  rice-eating.  The  tlisputants  are  divided  into  two 
classes,  one  of  which  considers  the  disease  as  a  toxaemia  due  to  a  fungus 
poisoning  of  the  rice,  placing  it  in  the  category  of  diseases  like  chronic 
maize  intoxication,  or  pellagra.  The  second  class  assumes  that  with  rice 
as  the  bulk  of  an  inade(ju:ite  dietary  the  disease  develops  as  the  expression 
of  nitrogen  starvation.  It  is  indeed  curious  to  see  how  universal  is  the  belief, 
in  countries  and  among  peoples  where  beriberi  is  endemic,  that  the  <iisease 
is  due  to  bad  rice.  In  the  Philippines  the  sailor  or  convict  suffering  from 
beriberi  not  only  ascribes  his  condition  to  rice,  but  will  confidently  point 
out  the  particular  rice  \vhit:h  bus  brought  him  to  his  evil  state.  There  is 
very  much  that  is  significant  iii  the  facts  adduced  in  supf>ort  of  this  theory. 
The  disease  is  known  to  aifect  almost  entirely  the  rice-eating  peoples,  and 
it  is  carriefl  by  these  [)eople  into  new  regions.  Pcrluips  the  most  suggestive 
of  all  facts  in  the  etiology  of  beriberi  is  tlie  extraordinary  decrease  in  tlie 
caM-s  occurring  in  the  Japanese  navy  and  army  coincident  with  an  improved 
dietary,  in  which  a  large  part  of  the  rice  component  of  the  nation  was  substi- 
tuted by  bread  and  meat.  Hut  it  must  also  be  remembered  that  at  the  same 
time  the  most  pronounced  advances  were  made  in  Japan  in  general  hygienic 
and  sanitary  reforms,  and  a  large  part  of  the  good  results  must  be  ascribed 
to  these. 

As  against  the  theory  that  rice  diet  involving  nitrogen  deficiency  is  the 
cause  of  the  disease  we  have  a  host  of  valuable  observations.  In  the  Dutch 
annies  dietary  changes  produced  no  mitigation  of  the  disease.  Wright  In  his 
observatioas  in  Kwala  Lmn|M>r  Jail,  in  the  Federated  Malay  States,  kept 
the  prisoners  on  a  dietary  in  which  there  was  a  decided  preponderance  of 
nitrogenous  elements  witli  the  same  incidence  rate  of  llie  disease.  Finally, 
in  this  country'  Ashmead  in  New  York  and  Daland  in  Philadelpliia  have 
observed  the  disease  in  sugar  ships  that  had  no  rice  aboard.  Nevertheless 
it  must  be  conceded  that  nutritional  disturbances  which  are  very  commonly 
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present  in  rice-eating  peoples  have  a  distinct  predisposing  influence  to  the 
development  of  the  disease.  With  regard  to  the  theory  that  smutted  or 
infected  rice  is  the  cause  of  the  disease,  exhaustive  examination  of  raw  rice 
has  revealed  nothing  but  Aspergilliut  niger  and  Bacillus  subtilis.  In  order  to 
exclude  this  factor  the  rice  has  been  boiled  and  prepared  under  two  or  three 
atmospheres  of  steam  pressure,  thus  ensuring  the  destruction  of  any  germ 
or  toxin  with  entirely  negative  results  as  to  the  prevention  or  diminution  of 
the  disease. 

Other  observers  have  connected  the  disease  with  various  intestinal  para- 
sites, uncinaria  and  strongyloides  intestinalis,  or  with  ha'mic  plasraoilia 
(Glogner),  but  these  have  all  been  shown  to  be  accidental  complications, 
not  causes,  and  due  to  the  prevalence  in  given  sections  of  either  intestinal 
parasites  or  the  malarial  plasraodium  along  with  the  beriberi. 

There  remains,  then,  the  theory  that  the  disease  is  due  (o  a  specific  germ 
infection.  The  studies  of  Wright  have  given  a  very  strong  evidence  in  this 
direction.  The  statement  of  Wright's  views  is  best  given  in  his  own  words: 
"The  theory  of  the  causation  of  beriberi  that  fits  the  facts  is  that  beriberi 
is  due  to  a  specific  organism  which  gains  entrance  to  the  body  via  the  mouth, 
that  it  develops  and  produces  a  toxin  chiefly  in  the  pyloric  end  of  the  stomach 
and  duodenum,  and  that  the  toxin,  being  absorbed,  acts  atrophically  in  the 
peripheral  terminations  of  the  afferent  and  efferent  neurons.  Further,  that 
the  specific  organism  escapes  in  the  feces  and  lodges  in  confined  places 
through  accident  or  careless  personal  habits  of  those  affected  by  this  dis- 
order, and  that  in  the  presence  of  congenial  meteorological,  climatic,  and 
artificial  conditions  of  close  association  from  overcrowding,  the  organism 
becomes  virulent  and,  gaining  entrance  to  the  healthy  body  in  food,  etc., 
contaminated  by  it.  gives  rise  to  an  attack  of  the  disease." 

This  theory  of  t!ie  disease  is  also  home  out  by  the  peculiar  epidemic 
extensioi^s  of  beriberi  and  by  the  well-known  infection  of  places,  separate 
dwellings,  particular  ships,  and  certain  wards  or  barracks  in  jaib  or  camps. 
Wright  hiis  clinched  his  arguments  by  infecting  monkeys,  and  also  by  pro- 
ducing typical  beriberi  in  them  by  placing  them  in  the  cells  with  beriberi 
cases.  I  (Kieffcr)  have  seen  a  typical  case  of  beriberi  in  a  monkey  which 
was  fed  by  a  Filipino  convalescent  from  beriberi,  and  have  produced 
unmistakable  beriberi  in  other  monkeys  in  the  same  way.  In  support  of 
the  idea  that  the  contamination  is  carried  by  the  fece^,  the  universal  lack 
of  any  hygienic  precautions  in  defecation  or  disposal  of  the  fecal  matters  of 
the  sick  in  tropical  countries  must  he  remembered.  Also,  that  cleanliness 
of  the  anal  region  is  very  much  neglected.  WTien  we  finally  remember 
that  these  peoples  almost  universally  eat  with  their  fingers,  that  the  fingers 
are  almost  certainly  contaminated  with  ft^al  matter,  and  that  the  custom 
is  to  eat  out  of  a  common  bowl,  these  theories  gain  very  much  more  weight. 
To  complete  the  observations  on  the  etiology  of  l>eriberi  it  must  also  be 
reraeml>ered  how  often  beriberi  has  spread  to  the  proportions  of  an 
epidemic  in  tropical  countries  following  an  epidemic  of  cholera. 

Freqaency. — Beriberi  is  observed  much  more  frequently  in  males  than  in 
females;  not  because  there  is  any  greater  susceptibility  In  the  male,  but 
because  women  fonn  a  comparatively  small  number  in  Coolie  camps,  jails, 
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prisons,  and  ships.  Given  an  equal  d^ree  of  exposure,  there  is  no  reason  to 
believe  one  sex  more  resistant  than  the  other.  With  respect  to  age,  beriberi 
may  be  said  to  be  a  disease  of  eariy  adolescence  and  adult  life.  Although 
it  is  true  that  cases  have  been  observed  in  infants  in  the  endemic  areas,  yet 
the  occurrence  of  beriberi  in  children  under  ten  years  is  very  rare.  The  great 
majority  of  cases  occur  between  the  twentieth  and  fortieth  year,  although 
it  must  also  be  remembered  that  a  large  proportion  of  those  exposed  to  the 
disease  are  young  adults. 

Beriberi  is  chiefly  a  disease  of  the  yellow  races,  occurring  principally  in 
emigrants.  At  the  present  day  beriberi  is  very  rarely  observed  in  Europeans 
and  North  Americans.  The  white  races  enjoy  a  nearly  complete  immunity, 
due  in  part  to  the  better  hygienic  conditions  under  which  they  live. 

The  I^phylaxis  of  Beriberi. — When  the  disease  breaks  out  in  ships,  jails, 
asylums,  or  barracks,  these  had,  whenever  possible,  better  be  temporarily 
abandoned.  They  should  then  be  thoroughly  disinfected  and  whitewashed 
or  repainted.  Old  woodwork  should  be  scraped  and  painted  or  torn  out. 
In  ships  the  bilges  should  be  cleaned.  If  dampness  exists  from  deficient 
drainage  it  should  be  remedied.  Ample  ventilation  must  be  provided.  The 
dietary  should  be  revised,  and  wherever  possible  beans  or  meal  substituted  for 
rice,  and  a  sufficient  amount  of  fresh  animal  food  allowed. 

^Uhology  and  Morbid  Anatomy. — When  death  occurs  rigor  mortis  is 
slight  and  of  short  duration.  If  the  case  be  recent  and  acute,  or  if  death 
be  due  to  cardiac  paralysis,  the  cadaver  bears  all  the  evidence  of  intense 
dyspnoea  and  cyanosis.  The  eyes  are  staring,  the  conjunctiva  suffused 
with  blood,  the  cervical  veins  tumid  and  full,  tihe  lips  covered  with  bloody 
froth.  In  the  atrophic  cases  there  is  very  considerable  wasting.  In  the 
dropsical  cases  the  effusion  is  commonly  associated  with  huge  thoracic, 
pericardial,  and  abdominal  dropsies  and  oedema  of  the  lungs.  In  acute 
cases  marked  congestion  of  the  pyloric  end  of  the  stomach  and  of  the  duo- 
denum with  punctiform  hemorrhages  is  found.  The  duodenal  glands  are 
swollen  and  congested.  Wright  considers  this  to  be  the  specific  lesion  of 
the  disease,  and  states  that  it  is  always  found  when  the  case  ends  fatally 
within  three  weeks  of  the  beginning  of  the  disease. 

The  liver  and  kidneys  are  enlarged,  hypersemic,  and  show  cloudy  swell- 
ing. The  spleen  is  enlarged,  but  otherwise  shows  no  characteristic  changes. 
The  heart  is  enlarged,  the  principal  changes  being  found  in  the  right 
side.  The  ventricle  is  both  hypertrophied  and  dilated.  Microscopically 
there  is  usually  marked  fatty  degeneration  of  the  myocardium.  The 
intrin^c  nerve  cells  of  the  heart  show  marked  atrophic  changes.  The 
terminations  of  the  vagus  are  also  atrophied.  The  trunk  of  the  vagus  is 
not  involved  in  early  cases,  but  in  later  cases  the  trunk  of  this  nerve  as 
well  as  the  splanchnics  and  phrenics  are  profoundly  degenerated.  The 
peripheral  nerves  show  striking  and  constant  changes.  These  begin  with 
d^eneration  of  the  terminal  branches  of  the  nerves.  Not  only  the  mus- 
cular but  also  the  cutaneous  twigs,  and  in  advanced  cases  the  main 
nerve  trunks,  may  be  involved.  The  nerve  changes  are  present  in 
proportion  to  the  extent  and  intensity  of  the  paralysis  during  life. 

The  voluntary  muscles  show  similar  changes  in  the  distribution  of  the 
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degenerated  nerves.  The  muscle  fibres  undergo  fatty  degeneration,  the 
striations  disappear,  the  nuclei  are  enlarged,  and  the  interstitial  connective 
tissue  may  be  increased.  The  centra!  nen'ous  system  shows  in  tlie  brain 
and  cord  congestion  of  the  meninge~s  and  brain  sul)stance,  with  increase 
in  the  cerebrospinal  fluid.  Degenerative  changes  can  be  found  in  the 
posterior  gatigliu,  and  sometimes  atrophy  of  the  posterior  columns  is  present. 

Incubation. — The  incubation  perioii  of  IwriUTi  has  not  been  definitely 
detennined.  Pekelliaring  and  Winkler  have  placed  it  as  being  a  long  one, 
possibly  extending  over  months.  In  Wright's  stiKly  of  newly  arrived  emi- 
grants into  infected  regions,  7S  cases  developed  within  thirty  days  after 
arrival  and  no  less  than  12  of  them  within  ten  days;  so  that  he  has  no 
hesitation  in  saying  that  the  incubation  of  beriberi  is  between  ten  and 
twenty  days.    These  observations  need  confirmation. 

Symptoms. — Clinically,  several  tyi>es  of  the  tlisease  are  recognized.  There 
are  atrophic  cases  (paraplegic  or  dry  beriberi),  dropsicnl  cases  (wet  beriberi), 
acute  pernicious  cases,  and  mild  or  rudimentary  cases.  These  classes  repre- 
sent not  only  variations  of  type,  but  variations  of  intensity. 

The  disease  is  usually  ushered  in  by  marked  prodromata.  There  is  loss 
of  appetite,  with  severe  pain  in  the  epigastrium  ami  oppn*ssion  in  the  chest. 
With  these  symptoms  there  is  a  slight  febrile  rise.  In  a  few  cases  rigors, 
lassitude,  mental  disturbances,  and  head  pains  are  observed, 

Atkopuic  Cases. — After  a  few  days  or  weeks  the  patient  notices  a  slowly 
increasing  weakness  of  the  legs,  with  pain  and  tension  in  the  calf  muscles. 
There  is  next  a  loss  of  sensation  in  the  soles  of  the  feet.  The  patient  does 
not  "feel"  the  Hoar,  orft^elsas  though  a  soft  insole  had  been  placeil  l>etween 
the  foot  and  the  shoe  or  sandal.  This  increases  until  the  patient  becomes 
bedridden.  As  a  rule,  the  palsies  are  confined  to  the  legs  and  trunk,  some- 
times invading  the  arinSj  and  very  rarely  affecting  the  head  aiKJ  neck.  The 
paralyzed  Hmbs  rapidly  atrophy  and  areas  of  anifsthesia  and  hypera»sthesia 
develop.  Examination  shows  the  superficial  reflexes  preserved;  the  deep 
reflexes  lost.  The  calf  muscles  and  extensors  of  the  legs  are  extensively 
wasted.  The  paby  is  nearly  always  flaccid,  may  be  quite  profound,  and  is 
more  marked  in  the  extensors  than  in  the  flexors,  resulting  in  drop-WTist 
and  paralytic  equinovarus.  The  electric  muscle  reactions  are  markedly 
altered.  From  ths  beginning  there  is  marked  diminution,  going  on  to  total, 
loss  of  reaction  to  both  galvanic  and  faradic  stimulation. 

The  sensory  symptoms  closely  parallel  the  distribution  of  the  motor 
symptoms,  and  are  even  more  constant.  Spots  of  ancBsthesia  and  parcesthesia 
are  formed  on  the  feet,  calves,  legs,  trunk,  and  anus.  Recover)'  froui 
the  condition  is  extremely  tedious.  Gradually  the  areas  of  hyperaeathesia 
disappear,  sensation  antl  motion  return,  and  in  the  course  of  ten  to  twelve 
montlis  the  atrophied  muscles  regain  their  contour. 

Dropsical  cases  resemble  tlie  atrophic  cases  plus  market!  cardiac  phe- 
nomena with  dropsy.  Sometimes  the  dropsical  cases  develop  from  the 
atrophic.  The  dropsy  begins  in  the  feet  and  legs  and  sprea<ls  until  the  whole 
body  is  affected.  The  face  and  Hps  are  pulTv  and  heavy.  The  arms,  legs,  and 
trunk  are  pudgy.  With  this  there  are  marked  evidences  of  cardiac  distress. 
There  are  cyanosis  of  the  lips  and  fingers,  dyspnoea,  and  a  marked  sense  of 
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oppression  in  the  prfecordium.  Usually  the  patient  is  quite  helpless,  or,  if 
he  can  walk,  the  slight  exertion  is  attetifltHl  hy  hreathlessness  and  palpita- 
tion, these  svTUpton^s  being  very  nnich  increased  by  effusion  into  the 
serous  cavities.  The  urine  is  grenlly  diminished,  but  <:M;>iitains  no  albumin. 
After  persisting  for  weeks  or  months  the  dropsy  may  rapitlly  disappear, 
with  an  enormous  increase  in  the  urine.  As  a  rule,  these  ca,ses  do  not  present 
the  extreme  grades  of  paralysis  and  atrophy  tliat  are  foim<l  in  the  first  type. 
Vet  the  absorption  of  the  dropsical  Hnid  will  reveal  marked  wasting  that  may 
have  been  completely  masked  by  the  semi-solid  appearance  of  the  effusion. 

In  both  types  of  cases  the  cardiac  changes  are  marked.  The  pulse  rate  is 
usually  increased  and  slight  exertion  .sen^s  to  further  increase  the  rapidity 
to  120  to  140  beats  per  minute.  The  heart  is  enlargeil,  particularly  on  its 
right  side.  The  carotids  pulsate  violerdly  and  in  the  severe  cases  pulsation 
is  seen  in  the  jugular  veins.  Systolic  and  dia>lolic  murmurs  are  heard,  the 
murmurs  being  propagated  very  v^idelv,  sometimes  even  into  the  bronchial 
ami  femoral  arteries.  Reduplication  of  the  sounrls  is  frequently  heard,  and 
there  is  equal  spacing  between  the  sounds.  Despite  the  forcible  cardiac  beat 
and  the  violent  pulsation  \n  the  vessels  of  the  neck,  the  ]>eripheral  pulse  is 
remarkably  small  and  weak.  AH  these  cardiac  phenomena  are  pxcee<lingly 
fugitive.  Even  the  most  pronounced  munnurs  and  evidences  of  dilatation 
come  and  go  with  rapidity. 

Acute  PERXiaous  Bkriberi. — This  form  attacks,  as  a  rule,  the  more 
vigorous  adults.  It  may  appear  as  an  acute  type  from  the  very  beginning, 
or  it  may  represent  a  sudden,  fatal  episode  in  mihl  or  convalescent  cases. 
Beginning  in  the  ortlinary  way,  the  disease  advances  with  great  rapidity, 
so  that  the  man  becomes  bedridden  in  a  few  days.  The  symptoms  of  car- 
diac involvement  Itegin  early  and  are  marked.  \Mien  this  type  develops 
from  the  milder  forms  the  change  is  very  sutlden.  Paipitntion  and  dtjspnira 
Ixrcome  more  and  more  severe.  The  j>atient  gasps  ami  struggles  fi>r  breath. 
He  complains  of  extreme  pain  in  the  pra-conlium.  He  breathes  with  tremen- 
dous, lalx)ring,  gasps.  The  vessels  of  the  neck  pulsate  violently.  The  eyes 
are  suiTused  and  staring.  A  blood-flecked  foam  collects  on  the  lips;  tmless 
speedily  relieved  the  patient  dies  a  most  dreadful  death.  In  these  cases  the 
urine  is  notably  diminished  or  even  suppres.sed.  Nausea  and  vomiting  are 
common  toward  the  end. 

Mild  and  rudimentary  beriberi  of  all  degrees  are  obsen'ed.  These 
cases  usually  complain  of  [>ain  and  tension  in  the  legs,  with  weakness  and 
numbnass.  The  anasthetic  areas  may  lie  very  small  and  sharply  marked. 
The  patient  usually  develops  some  degree  of  cardiac  irritability  and  palpita- 
tion. There  may  or  may  not  be  (vdemu  of  the  legs.  These  cases  are  im- 
|x>rtant  because  here  and  there  a  very  mild  case  may  suddenly  develop  an 
acute  pernicious  cardiac  attack.  As  a  rule,  however,  they  clear  up  com- 
pletely, rarely  lasting  over  the  cool  season. 

Special  mention  should  be  made  of  the  skin  s^Tuptoms.  PeieckitB  and 
herpes  of  the  lips  are  very  common  in  beril>eri,  as  is  also  a  diffuse  or  blotchy 
redness  in  the  anus  and  legs.  After  the  very  beginning  of  the  disease  there 
is  no  fever.  A  marked  rise  of  temperature  means  a  reinfection  or  the 
defclopment  of  some  complication. 
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The  blood  shows  no  characteristic  nor,  indeed,  any  marked  changes  in 
beriberi.  As  a  rule,  there  is  a  very  moderate  diminution  of  the  red  cells. 
In  severe  and  long-continued  cases  the  anaemia  may  become  more  marked, 
with  some  considerable  loss  of  hnemoglobin,  the  color  index  being  minus. 
In  the  average  cases  there  is'no  change  in  the  white  corpuscles.  In  severe 
cases  a  moderate  leukocytosis  is  found.  The  bacteriological  findings  are 
negative. 

The  urine  shows  very  little  change.  The  urea  is  diminished,  and,  as  a  rule, 
the  specific  gravity  is  also  decreased.  Sugar  and  albumin  are  not  found. 
Indican  is  present  in  large  amounts  (Baelz).  The  urine  is  diminished  in 
quantity  in  the  pernicious  cases,  even  to  complete  supjnession.  In  the  cases 
of  wet  beriberi  the  urine  is  greatly  diminished.  The  secretion  is  re-established 
when  the  exudations  begin  to  be  absorbed.  Under  these  circumstances 
an  unusually  large  amount  of  urine  may  be  passed,  and  this  re-establish- 
ment of  the  renal  function  is  a  very  favorable  prognostic  symptom. 

Diftgnosis. — The  occurrence  of  beriberi  in  its  usual  form  in  the  endemic 
area,  or  in  persons  hailing  from  infected  regions,  offers  no  diagnostic  diffi- 
culty. \Mien  the  cases  occur  in  groups»the  symptoms  of  peripheral  neuritis 
point  to  nothing  else.  In  isolated  cases,  however,  the  diagnosis  is  not  by 
any  means  easy,  and  the  distinction  between  arsenical  or  alcoholic  neuritis 
and  beriberi  may  be  difficult.  The  presence  of  oedema  is  significant  of 
beriberi.  The  earlier  and  more  decided  alterations  in  the  deep  reflexes 
and  the  palpitating  and  irritable  heart  also  point  to  beriberi. 

Prognosis. — The  percentage  mortality  of  beriberi  depends  on  the  per- 
nicious cases.  The  latter  are  almost  always  fatal  and  furnish  certainly  90 
per  cent,  of  thb  total  mortality.  In  the  remaining  cases  the  mortality  varies 
widely  in  different  epidemics.  Ten  per  cent,  would  be  a  very  fair  average 
mortality,  although  it  may  run  as  high  as  40  per  cent.  There  is  no  disease  in 
which  prognosis  is  so  uncertain  and  hazardous.  Again  and  again  I  (Kieffer) 
have  seen  cases  I  considered  practically  well,  certainly  out  of  all  danger,  die 
with  rapidity  in  the  appalling  cardiac  crisis  of  this  disease.  The  prognosis 
is  favorable,  without  regard  to  the  extent  of  the  paralytic  lesions,  in  propor- 
tion to  the  integrity  of  the  innervation  of  the  heart.  Increase  of  the  urine 
is  a  favorable  sign.  So,  too,  are  return  of  appetite  and  sexual  desire.  On 
the  other  hand,  increasing  irregularity  of  the  heart;  equal  spacing  of  the 
cartliac  intervals,  the  short  and  long  pause  becoming  equal  or  nearly  so; 
increasing  cyanosis,  paralysis  of  the  diaphragm,  and  diminishing  urine  are 
very  unfavorable  signs.  The  presence  of  bronchitis,  pneumonia,  dysentery, 
alcoholism,  and  icterus  are  unfavorable.  Vomiting  is  as  sinister  a  symptom 
in  beriberi  as  is  black  vomit  in  yellow  fever. 

Treatment. — Baelz  has  recommended  the  use  of  sahcylic  acid  or  the  salic}'- 
late  of  sodium  in  15  grain  doses  four  times  a  day.  Their  value  is  prob- 
lematical. As  much  may  lie  said  for  the  plan  of  freely  purging  these  patients. 
When  constipation  exists  in  beriberi  a  mild  saline  is  indicated,  otherwise  it 
is  not  useful.  In  acute  cases  the  dyspiujea,  cardiac  distress,  and  ginlle  pain 
are  best  controlled  by  morphine  hypodermically.  This  remedy  may  allay 
the  vomiting. 

For  cardiac  cases,  particularly  those  with  dropsy,  digitalis  is  the  best 
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remedy.  It  must  be  given  freely  in  large  doses.  The  cardiac  attacks  are 
best  controlled  by  nitroglycerin  or  inhalations  of  the  nitrite  of  amy].  These 
remedie-s  should  always  be  readily  accessible  in  l}eriberi  wards.  If  the 
symptoms  of  cardiac  failure  become  severe,  the  patient  should  be  bleth 
It  will  frequently  be  found  impossible  to  bleed  at  tlie  elbow,  under  which 
circumstances  the  patient  should  be  bled  from  the  jugulars.  About  400  c.c. 
should  be  drawn.  The  relief  from  this  measure  is  prompt  Ijiit  evanescent, 
but,  as  Manson  says/'the  patient  is  for  the  time  beiugtided  over  an  acute 
danger  and  given  another  chance." 

The  patient  .should  be  put  on  a  liberal  diet  scale  in  which  nitrogenous 
ftKxls  and  fats  form  a  conspicuous  part.  He  should  be  kept  in  a  dry,  sunny 
room,  and  whenever  possible  should  be  out  of  bed  in  tlie  open  air.  The 
best  remedy  we  have  is  removal  of  the  sufferer  from  the  endemic  area.  The 
extreme  value  of  this  measure  is  common  knowledge  to  all  tropical  prac- 
titioners. If  the  patient  cannot  be  removed  from  the  town  or  prc^viiice, 
removal  to  another  house  does  a  great  deal  of  good,  particularly  if  one  on 
high  and  dry  groun<l  is  chosen. 

The  treatment  of  the  residual  palsies  is  the  same  as  that  of  any  other 
form  of  severe  polyneuritis. 


ANTHRAX. 


Definition. — Anthrax  is  an  infectious  disease  due  to  the  presence  of  the 
Bacillus  anthrad'^.  It  is  much  more  common  in  Eurojje  anrl  in  South  America 
tiian  in  tlje  United  States  and  England,  and  affects  animals  far  more  fre- 
quently than  man.  While  it  is  possible  for  one  man  to  convey  it  to  another 
by  contact,  the  infection  in  the  great  majority  of  instances  takes  place  directly 
from  one  of  the  lower  animals.  Among  animals  it  is  met  with  most  fre- 
quently among  herbivora,  next  among  omnivora,  and  least  frequently 
among  carnivora.  Antlirax  is  sometimes  called  malignant  pustule,  splenic 
fever,  charbon,  and  carbuncle.  The  first  synonym  is  unfortunate,  for  in  many 
cases  no  pustule  is  found;  the  second  synonym  is  incorrect,  as  in  man  the 
spleen  is  not  particularly  affected,  and  the  last  is  equally  erroneous^  as  it  is 
an  entirely  different  state  from  onlinar)'  carbuncle  due  to  the  staphylococcus. 

History. — Anthrax  as  it  occurs  in  man  has  been  recognized  for  over  2000 
years,  and  as  long  ago  as  tlie  time  of  the  Romans  it  was  treated  by  the 
cautery.  During  the  seventeenth  and  eighteenth  centuries  it  was  very 
prevalent.  Barth^lemy  proved  in  1S23  that  animals  could  be  inoculated 
with  it.  In  1S50  Heusinger  published  an  accurate  and  exhaustive  account 
of  the  disease.  The  bacillus  was  observed  in  the  blood  by  Pollender  In  1S49 
and  its  relation  to  the  disease  was  more  fully  worked  out  by  Davaine  in 
1863.  Since  then  this  discover}^  has  been  confirmed  by  many  observers, 
the  chief  of  whom  are  Pasteur  and  Kochr 

Etiology. — As  already  stated,  anthrax  is  due  to  the  entrance  into  the  body 

of  the  anthrax  bacillus.    It  usually  occurs  as  a  result  of  handling  some  part 

of  an  animal  which  has  sufTeretl  from  this  malady.     Of  Legge's  211   cases 

72  were  in  workers  in  wool  and  66  were  handlers  of  hides.    The  infection 
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takes  place  through  some  break  in  the  skin,  as  a  rule,  and  in  the  great 
majority  of  cases  the  site  of  inoculation  is  the  hand  or  forearm,  hut  it  may 
appear  on  the  face  and  chest.  In  Legge's  series  infection  occurred  in  the 
neck  in  84  cases,  in  the  face  and  head  in  77,  forearm  16,  and  in  but  one 
case  was  the  finger  thought  to  be  the  point  of  infection,  Sometimes  more 
than  one  point  of  infection  is  present;  but  it  occasionally  happens  that  no 
external  lesion  h  to  be  found,  ahhough  general  systemic  infection  is  mani- 
fest. In  such  instances  the  bacillus  gains  access  to  the  body  by  being  inhaled 
in  dust,  or  by  being  swallowed  in  milk  or  other  food.  Rarely  infection 
of  an  external  wound  takes  place  by  the  transference  of  the  bacillus  by  flies 
from  an  infected  aniraal  to  the  break  in  the  skin  of  man  or  animal. 

Prevention. — The  disease  can  be  prevented  in  man  by  forbidding  work- 
men to  handle  raw  hitles  or  infected  animals  if  they  have  any  superficial 
wounds,  by  the  use  of  respirators  designed  to  prevent  the  inhalation  of  dust 
laden  with  the  bacillus  of  the  disease,  and  by  the  disinfection  of  wool,  hair, 
rags,  and  other  articles  of  commerce  which  may  convey  the  infection 

All  animals  suffering  from  anthrax  should  be  killed  and  then  destroyed 
by  burning.  Mere  burial  is  insufficient,  for  it  is  claimed  that  earth-worms 
are  capable  of  carrying  the  bacilli  to  the  surface  and  so  causing  the  reinfec- 
tion of  healthy  animals.  When  incineration  is  impossible  burial  in  quick- 
lime may  be  resorted  to.  It  is  needless  to  add  that  the  utmost  care  must 
be  exercised  by  physicians  and  nurses  in  dressing  cases  of  this  disease  when 
it  occurs  in  man. 

Frequency. — In  the  United  States  anthrax  is  not  a  very  common  disease 
even  among  sheep  and  cattle,  and  is  rarely  met  with  in  man.  Inquiry 
am  jng  employers  of  men  who  handle  raw  hides  in  Philadelphia  develops 
the  fact  that  it  is  very  seldom  met  with,  and  when  it  occurs  is  nearly  always 
the  result  of  handling  imported  hides. 

Pathology  and  Morbid  Anatomy. — The  changes  in  the  skin  produced  by 
primary  external  anthrax  will  be  described  later  under  the  head  of  Symp- 
toms. When  systemic  infection  occurs  as  the  result  of  either  external  or 
internal  primary  inoculations,  very  marked  lesions  of  the  viscera  become 
apparent.  The  bronchial  glands  are  generally  swollen,  and  their  increase 
in  size  may  be  quite  remarkable.  The  pericardium  may  be  dotted  by  , 
petechial  spots,  and  its  cavity  may  contain  a  considerable  quantity  of  gela- 
tinous material.  The  muscles,  including  the  heart,  are  dark  colored,  soft, 
and  flabby.  The  blootl  is  fluid  and  tlark  in  hue — sometimes  almost  black. 
Clots  may  be  found  in  the  pericardial  space.  Clear,  straw-colored  fluid 
may  be  present  in  the  pleural  cavity,  and  if  the  lungs  are  affected  they  are 
found  engorged  with  dark-colored  blood,  the  right  lung  being  more  affected 
than  the  left  as  a  rule;  the  posterior  portion  is  most  congested  and 
tederaatous,  particularly  at  the  bases.  Sometimes  pulmonary  infarctions 
are  present. 

In  the  abdominal  cavity  numerous  extravasations  of  the  blood  may  be 
found  in  the  mesentery.  Petechial  hemorrhages  may  be  present  in  the 
stomach  and  intestines.  The  spleen  is  usually  enlarged  and  contains  a 
large  amount  of  gruraous  blood.  Microscopic  e^xamination  of  the  tissues 
of  the  body,  when  general  infection  is  present,  discloses  the  bacillus  usually 
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in  large  numbers.  They  are  particularly  numerous  in  tlie  small  blood- 
Is  and  l^Tuph  glands  which  are  near  the  site  of  the  priniarj'  lesion. 

Bymptonis. — Anthrax  occurs  in  two  forms,  the  external  and  iniemoL 
The  external  form  manifests  itself  by  the  development  at  the  point  of  infec- 
tion, about  three  to  six  days  after  contact  with  the  source  of  the  disease,  of 
a  small,  itching  papule,  which  is  soon  surrounded  by  an  inflamed  area. 
Usually  this  lesion  is  so  insignificant  that  no  attention  is  paid  to  it  .save  the 
scratching  or  rubbing  of  it.  There  may  be  a  history  of  an  abrasion,  scratch, 
or  pimple  through  which  infection  has  occurred.  The  papule  speedily 
becomes  red  and  angry-looking,  and  at  its  summit  a  i^esicle  develops  which 
is  filled  with  blocxly  serum.  Around  this  centre  of  infection,  on  the  reddened 
and  oedematous  zone  or  base,  additional  papules  and  vesicles  appear  and 
the  inflammatory  process  spreads  rapidly  in  all  directions.  The  vesicles 
may  become  dry  and  crusty,  and  as  they  do  so  the  tissues  underneath  undergo 
softening,  the  central  part  becoming  black  and  necrotic.  Curiously  enougli, 
this  rapid  process  rarely  causes  much  pain,  but  the  neighboring  iijmphalic 
vessels  become  reddened  and  the  nodes  enlarged.  By  the  end  of  forty- 
eight  hours  after  the  papule  first  appenrs  the  anthrax  bacilli  may  he  found 
in  the  blood,  and  in  such  a  case  the  symptoms  of  systemic  disturbance 
rapidly  become  very  marked. 

The  local  lesion  rapidly  spreads  up  the  arm  if  the  hand  be  the  part  first 
attacked,  and  the  part  becomes  intensely  swollen  and  livid,  the  skin  being 
doited  by  blebs,  but  it  is  a  noteworthy  fact  that  the  rapid  spread  of  the 
surrounding  inflammation  is  due  largely  to  secontlary  infection  by  other 
organisms.  In  cases  of  pure  anthrax  infection  the  central  papule  is  often 
surrounded  by  an  area  of  induration,  but  no  red  areola  even  after  the  slough 
has  formed.  There  is  general  wretchedness  and  rapidly  increasing  debility, 
followed  by  rigors,  high  jevety  sweats,  and  diarrhoea,  but  after  the  early  stages 
the  fever  falls  and  the  temperature  may  be  normal.  Delirium  rapidly  ensues, 
ami  dyspnoea  and  cyanosis,  with  profound  evidences  of  septic  infection,  close 
the  scene  in  death.  In  some  cases,  however,  the  mind  remains  perfectly 
clear. 

AVTien  recovery  takes  place  the  local  area  is  walled  off  by  protective  efforts 
on  the  part  of  the  body,  so  that  severe  constitutional  symptoms  do  not 
appear.  The  diseased  tissues  at  the  focus  of  infection  undergo  necrosis,  are 
thrown  off,  and  heahng  is  finally  accomplished. 

A  second  form  of  external  anthrax  infection  is  that  which,  because  of  its 
course,  is  called  malignant  anthrax  cedema.  This  usually  develops  on  the 
face  or  head  and  differs  from  the  type  just  described  in  that  no  papule  or 
similar  local  lesion  is  present,  but  in  its  stead  an  intense  nedema  of  the  tissues 
ts  produced.  So  active  may  be  the  local  process  that  the  parts  may  speedily 
slough  or  become  gangrenous.    Death  usually  comes  rapidly  to  such  cases. 

The  internal  form  of  anthrax  nmntfests  itself  in  the  lungs  or  alimentary 
tract.  In  the  first  instance  the  anthrax  bacilli  enter  the  respiratory  passages 
by  inhalation  in  the  dust  arising  From  the  handling  of  dried  hides  or  wool. 
Hence  it  is  called  "wool-sorters'  disease.*'  The  symptoms  in  these  cases 
vary  to  an  extraordinary  degree  in  their  severity.  In  some  instances  the 
patient  feels  wretched  and  miserable,  and  soon  has  a  chili  which  is  followed 
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by  fever  and  very  marked  thoracic  distress.  There  may  be  pain  in  the 
side  and  lal)ored,  fliffirnlt  hreatliing.  Cough  may  or  may  not  be  present. 
The  face  becomes  livid,  marked  cyanosis  develops,  and  the  patient  dies  in  a 
few  hours  or  days  in  asthenia  and  collapse.  Pneumonia  is  rare,  but  areas 
of  irapaire<l  resonance  on  percussion  and  bronchial  breathing  may  be  found 
as  the  result  of  eiilargetnent  of,  and  pressure  by,  the  bronchial  and  mediastinal 
glands.  In  other  cases  the  symptoms  are  so  mild  and  indefinite  as  to  possess 
no  diagnostic  value.  A  workman  may  feel  only  weak  and  feeble,  his  hands 
may  be  cold,  and  his  breathing  oppressed,  yet  he  may  die  within  twenty- 
four  hours  in  collapse.  Bell  records  several  cases  in  which  death  came 
within  twenty-four  hours  of  what  seemed  to  be  perfect  health. 

When  the  intestinal  tract  is  infected,  there  are  present  diurrhcBa,  vomiting, 
great  weakness,  and  failure  of  the  circidafion  foUowe<]  by  collapse  and  death 
in  from  two  to  five  days. 

Diagnosis. — In  the  external  form  of  the  disease  the  occupation  of  the 
patient  aii<I  the  presence  of  an  itching  papule  should  at  once  arouse  the 
suspicion  of  anthrax  infection,  which  will  be  strengthene<l  by  the  rapid  for- 
mation of  the  vesicle  already  <lescribcd.  The  tliagnosis  can  be  confirmed  by 
a  microscopic  examination  of  the  fluid  for  the  bacillus,  or  by  inoculating  a 
mouse  with  one  drop  of  the  fluid  from  a  vesicle.  This  will  cause  the  death 
of  the  mouse  in  about  forty-eight  hours,  and  in  its  organs  the  bacillus  will 
be  found  in  immense  numljers,  and  from  these  cultures  may  be  made. 

This  condition  is  separated  from  carbuncle  by  the  lack  of  pus  and  by 
the  absence  of  its  sloughing  core.  From  erysipelas  of  the  phlegmonous  type, 
or  from  diffuse  cellulitis,  it  is  separated  in  the  later  stages  by  the  absence  of 
pain  ami  fever.  From  malignant  oe<lema  it  is  distinguished  by  the  absence 
of  crepitation  due  to  gas  in  the  tissues.  Agglutination  tests  based  on  the  same 
principle  as  the  Widal  test  in  typhoid  fever  have  not  been  generally 
adopted. 

Prognosis. — The  prognosis  of  the  external  form  depends  upon  the  degree 
of  general  systemic  infection,  and  therefore  the  size  of  the  local  lesion  has 
not  any  great  importance  in  determining  the  ouUook  It  not  rarely  hap- 
pens that  a  small  papule  may  be  followed  by  the  death  of  the  patient  in  a 
few  days,  whereas  a  larger  lesion  may  lie  recovered  from.  Thus,  Bell  states 
that  a  patient  with  so  severe  a  lesion  on  the  face  as  to  have  large  bullip  and  a 
free  discharge  of  straw-colore<I  fluid,  with  swelling  of  the  entire  head  and  the 
submaxillary  glands,  may  recover.  In  other  words,  everything  depends 
upon  the  degree  of  systemic  infection.  A  rapid-running  pulse  is  always  an 
evil  omen. 

Death  may  come  as  early  as  the  first  day  of  illness,  but  the  majority  of 
deaths  occur  on  the  fourth  to  seventli  day.  So  far  as  mortality  is  concerned 
statistics  vary  very  greatly,  probably  because  of  variations  in  the  virulence  of 
the  infection.  Thus,  Woolmer  states  that  out  of  .50  casjes  he  lost  only  2,  and 
Muskett  treated  50  cases  with  one  deaUi;  whereas  in  England,  even  when 
the  workmen  have  been  taught  to  present  them.selves  for  treatment  at  once, 
the  mortality  has  been  21  per  cent.,  and  in  some  collections  of  .statistics  it 
has  reached  50  per  cent.  In  Eppinger*s  epidemic  among  rag-pickers  78 
out  of  88  cases  were  fatal. 
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In  the  internal  form  the  procrnosis  is  bad  and  death  often  comes,  as  already 
stated,  as  early  as  twenty-four  hours  after  the  primary  symptoms.  Cases 
in  which  recovery  has  taken  place  are,  however,  on  record. 

Treatment. — The  treatment  of  the  external  form  consists  in  the  destruction 
by  actual  cautery  of  the  primary  focus  of  the  disease  at  the  earliest  possible 
moment.  If  this  is  not  done  it  should  be  exciseil.  Not  only  should  the 
infected  tissues  be  removetl,  hut  the  surrounding  tissues  for  at  least  an  incli 
as  well.  As  soon  as  this  is  done  the  part  is  to  be  swabbed  with  pure  carbolic 
acid  and  then  dressed,  so  that  drainage  into  the  dressings  may  occur.  The 
patient's  vitality  should  be  maintained  by  good  food  and  stimulants,  and 
anthrax    antitoxin    sliouUl  be  given. 

Within  the  last  few  years  an  anti-anthrax  seruni  has  been  employed  with 
success,  I>^gge  states  the  following  facts  as  to  its  use:  (1)  In  very  large 
doses  it  Ls  innocuous;  (2)  it  can  be  well  borne  even  when  introduced  into 
the  veins;  (3)  no  case  taken  in  an  early  stiigc,  or  of  moderate  severity,  is 
fatal  if  treated  with  serum;  (4j  with  the  serum  some  cases  are  saved  when 
the  condition  is  most  critical  and  prognosis  almost  hopeless;  (5)  when  in- 
jected inU>  the  veins  the  scrum  quickly  arrests  the  extension  of  the  fcde- 
zuatous  process  so  as  to  reduce  notably  the  danger  from  siitTocation  whirh 
exists  in  many  of  the  cases  where  the  pustule  is  situated  on  the  face  or 
neck;  (6)  tlie  serum,  if  used  early  enough,  reduces  to  a  minimum  the  de- 
struction of  tissue;  (7)  in  some  situations  of  the  pustule,  as  the  eyelid, 
senim  must  be  used  in  preference  to  any  other  trealtnent;  (S)  persons 
attacked,  when  treated  with  the  scrum,  appear  to  become  convalescent  in 
the  course  of  a  few  hours;  to  these  I  may  iuld  (U)  tliat  in  internal  anthrax 
if  it  isadmini.stere<l  intravenously  it  is  the  only  treatuifnil  winch  can  hold  uut 
any  hope. 

In  almost  all  cases  injection  of  the  seruni  is  followed  by  a  rise  in 
temix-ralure  often  to  over  10.5°,  and  with  this  there  is  an  iiii[irovcment 
in  the  general  conilition  of  the  patient.  The  pn^gno.sis  where  there  is  this 
rise  Sclavo  regards  as  favorable.  In  the  same  way  tlie  necrotic  process 
itself  is  to  l>e  regarded  as  a  sign  tliat  the  organism  is  making  effort  to  re- 
sist the  anthrax  infection. 


HTDROPHOBIA. 


Deflnition. — Hydrophobia  is  an  acute  Infectious  disease  of  animals  com- 
municable to  man,  the  specific  cause  of  which  has  not  as  yet  l>eeii  isolated. 
It  is  characterized  by  great  restlessness  and  delirium,  by  an  apparent  dread 
of  water  in  some  instances,  and  by  delirium  and  paralysis  in  its  later  stages. 
It  is  often  called  "  rabies  *'  or  **  lyssa'' 

History. — Hydrophobia  was  well  descrilH^d  as  long  ago  as  nearly  500 
B.C.  by  Deraocritus,  but  not  until  about  2(X)  years  B.C.  was  it  described 
in  man.  Since  then  it  has  been  discussed  by  many  ancient  and  modern 
writers,  of  whom  Griiner,  in  1813,  foun<l  that  the  saliva  was  the  vehicle  of 
infection. 

Trousseau  i^Tote  its  best  description  in  modern  times  in  1850.    In  18S2 
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Pasteur  first  clearly  discussed  the  cause  of  the  disease  and  devised  a  plan 
of  rational  treatment. 

Distribution. — No  less  an  authority  than  Yirchow  believed  that  hydrophobia 
was  not  to  be  met  with  in  Greenland,  Denmark,  Africa,  and  parts  of  Asia 
and  South  America,  and  with  others  claimed  that  it  is  peculiar  to  temperate 
zones;  but  in  18G0  an  epidemic  o^Turred  in  Greenland  among  animals  when 
the  temperature  was  25^  l>elow  zero.  Boulanger  is  probably  correct  in  stating 
that  no  part  of  the  world  is  free  from  it.  The  idea  that  it  is  more  prevalent 
in  summer  than  in  winter  is  erroneous.  Suzor  has  reported  twice  as  many 
cases  in  animals  in  March,  April,  and  IMay  as  in  the  summer  months.  Two- 
fifths  of  all  causes  in  human  beings  are  under  fifteen  years  of  age.  The 
disease  affects  dogs,  skunks,  foxes,  and  wolves  more  commonly  than  other 
animals,  but  all  animnis  are  apparently  susceptible  to  it.  Cows  may  develop 
it  from  dog-bites  or  from  bites  of  other  infected  cows,  and  in  ISSS  I  saw 
a  numlier  of  deer  from  the  royal  herd  in  Richmond  Park,  near  London, 
which  suffered  from  tliis  disease  and  which  were  studied  at  the  Brown 
Institution. 

Etiology. — As  already  stated,  the  cause  of  this  disease  has  not  been  deter- 
mine<l  with  certainty,  although  recently  Negri  claims  to  have  established 
that  it  is  due  to  a  protozoal  organism.  It  is  known  that  its  cause  has  a 
special  affinity  for  the  nervous  system,  and  is  found  in  the  saliva,  but  not  in 
the  urine  or  the  blood.  The  (jisease  can  be  passed  from  animal  to  animal, 
from  an  animal  to  man,  antl  from  man  to  an  animal,  and  it  can  be  passed 
on  from  one  to  another  without  rapidly  losing  its  virulence,  llie  transfer 
is  always  made  through  some  solution  of  continuity,  usually  a  bite,  but  it 
has  occurred  through  a  pimple,  and  it  is  said  to  have  been  transferred  by 
the  milk  of  a  nursing  mother. 

In  the  dog  it  luis  been  proved  that  the  saliva  may  be  virulent  as  long  as 
three  days  before  any  symptoms  of  the  disease  appears. 

Prevention. — The  only  efficient  measures  of  prevention  are  the  universal 
muzzling  of  clogs,  particularly  when  a  mad  dog  is  known  to  have  l>een  in  the 
neighboriiood,  and  the  killing  of  all  animals  found  suffering  from  the  disease. 
In  I>ondon  the  muzzling  of  dogs  decreased  the  disease  from  176  Ciises  in 
dogs  in  1S89  to  3  in  1892,  but  on  relaxation  in  enforcing  the  law  the  number 
of  cases  in  dogs  and  man  rose  again  to  about  the  original  number.  (For 
preventive  inoculation  see  Treatment.) 

Frequency. — Hydrophobia  is  not  a  common  malady  in  animals,  and  is  rare, 
comparatively  speaking,  in  man.  Sporadic  cases  are  met  with  in  anunals 
in  every  large  city  during  the  year.  (For  statistics  see  Salmon's  article  in 
the  Year  Book  of  the  U,  S.  Department  of  Agricidtwre,  1901.)  Woodhead 
states  that  only  about  16  per  cent,  of  those  bitten  by  rabid  animals  become 
victims  of  the  disease. 

Pathology  and  Morbid  Anatomy. — It  has  been  generally  stated  that  there  is 
nothing  pathognomonic  in  the  morbid  anatomy  of  rabies,  but  recent  studies 
controvert  this  view.  Examined  microscopically  the  medulla  and  spinal  cord 
show  small  hemorrhages  and  large  numbers  of  small  round  cells  in  the  peri- 
vascular Ivmph  spaces  and  around  the  motor  ganglia  cells,  and  progressive 
degenerative  changes  in  the  spinal  nerve  cells  appear,  consisting  in  chroma- 
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tolysis  and  overgrowth  of  the  nucleolus.  These  changes  are,  however,  by  no 
means  pathognomonic,  as  they  may  be  found  in  other  diseases. 

Van  Gehuchten  and  NeKs  have,  however,  discovered  changes  in  the 
peripheral,  cerebral,  and  sympathetic  ganglia,  in  the  intervertebral  ganglia, 
and  in  the  plexiform  ganglia  of  the  pneumogastric  nerve,  which  they  consider 
to  be  diagnostic  of  rabies.  These  changes  consist  in  the  destruction  of  the 
nerve  cells  by  newly  formed  cells  from  the  capsule.  Ravenel  and  McCarthy 
have  studied  (1901)  28  cases  of  rabies  occurring  in  dogs,  rabbits,  and  other 
animals,  and  found  these  changes  in  all  but  one  case.  The  plexiform  ganglia 
were  affected  in  all  in  which  positive  results  as  to  the  presence  of  the  rabies 
were  obtained.  In  21  cases  the  bulb  was  examined  for  the  rabic  tubercle 
of  Bab^,  and  positive  results  were  obtained  in  19,  although  in  2  no  distinct 
tubercle  formation  was  observed,  chromatolysis  only  being  present.  The 
rabic  tubercle  of  6ab6  is  an  accumulation  of  embryonal  cells  around  the 
nerve  cells.  The  cells  of  the  bulbar  nuclei  undergo  degeneration  and  mani- 
fest various  stages  of  chromatolysis. 

As  a  result  of  their  studies  Ravenel  and  McCarthy  conclude  that  these 
changes,  taken  in  connection  with  the  clinical  symptoms,  afford  a  rapid  and 
trustworthy  means  of  diagnosis  of  hydrophobia,  but  that  their  absence  does 
not  imply  that  the  disease  is  not  present.  They  also  believe  that  the  rabic 
tubercle  of  Bab^  is  present  often  enough  to  afford  diagnostic  evidence  in 
cases  where  the  central  nervous  system  only  is  obtainable  without  any 
ganglia. 

Symptoms  in  Animals. — ^The  symptoms  of  rabies  in  animals  vary  greatly.  In 
the  dog  we  find  that  he  is  at  first  stupid  and  heavy  and  often  cross  and  rest- 
less. When  he  stands  up  he  may  sway  slightly  and  stagger  when  he  runs. 
At  this  time  he  is  easily  frightened  and  his  reflexes  are  acutely  increased.  He 
usually  refuses  food  and  drink,  but  will  often  gulp  down  all  sorts  of  substances 
not  food,  such  as  rags,  manure,  and  pieces  of  wood.  Even  at  this  time  he 
may  be  obedient,  and  may  not  bite  his  master,  although  he  will  snap  at  a 
stranger.  The  bark  is  muffled  and  peculiar,  and  may  be  a  series  of  yelps 
or  howls,  the  lower  jaw  never  completely  closing  as  in  health.  Thirst  may 
be  manifest,  but  though  the  animal  may  lap  the  water,  spasm  of  the  throat 
prevents  swallowing.  The  idea  that  a  mad  dog  has  a  peculiar  dread  of 
water  is  erroneous.  Any  repubion  he  may  have  to  it  is  due  to  the  spasm  of 
the  gullet. 

He  next  becomes  delirious  and  maniacal,  galloping  or  swiftly  trotting,  with 
a  slouching  demeanor,  as  if  shrinking  from  some  enemy.  The  jaws  are 
usually  open,  and  the  saliva  may  flow  freely  from  the  mouth.  Some 
amblyopia  may  develop  so  that  he  is  prone  to  run  into  objects  which  should 
be  easily  avoided.  This  may,  however,  be  due  to  stupidity  or  muscular 
inco-ordinatioD.  Sometimes  he  seems  to  see  imaginary  objects  and  snaps  at 
them.  Rapid  emaciation  is  a  noteworthy  sj-mptom.  Finally,  the  animal 
becomes  more  feeble  and  paralyzed.  The  paralysis  is  gradual  in  onset. 
The  hind  legs  are  at  first  moved  with  difficulty  and  finally  the  animal  sinks 
on  his  haunches,  there  being  a  simultaneous  loss  of  power  in  the  fore- 
l^p,  upon  which,  however,  he  can  occasionally  raise  himself.  During  this 
period  convulsions  may  ensue.    Death  occurs  on  the  fifth  or  sixth  day  as  a 
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rule,  but  life  may  be  prolonged  until  the  eighth  day,  but  never  longer  than 
the  tenth  day. 

In  some  cases,  probably  in  those  which  are  very  severe,  the  paralysis  may 
develop  almost  at  once. 

Animals  sometimes  manifest  symptoms  of  what  is  known  as  "dumb 
rabies/*  which  is  to  be  distinguished  from  tlie  maniacal  form.  In  this  con- 
dition the  lower  jaw  is  dropped  and  the  animal  is  unable  to  close  the  mouth. 
The  toiif^ue  hau^  out  and  the  saliva  dribbles.  As  the  jaw  is  paralyzed  the 
dog  is  unable  to  bite,  and  docs  not  attempt  to  do  so.  This  form  usually 
causes  death  in  about  two  to  four  days.  It  is  imj>ortant  that  these  mani- 
festations of  dumb  rabies  be  remembered.  Dr.  Gill,  a  veterinary  surgeon  of 
New  York,  asserts  that  this  is  a  very  common  form  of  the  disease,  which 
frequently  misleads  persons  into  thinking  that  the  dog  hjis  a  bone  in  its 
throat.  They  are  still  further  deceived  by  the  fact  that  the  animal  has  no 
hydrophobia  and  not  infrecjuently  actually  plunges  his  head  into  water,  or 
will  even  swim  a  river.  He  adds  as  additional  advice:  **Beware  of  a  dog 
when  it  becomes  <hill  and  hitles  away,  app4^ars  restless,  is  always  on  the 
move  and  prowling,  whose  countenance  is  sombre  and  sullen,  and  which 
walks  with  his  head  down  like  a  bear.  Beware  of  one  which  barks  at  nothing 
when  all  is  still.  Beware  of  the  dog  that  barks  inccssatitly  and  tears  up 
things.  I^ook  out  for  the  dog  which  has  become  too  fond  of  you  and  is  con- 
tinually licking  your  hand  and  face;  and  beware,  al>ove  all,  of  the  dog  which 
has  difficulty  in  swallowing,  which  appears  to  have  a  bone  in  its  throat, 
and  of  one  which  lias  wandered  away  from  home  and  returns  covered  with 
dirt,  exhausted  and  miserable." 

These  symptoms  in  the  dog  have  been  described  in  detail  because  a  correct 
diagnosis  of  the  malady  in  the  dog  is  of  vital  im[.w.>rlance  in  determining 
whether  a  patient  is  to  l)e  a  victim  of  rabies  and  if  he  shouUl  be  given 
Pasteur's  treatment. 

Symptoms  in  Man. — When  a  liutnan  being  is  infected  by  rabies  the  stage 
of  inctibafion  may  last  from  fointeen  days  to  eighteen  months,  although 
if  the  animal  produces  a  punctured  wound  and  is  in  the  active  stage  of  the 
disease  the  shorter  period  is  more  commr)n.  It  is  usually  shorter  in  young 
children  than  in  adults.  At  the  end  of  the  period  of  incubation  the  part 
infected  begins  to  itch  and  tingle  and  then  to  burn.  The  skin  in  its  neigh- 
borhood may  develop  vesicles,  and  the  old  wound  may  open. 

The  primary  systemic  symptoms  in  man  are  apprehension,  resilessnesSt  and 
finally  marked  anxiety.  This  is  followef]  by  thirst,  but  when  the  water  is 
brouglit  near  the  patient  he  seems  In  liave  great  fear  of  it — hydrophobia. 
This  fear  is  chiefly  due  to  the  pharyngeal  spasm,  which  is  pniduced  at  the 
sight  of  water,  which,  if  the  patient  tries  to  swallow,  becomes  exaggerated. 
This  spasm  is  the  most  pathognomonic  s^Tnptom  of  rabies  in  man. 

Often  the  site  of  the  inoculation  is  red  and  inflamed  aiul  there  may  he 
local  irritation  or  pain.  This  stage  lasts  about  five  days  and  is  followed  by 
tlie  stage  of  excitement,  with  hilM>red  respirations  and  spasm  of  the  laryngeal 
and  pharyngeal  muscles.  The  reflexes  are  greatly  exaggerated  and  delirium 
or  mania  may  come  on.  Occasionally  the  jaws  may  be  snapjK^d  together, 
although  snapping  is  said  to  be  characteristic  of  false  rabies.    \  ery  commonly 
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the  curious  symptom  of  spitting  develops,  the  patient  ejecting  small  quan- 
tities of  spittal  upon  surroumiiiig  objects. 

Occasionally  paralytic  rabies  occurs  in  man,  but  it  is  very  rare. 

DiagBosia. — It  is  only  in  the  early  stage  of  the  disease  in  either  the  animal 
or  man  that  any  difficulty  can  exist  as  to  its  diagnosis.  As  the  saliva  of  a 
dog  for  several  days  before  it  seems  very  ill  is  virulent,  all  sick  dogs,  ill  of 
imknown  cause.s,  should  be  regarde<i  with  suspicion  or  caution.  In  man  the 
history  of  hanng  been  bitten  will  usually  be  obtainable. 

Occasionally  a  hysterical  person,  after  reading  or  hearing  a  description  of 
rabies,  develops  symptoms  which  resemble  it.  The  fact  that  the  patient  is 
of  this  type,  and  that  threats,  or  inhalations  of  amyl  nitrite,  speedily 
cure  the  ailment  will  permit  a  dilferentiation.  This  state  is  called  pseudo- 
hydrophobia  or  lyssaphobia.  It  is  important  to  remember  that  symptoms  of 
pseudohy<irophobia  or  hysteria  sinmlating  the  true  disease  often  develop  as 
early  as  twenty-four  or  forty-eight  hours  after  exposure;  whereas  true  hydro- 
phobia rarely  develops  in  less  than  fourteen  days.  Again,  the  hysterical 
patient  often  presents  the  symptoms  of  the  second  convulsive  stage,  with- 
out having  shown  any  primary  symptoms.  He  is  apt  to  show  a  disposilion 
to  bite,  which  is  very  rare  in  true  human  hydrophobia,  and  if  he  barks. 
growls,  or  snaps  it  is  an  imitation  and  not  the  true  disease.  Finally^  should 
the  patient  survive  for  a  period  of  active  symptoms  longer  than  ten  days  the 
case  is  probably  hysteria. 

True  hydrophobia  is  to  be  differentiated  from  tetanus  by  the  presence  of 
marked  lock-jaw  in  the  latter  disease,  and  by  the  fact  that  in  tetanus  there  is 
no  dribbling  of  saliva  antl  no  expression  of  terror.  The  convulsions  in  true 
hydrophobia  are  rarely  as  tonic  as  in  tetanus.  The  paralytic  form  of  rabies 
may  resemble  Landry's  paralysis. 

Prognosis. — It  may  be  possible  for  true  hydrophobia  to  permit  of  recovery 
in  man,  but,  if  it  is,  no  case  of  recovery  has  ever  been  re[>oii:ed  in  which 
there  was  undeniable  evidence  that  the  diagnosis  was  correct. 

Treatment. — The  treatment  of  liydrophobia  is  entirely  in  the  line  of  pre- 
ventive medicine,  for,  once  the  disease  is  developed,  curative  measures  are 
not  possible.  As  soon  as  the  bite  is  received  the  wound,  if  a  punctured  one, 
should  l>e  washed  and  then  sucked  and  the  spittle  expectorated.  If  the  part 
injured  \ye  an  extremity  a  tourniquet  shouki  f)e  used  until  this  is  done.  The 
punctured  wound  should  be  converted  into  an  incised  wound, and  theopening 
should  not  l^e  closed,  but  given  free  drainage  and  kept  open,  well  protected 
from  other  infection,  for  several  weeks.  Where  [>ossible,  without  great 
mutilation,  the  part  should  be  excised  as  is  now  recommended  for  the  pre- 
vention of  tetanus.  Tlie  value  of  caustics  depenfls  on  the  one  employed. 
Nitric  acid  is  the  best.  If  the  wound  is  incised,  well  washed  with  normal 
saline  or  with  bichloride  of  mercury,  real  tissue  destroyers  may  be  set 
aside. 

The  specific  and  rational  method  of  treatment  is  that  proposed  and 
instituted  by  Pasteur  by  means  of  attenuated  virus.  This  investigator  found 
that  if  the  virus  of  hydrophobia  is  propagated,  through  the  inoculation  of  a 
series  of  rabbits,  it  increases  in  virulence,  and  the  spinal  cords  of  the  rabbits 
of  the  last  series  of  inoculations  contain  the  poison  in  a  very  active  state. 
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If  these  spinal  cords  are  preserved  under  certain  conditions  this  degree  of 

virulence  progressively  diminishe.s.  If  an  emulsion  be  made  from  the 
attenuated  cords  and  a  dog  inoculated  with  it  in  small  amount  the  animal 
survives/ and  if  successively  inoculated  with  vims  of  increasing  virulence 
gradually  becomes  immune  as  larger  doses  are  given,  until  he  is  able  to 
stand  inoculation  with  the  most  virulent  matter  obtained  from  the  conls 
of  rabbits.  This  same  process  is  now  employed  for  the  treatment  of  a 
man  who  has  been  bitten,  the  endeavor  being  made  to  produce  an  arUficial 
immunity  before  the  stage  of  incubation  following  the  bite  is  completed. 

Two  methods  of  producing  immunity  to  hydrophobia  are  now  employed. 
One  is  known  as  the  "simple"  and  the  other  as  the  ''intensive."  In  both 
methods  spinal  cords  of  infected  animals  are  employed  in  gradually  increas- 
ing strength  until  finally  what  is  known  as  a  threenlay  cord — that  is,  one 
which  has  been  kept  three  days — is  administered  subcutaneously.  In 
the  *' simple"  tnethi^d  nineteen  injections  are  given  in  fourteen  days. 

In  those  cases  which  liave  severe  lacerated  wounds  of  the  face,  in  which 
not  only  infection  has  taken  place,  but  the  tissues  have  been  devitalized  by 
traumatism,  the  "intensive"  method  is  usetl.  This  consists  in  the  admin- 
istration of  twenty-eight  injections  In  twenty-one  days.  During  the  first 
three  days  as  many  injections  are  given  in  the  "intensive"  method  as  are 
given  in  five  days  by  the  simple  method. 

Out  of  17»305  cases  treated  at  the  Pasteur  Institute  in  Paris  in  tliis  manner 
between  1886  and  1893  there  were  139  deaths  from  rabies.  If  the  average 
mortality  after  inoculation  is  in  the  neighborhood  of  20  per  cent.,  as  already 
stated,  it  is  evident  that  instead  of  there  being  139  deaths  there  would  have 
been  approximately  3476  deaths,  which  shows  the  great  value  of  the  plan. 
As  the  treatment  is  absolutely  harmless  if  properly  employed,  the  value  of 
Pasteur's  method  cannot  be  doubted.  It  is,  of  course,  useless  after  the 
malady  is  well  developed. 

After  the  disease  is  established  care  must  he  taken  that  the  patient  doe5 
not  wound  his  attendants.  His  sufferings  should  be  relieved  by  morphine 
or  chloral  in  sufficient  doses  to  spare  him  from  much  misery.  Nutrient 
enemata  may  be  used  to  help  support  nutrition  if  food  cannot  be  swal- 
lowed. 

Efforts  have  been  made  from  time  to  time  to  provide  an  antirabic  serum. 
Bab6i  and  Lepp,  in  1889,  Tizzoni  and  Schwarz,  and  later  Tizzoni  and 
Centanni  have  all  endeavored  to  reach  this  much-desired  product.  They 
have  used  virus  which  has  been  attenuated  by  digestion  with  gastric  juice, 
and  their  serum  is  of  such  a  strength  that  in  the  proj>**rtionof  ^soaq  per  kilo- 
gram weight  of  rabbit  it  will  protect  against  one  infection  unit  of  virus 
if  administered  subcutaneously  twenty-four  hours  l>efore  the  subdural  injec- 
tion of  virus  is  given  to  an  animah  An  infection  unit  of  the  virus  is  the 
greatest  dilution  of  any  virus  which  will  surely  kill,  without  prolongation  of 
the  incubation  period,  when  0.012  c.c.  per  kilogram  of  animal  is  admin- 
istered under  the  dura.  These  investigators  believe  that  the  antirabic 
vims  should  be  injected  subdurally,  as  it  is  far  more  efficacious  in  this 
way  than  when  it  is  given  by  the  hypodermic  needle,  and  they  claim  that 
the  subdural  dose  is  12,000  times  as  efficacious  as  the  subcutaneous  dose. 
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UnfortunateW)  these  investigations  only  give  promise  of  good  for  human 
beings.  Sufficient  statistics  as  to  their  value  have  not  as  yet  been  forth- 
coming. 

TETANUS. 

Definition. — ^Tetanus  is  an  acute  infectious  disease  due  to  the  entrance 
and  development  in  the  body  of  a  specific  organism,  the  bacillus  of  tetanus. 
It  is  characterized  by  the  development  of  rigidity  of  the  muscles  so  that  the 
limbs  are  fixed  and  the  jaw  locked. 

History. — Tetanus  has  been  known  for  many  centuries  as  a  disease  that 
occasionally  follows  small  wounds,  but  it  was  not  until  1884  that  Carle  and 
Rattone  discovered  that  when  an  animal  showed  symptoms  of  tetanus  it  was 
possible  to  produce  similar  symptoms  in  healthy  animals  by  injecting  virus 
obtained  from  the  first-  In  1885  Nicolaier  obtained  from  the  pus  of  infected 
animals,  bacteria  which,when  inoculated  into  healthy  animals,  caused  tetanus, 
but  he  was  unable  to  isolate  the  organism  absolutely,  although  he  described 
it  as  a  small,  slender  bacillus.  Tn  1886  Rosenbach  confirmed  Nicolaier's 
discovery,  but  he  also  did  not  get  a  pure  culture  of  the  bacillus  of  the  dis- 
ease. In  1889  Kitasato,  Tizzoni,  and  Cattani  succeeded  in  its  complete 
isolation.  Faber  also  proved  that  he  could  obtain  from  a  culture  of  this 
bacillus  a  toxin  which,  when  injected  into  animals,  caused  symptoms  iden- 
tical with  those  met  with  in  human  beings  suffering  from  this  malady. 

Distribution. — ^Tetanus  is  met  with  everywhere  in  tropical  and  temperate 
zones.  Its  bacillus  is  particularly  prevalent  in  garden  soil  and  about  stables 
and  dungheaps.  In  the  United  States  it  is  most  prevalent  in  Louisiana, 
New  York,  Pennsylvania,  Texas,  and  Ohio  in  the  order  named.  Wells 
has  shown  that  the  cur\'e  of  deaths  in  this  disease  starts  in  May,  reaches  its 
highest  point  in  July,  and  then  declines  to  October. 

Etiology  and  Frequency. — The  specific  organism,  the  Bacillus  ietani,  is 
4/«  to  5fi  in  length  and  about  0.4/£  wide;  during  sporulation  one  end  enlarges 
giving  the  organism  a  drumstick  appearance.  This  bacillus  is  an  anaerobic, 
slightly  motile,  flagellated  rod,  possessing  unusually  resistant  spores  and  the 
faculty  of  producing  a  highly  poisonous  toxin.  It  is  frequently  demonstrated 
in  discharges  from  wounds  in  cases  of  tetanus,  and  has  been  found  on  the 
object  producing  the  wound  and  in  freshly  made  wounds. 

The  chief  causative  factor  in  tetanus  is  the  presence  of  a  wound  through 
which  the  specific  germ  may  enter  the  body.  This  wound  may  be  so  insig- 
nificant as  to  be  overlooked.  In  other  cases  the  infection  takes  place  through 
a' break  in  the  mucous  membrane  of  the  mouth.  Accidents  of  this  type 
probably  account  for  the  cases  of  so-called  idiopathic  tetanus.  Small, 
punctured  wounds  are  much  more  apt  to  result  in  the  development  of  the 
disease  than  large  ones  with  free  drainage,  for  the  accumulated  necrotic 
tissues  of  punctured  wounds  afford  approximately  ideal  conditions  for  the 
devdopment  of  the  anaerobic  bacillus.  Within  the  last  few  years  several 
outbreaks  of  tetanus  have  followed  the  use  of  contaminated  vaccine. 

Tetanus  is  not  a  very  common  disease,  but  nearly  every  large  hos- 
pital service  has  presented  to  it  occasionally  an  isolated  instance.     It  has 
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been  epidemic  in  many  hospitals  and  camps;  it  has  also  been  epidemic 

aiuong  newborn  infants,  infection  taking  place  through  the  umbilicus 
and  causing  a  frightful  mortality,  particularly  in  the  West  Indies,  where 
at  times  more  than  60  per  cent,  of  all  children  born  died  within  eight  days 
after  birth  from  its  ravages.  In  this  country  it  is  seen  in  hostlers,  gardeners, 
agricultural  laborers,  men  employed  about  stables,  and  in  chikiren  who  run 
alM>ut  with  bare  feel.  By  far  the  most  common  incidence  of  the  disease 
occurs  in  children  who  suffer  from  wounds  produced  by  toy  {>istols  and 
fire-crackei's.  As  many  as  4^)6  cases  of  this  disease  were  due  to  these  causes 
in  the  celebration  of  the  Fourth  of  July  in  10().3  in  the  United  States;  but  it 
is  interesting  to  note  that  owing  to  the  warning  issued  by  medical  men 
against  the  use  of  these  explosives  the  number  of  deaths  due  to  this  cause 
was  only  105  in  1904- 

Preventlon. — ^Tetanus  is  to  he  prevented  by  the  excision  or  conversion 
of  all  punctured  wounds  into  incised  wounds  with  free  draina^,  by  the  use 
of  tetanus  antitoxin  as  sotm  iis  the  wound  is  received,  and^  if  the  disease 
develops  in  a  hospital  or  camp,  by  the  careful  isolation  of  those  who  are  ill 
with  it. 

The  measures  taken  to  destroy  the  bacillus  and  its  spores  outside  the 
body,  as  in  dressings  and  clothing,  must  he  very  radical,  because  the  spores 
are  extraordinarily  resistant  to  those  measures  usually  employed  to  destroy 
pathogenic  germs.  Thus,  the  spores  can  survive  two  hours'  exposure  to 
corrosive  sublimate  1: 1000,  and  even  survive  exposure  to  boiling  water  if 
the  exposure  is  brief.  So,  too»  fifteen  hours'  treatment  with  1 :  20  of  carbolic 
acid  is  necessary  to  destroy  their  vitality.  Drying  does  not  kill  the  bacillus. 
Miguel  has  produced  the  disea.se  from  infected  soil  kept  for  eighteen  years. 

Pathology  and  Morbid  Anatomy, — A  most  important  fact  to  be  remem- 
bered in  regard  to  tetanus  is  that  the  specific  organism  primarily  does  not 
spread  through  the  body,  but  develops  at  the  site  of  infection,  and  from  this 
focus  the  toxin  which  produces  the  symptoms  of  the  malady  is  dissemi- 
nated. It  has  been  proved  by  Meyer  and  Ransom  that  the  poison  passes 
to  the  central  nen'ous  system  through  or  along  the  nerve  trunks.  Another 
fact  of  importance  is  that  the  toxin  combines  with  the  cells  of  the  nervous 
system  with  remarkable  celerity,  and  having  done  so  forms  so  firm  a  com- 
bination that  it  cannot  be  dislodged,  and  in  consequence  the  subsequent  use 
of  antitoxin  often  fails. 

The  tetanic  convulsions  are  not  due  to  any  influence  of  the  poison  on  the 
nerves  or  muscles,  but  upon  the  spinal  cord  and  braiiK 

In  cases  of  death  from  tetanus  there  are  no  characteristic  changes  in  the 
tissues  of  the  nervous  system. 

Symptoms. — ^The  symptoms  of  tetanus  are  so  characteristic  that  they  can 
hardly  be  mistaken  for  any  other  disease  save  hysteria  and  strychnine 
poisoning.  The  dominant  symptom  is  the  state  of  rigidity  of  ike  voLuniary 
muscles^  which,  when  the  disease  is  well  developed,  are  practically  constantly 
contracted,  although  at  intervals  they  relax  and  contract  spasmodically, 
causing  the  well-developed  convulsions  of  the  disease.  It  is  a  curious  fact 
that  the  earliest  symptoms  often  emanate  from  the  muscles  nearest  the  focus 
of  infection,  but  very  commonly  they  originate  in  the  muscles  of  the  jaw 
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and  neck,  producing  the  symptom  called  "lock-jaw,"  that  is,  a  state  in 
which,  by  reason  of  the  spasm  in  the  masseter  muscles,  the  lower  maxilla 
is  firmly  pressed  against  the  upper  jaw. 

The  contraction  of  the  facial  muscles  in  the  spasm  gives  the  face  a 
peculiar  expression  of  painful  mirth,  or  rmts  sardonwwty  and  it  is  a  note- 
worthy fact  that  this  expression  nuiy  be  the  tirst  warning  of  an  oncoming 
attack  of  the  disease,  for  as  the  patient  attempts  to  show  his  tongue  to  the 
physician  who  Ls  inquiring  as  to  his  genenii  health,  the  physician  is  startled 
to  see  the  facial  muscles  produce  this  strange  expression. 

The  muscles  of  the  back  and  abdominal  wall  are  rigid  to  the  touch,  and 
pain  and  oppression  due  to  spasm  of  ike  diapkragm  may  be  present  when 
the  disease  is  well  developed.  The  muscles  of  the  hand  are  the  least  affected 
of  all  the  voluntary  muscles,  as  a  rule. 

If  the  more  powerful  muscles  contract  forcibly  the  patient  s  body  is  arched, 
resting  on  his  heels  and  the  occiput;  this  is  called  opisthotonos.  If  the 
muscles  of  the  anterior  part  of  the  body  are  the  more  powerfully  contracted 
he  may  be  archetl  forward — einprosthotonos. 

Pain  in  the  affected  muscle  is  not  severe  as  a  rule,  but  is  rather  the 
aching  due  to  prolonged  strain  and  weariness.  Sometimes,  however,  it  is 
severe.  There  may  be  alarming  spasm  of  the  glottis  or  fixation  of  the 
respiratory  muscles  endangering  life,  and,  indeed,  in  severe  cases,  this  is 
tlae  cause  of  death,  particularly  when,  by  reason  of  exhaustion,  the  patient 
is  unable  to  withstand  asph^'xia  for  any  length  of  time. 

The  mind  usually  remains  clear  till  the  time  of  death.  The  iemperaiure 
is  moderate  if  the  convulsions  are  mo<lerate,  antl  high  if  they  are  severe, 
ranging  from  100°  to  lOC*^.  The  pidse  varies  in  speed,  becoming  rapid 
during  a  seizure.     Finally  it  becomes  feeble  from  exhaustion. 

DiagnosiB. — ^^fetanus  rarely  is  as  sudden  in  onset  as  is  strychnine  poison- 
ing, and  it  very  rarely  causes  death  so  rapidly.  It  afl'ects  the  muscles  of 
the  face  primarily,  which  strychnine  very  rarely  does.  Tliere  is  usually  a 
history  of  punctured  wound  in  one  case  or  of  the  ingestion  of  poison  in  the 
other.  In  strychnine  poisoning  the  convulsions  are  foUoweil  by  periods  of 
complete  relaxation,  whereas  in  tetanus  constant  spasm  with  exacerbations 
are  present. 

In  hysteria  the  ecstatic  facies  of  the  patient,  the  presence  of  clonic  niove- 
menLs,  the  fact  that  the  patient  is  a  woman  of  a  neurotic  type,  and  that 
laughing  and  crying  are  often  present*  aid  greatly  in  the  *liagnosis.  Further 
areas  of  aniesthesia  are  often  present  in  hysteria  anJ  inhalations  of  nitrite 
of  amyl  may  cause  relaxation  followed  by  sobs  and  tears  as  the  spasm  is 
relieved  by  the  drug. 

Tetany  rarely  presents  such  severe  contractions,  but  it  may  do  so.  The 
spasms  are  often  localized,  and  if  they  occur  in  children  signs  of  rickets  or 
pistric  dilatation  may  be  present  Tetany  practically  never  causes  death, 
^and  it  affects  chiefly  the  hands  and  feet,  which  tetanus  does  not. 

Ptognosis. — The  prognosis  in  tetanus  depends  very  greatly  upon  the 
severity  of  the  paroxysms  and  u|x>n  the  virulence  of  the  infection.  In  virulent 
infections  death  comes  as  early  as  the  second  day  and  usually  by  the  sixth. 
It  is  essential  that  two  forms  of  the  disease  be  recalled  in  studying  this  ques- 
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tion.    There  Is  an  acute  form  with  a  very  high  mortality  of  SO  per  cent., 

and  a  chronic  form  in  which  recovery  takes  place  in  a  large  percentage, 
about  50  per  cent.    The  mortality  is  very  high  in  children  in  all  cases. 

Treatment. — Before  everything  else  in  the  treatment  of  tetanus  must  be 
considered  the  use  of  tetanus  antitoxin.  Its  value,  however,  is  chiefly 
limited  to  those  cases  in  which  it  can  be  administered  as  soon  as  the  inocu- 
lating wound  occurs,  or  within  a  short  time  after  this.  Its  failure  to  lje  of 
value  when  employed  after  the  symptoms  are  well  developed  is  not  due  to 
any  lack  of  power  on  the  part  of  the  tetanus  antitoxin,  but  to  the  fact  tliat 
the  tetanus  toxin  so  rapidly  and  ftrmly  combines  with  the  nen'ous  proto- 
plasm of  the  brain  and  spinal  cord  that  it  is  impossible  for  it  to  be  disasso- 
ciated from  this  protoplasm^  atul  therefore  the  antitoxin  cannot  combine 
with  it  and  prevent  it  from  damaging  the  central  nervous  system. 

When  children  are  wounded  by  means  of  toy  pistols  tetanus  antitoxin 
should  be  injected  at  once,  since  tiie  proportion  of  ciises  in  which  tetanus 
develops  from  this  injury  is  very  large,  ainl  by  tlie  prompt  administration 
of  the  remedy  the  diseiise  may  be  prevented  from  producing  its  character- 
istic symptoms.  Thus  in  1903,  out  of  5(i  cases  of  so-called  Fourth  of  July 
tetanus  treated  without  antitoxin  IS  died,  whereas  in  1904,  out  of  36  cases 
treated  with  antitoxin  none  died.  In  121G  cases  of  tetanus  treated  by 
antitoxin,  PackanI  and  Wilson  found  that  the  mortality  was  42.2  per  cent., 
and  Mo^schowitz  in  4BI  cases  treated  in  this  way  found  a  mortality  of  40-3 
per  cent.  As  the  death  rate  of  acute  tetatms  is  about  SO  per  cent,  and  of 
chronic  tetanus  about  50  per  cent.,  it  is  evident  that  antitoxin  saves  many 
lives.  Even  after  tetanic  symptoms  have  developed  tetanus  antitoxin 
should  still  be  used,  as  it  may  be  of  some  value. 

A  suggestion  has  been  made  that  in  severe  cases  the  patient  be  trephined 
and  the  antitoxin  injected  by  the  hypodermic  needle  between  the  mem- 
branes of  the  brain  or  into  a  cerebral  ventricle.  It  does  not  seem  that  this 
measure  offers  sulficient  promise  of  usefulness  to  justify  so  serious  a  method 
of  treatment.  If  the  symptoms  are  very  severe,  and  doubt  exists  as  to  the 
rapidity  with  which  the  antitoxin  can  be  absorl)ed  from  the  subcutaneous 
tissues,  it  may  be  advisable  to  inject  it  into  the  cerebrospinal  fluid,  inserting 
the  needle  between  the  fourth  and  the  fifth  hmibar  vertebrie.  In  this  way 
it  will  reach  the  spinal  centres  quite  rapidly  without  exposing  the  patient  to 
a  surgical  operation.  The  needle  shoidd  be  introduced  according  to  the 
directions  given  in  the  section  on  Cerebrospinal  IMeningitis.  and  proof  that 
it  has  entered  the  membranes  of  the  con!  assured  by  the  discovery  that  a 
few  drops  of  cerebrospinal  fluid  drip  from  its  external  orifice.  The  syringe 
containing  the  tetanus  antitoxin  is  then  attache<l  to  the  needle  and  the  injec- 
tion is  matie.  According  to  Luckett  it  is  best  to  withdraw  a  considerable 
quantity  of  cerebrospinal  fluid  liefore  injecting  tlie  antitoxin. 

Still  more  recently  the  use  of  antitoxin  injected  into  the  ner\'e  trunks 
supplying  the  part  of  the  body  through  which  the  infection  has  taken  place 
has  been  tried  with  satisfactory  results,  the  i<iea  being  that  the  infection 
sprea^is  along  the  nerve. 

The  wound,  by  means  of  which  tetanus  infection  has  possibly  taken  place, 
should,  if  small,  be  excised,  or  if  it  is  large  it  must  be  thoroughly  cleansed 
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first  with  normal  salt  solution  or  some  antiseptic  liquid,  care  being  taken, 
if  an  antiseptic  is  employed,  that  it  is  not  used  in  sufficient  strength  to  in 
any  way  interfere  with  the  vitality  of  the  tissues  with  which  it  comes  in 
contact,  since  it  b  probable  that  the  vitality  of  these  tissues  is  of  greater 
value  in  protecting  the  individual  against  infection  than  are  the  ordinary 
antiseptic  drugs.  If  the  wound  b  a  punctured  wound,  it  should  be  con- 
verted into  an  incised  wound  in  order  that  the  tetanus  bacillus  may  be 
thoroughly  washed  out  of  it  and  that  free  drainage  may  be  provided.  This 
is  exceedingly  important  Nothing  aids  in  the  production  of  tetanus  so 
certainly  as  ^e  closure  of  such  a  wound  in  its  early  stages.  Wounds  should 
be  allowed  to  heal  by  granulation,  as  this  is  the  surest  way  to  prevent  the 
development  of  the  disease. 

After  the  disease  is  developed  the  patient  must  be  fed  with  nutritious 
and  easily  digested  foods  in  order  that  his  nutrition  may  be  maintained. 
In  the  rapid  type  of  tetanus  death  usually  comes  so  soon  that  great  emacia- 
tion does  not  occur.  But  in  the  more  chronic  form  the  question  of  nutrition 
must  be  constantly  kept  in  mind. 

If  the  jaws  are  so  locked  that  food  cannot  be  introduced  into  the  mouth,  one 
or  more  teeth  should  be  removed  in  order  that  a  stomach  tube  may  be  passed, 
or  a  rubber  tube  may  be  passed  by  way  of  the  nostril,  as  in  feeding  insane 
patients  who  refuse  to  take  nourishment.  Humphrey  has  gone  so  far  as  to 
recommend  in  these  cases  that  a  gastrostomy  be  performed,  the  tube  intro- 
duced, and  the  patient  nourished  trough  the  operative  wound.  This  seems,- 
however,  an  unnecessarily  heroic  method  when  the  tube  can  be  used. 

The  severity  of  the  tetanic  seizures  can  be  to  some  extent  modified  by  the 
administration  of  full  doses  of  chloral  and  the  bromides,  which  act  as  seda- 
tives to  the  motor  and  sensory  portions  of  the  spinal  cord.  These  remedies 
are,  however,  in  no  way  curative,  but  simply  symptomatic  in  that  they 
diminish  to  some  extent  the  force  of  the  convulsions  without  in  any  way 
influencing  the  deleterious  influence  of  the  poison  upon  the  system. 

Care  should  be  taken  that  the  activity  of  the  kidneys  is  maintained  by  the 
administration  of  mild  diuretics  and  by  providing  the  patient  with  plenty  of 
water.  The  state  of  the  bladder  should  also  be  watched,  as  retention  of 
urine  is  not  unconomon.  To  prevent  this,  repeated  catheterization  should 
be  resorted  to. 

Under  the  name  of  "  Kopf-tetanus,"  or  head  tetanus,  a  modified  form  of 
the  disease  sometimes  occurs.  It  is  said  to  be  particularly  apt  to  take  place 
after  injuries  to  the  face.  In  these  instances  the  spasm  is  chiefly  confined 
to  the  muscles  of  the  neck  and  face,  but  often  extends  to  the  abdominal 
muscles,  and  there  is  frequently  spasm  or  paralysis  of  the  glottis,  which  not 
rarely  becomes  a  most  serious  symptom.  In  some  instances  the  disease 
gradually  spreads  until  it  becomes  like  an  ordinary  case  of  tetanus.  It  is 
to  be  treated  by  the  employment  of  antitoxin  and  other  antitetanic  measures. 

GLANDERS. 

Definition. — Glanders  is  a  disease  which  is  usually  met  with  in  the  horse, 
but  it  may  also  affect  man.     It  is  due  to  the  presence  of  the  Bacillus 
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mallei.  When  it  appears  as  nodular  masses  in  the  nostrils  of  the  horse  it 
is  called  "  glanders/^  hut  when  these  nodules  are  in  the  skin  it  is  called 
'*  farcy/*    Analogous  types  occur  in  man. 

Etiology. — The  BacUlu^i  mallei  is  usually  conveyed  to  man  while  caring 
for  a  horse  suffering  from  glanders,  and  enters  his  body  through  some 
break  in  the  skin.  It  may  also  find  its  way  into  the  system  by  way  of  the 
nasal  raucous  membrane.  Rarely  one  per.son  is  infected  by  another  by 
contact  and  through  a  wounrl.  The  bacillus  is  a  slenrler  organism,  somewhat 
thicker  in  proportion  to  its  length  than  the  bacillus  tuberculosis,  with 
roumled  ends.  It  is  easily  stained  with  aniline  dyes,  but  is  equally  readily 
decolorized  by  feeble  acids  or  alcohol.  It  can  be  readily  cultivated  outside 
the  body. 
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Charvclcr  of  the  cnta-nenuA  «>niption  (n  human  Kl^nrlpn.  Thf  vArinHon  in  hW.v  nnd  grneiml  lack  of 
limtillicfUion  nre  noteworthy  points  in  fllfT«T<'nllatinK  It  TroTii  timt  of  9maUi>OT.  On  ncooiint  *>f  iiliHnk- 
%Ke  the  akin  nud  puMtulon  apppjir  mtirp  wrinkled  than  tbry  diO  hpforc  rpinova!  from  thi»  body.  (Phc^ 
toKTapl).  natural  »ize,  by  Hiunnn  Mercatlo,  aHalabtnt  plititouniphcr  of  thr*  Burrau  of  Animal  Indil^ 
try,  r.S.) 

Pathology  and  Morbid  Anatomy. — The  Bacillus  mallei  pnxluces  a  circum- 
scribed infiltration  of  the  tissues  with  accumulations  of  leukocytes  and 
connective-tissue  cells,  which  resemble  macroscopically  small  miliary 
tubercles,  but,  as  Baumgarten  has  shown,  these  nodules  histologically 
occupy  a  position  midway  between  tubercles  and  miliary  abscesses.  The 
surrounding  tissues  are  infiltrated  with  blood  or  show  many,  or  few,  petechial 
extravasations.  After  a  short  time  they  under|^  necrotic  changes,  and 
as  they  break  down  abscesses  are  formed,  which  by  necrosis  of  the  over- 
lying tissues  are  changed  into  ulcers,  which  may  be  superficial  or  deep. 
I^ike  tuberculosis,  the  infection  tends  to  spread  along  the  lymphatics  and 
eventually  the  bacilli  may  reach  the  blood  and  be  distributed  in  the  viscera, 
causing  nodules  in  various  organs.  Such  nodules  occur  in  the  testicles, 
lungs,  spleen,  liver,  and  kidneys,  and  sometimes  the  bones  are  affected, 
causing  an  osteomyelitis. 
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When  the  nodules  break  down  secondary  infections  perpetuate  the  sup- 
puration,  the  specific  bacilli  become  much  diminished,  and  it  may  be 
impossible  to  discover  them  by  staining,  because  at  this  period  they  lose 
their  property  of  being  readily  stained. 

Symptoms. — ^Acute  glanders  develops,  in  about  four  days  after  inoculation, 
with  general  wretchedness,  some  jever^  and  the  appearance  at  the  site  of 
infection  of  a  circumscribed  red  swelling.  This  is  followed  in  a  few  days 
by  breaking  down  of  the  granulomattfus  mass,  in  idceration  of  the  nasal 
mucous  membrane,  and  the  discharge  of  muco-pus  from  the  anterior  nares. 
Secondary  infection  of  the  lymph  glands  in  the  neck  may  occur,  and  if  the 
process  is  severe  the  nose  may  become  necrotic.  Cough  and  dysphagia  may 
be  present.  Upon  the  face  and  about  the  joints  there  develops  an  array 
of  paptdes  which  as  they  become  pustules  may  very  closely  resemble  the 
eruption  of  smallpox.    A  septic  pneumonia  often  comes  on. 

Death  comes  to  such  cases  almost  invariably  by  the  end  of  a  week  or 
ten  days. 

In  rare  instances  the  process  becomes  subacute  or  chronic,  and  the  nasal 
discharge,  unless  accompanied  by  the  severe  symptoms  described,  may  make 
a  diagnosis  difficult,  if  not  impossible,  by  the  ordinary  methods  of  obser\'ation. 

When  the  inoculation  is  by  the  skin,  producing  farcy^  the  same  acute 
localized  swelling  takes  place  and  the  neighboring  lymphatics  become 
inflamed  and  swollen.  Not  only  does  this  occur  as  it  does  in  most  acute 
local  infections  which  are  severe,  but  small  nodules  are  found  scattered 
along  the  neighboring  lymphatics  forming  the  so-called  **  farcy  buds." 
These  undergo  necrosis,  and  sloughs  form.  A  septic  arthritis  may  develop. 
The  nasal  passages  escape,  as  a  rule,  in  farcy.  Death  takes  place  in  the 
majority  of  these  cases  in  from  ten  to  twelve  days. 

Chronic  farcy  lasts,  like  chronic  glanders,  for  a  longer  period  of  time  than 
the  acute  disease,  sometimes  for  years.  It  presents  the  picture  of  multiple 
abscesses  and  sloughs,  associated  with  more  or  less  general  septicsemia, 
death  taking  place  from  this  cause.    Very  rarely  recovery  occurs. 

Diagnosis.— Glanders — that  is,  infection  of  the  nasal  mucous  membrane 
by  the  Bacillus  mallei — can  scarcely  be  mistaken  for  any  other  disease. 
Farcy  must  be  separated  from  multiple  abscesses  and  carbuncles.  This  is 
done  by  the  history  of  exposure,  the  distribution  of  the  "farcy  buds,"  and, 
finally,  by  the  injection  of  mallein,  which  produces  a  reaction  as  does 
tubennilin  in  the  tuberculous. 

Ttaatment. — The  swellings  should  be  promptly  opened  and  free  drainage 
provided.  If  possible  the  local  focus  should  be  well  removed  by  excision 
or  by  the  cautery.  A  nutritious  diet  should  be  given  and  stimulants  used 
if  needed.  Mallein  has  been  used  as  a  curative  agent,  but  nearly  all  acute 
cases  die,  do  what  we  will. 

ACTINOMYCOSIS. 

Definition. — ^This  is  a  chronic  infectious  disorder  produced  by  the  Strepio- 
ihriz   actinomyces,  sometimes  called  the  "ray  fungus."     It  is  fur  more 
GODEUnon  in  cattle  than  in  man,  and  in  cattle  it  usually  affects  the  lower  jaw, 
18 
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producing  a  tumor  or  growth  which  gives  the  disease  the  popular  name 
*'  lumpy  jaw."  In  other  cases  the  tongue  is  involved,  producing  the  so-called 
"woocJen  tongue." 

Etiology. — The  actinomycotic  infection  may  be  conveyed  from  cattle  to 
man  by  the  hauils  of  the  individual,  or  by  straws  used  for  picking  the  teeth, 
whereby  infection  of  the  jaw  occurs.  Direct  transmission  from  man  to  man, 
or  beast  to  beast,  or  beast  to  man  does  not  appear  to  l>e  of  very  frequent 
occurrence;  apparently  both  are  infccte<!  indepenilently  by  some  common 
route  or  source,  the  exact  character  of  which  often  cannot  be  determined. 
Grain  wliich  has  been  soiled  by  the  slobber  of  an  infected  animal  may  infect 
other  cattle.  Cereals  are  thought  by  some  to  he  the  most  frequent  carriers 
of  the  disease  to  man  and  beast. 

The  organism  appears,  in  the  discharges  from  the  areas  of  infection,  as  a 
minute,  rounded  mass  so  tiny  as  to  be  microscopic  in  some  instances,  but  in 
others  as  aggregated  masses,  calle<l  granules,  which  are  as  large  as  a  pin's 
head.  These  masses  are  yellowish-white,  resembling  particles  of  sulphur 
or  iodoform,  grayish  or  drab  in  hue,  and  even  with  slight  magnification 
often  appear  in  groups  or  clumps  of  radiating  filaments,  which  have  caused 
the  organism  to  be  called  the  **ray  fungus."  Each  terminal  filament  in 
some  stage  of  its  evolution  develops  a  bulbous  end, 

Pathologfy  and  Morbid  Anatomy. — In  the  lower  animals  the  disease  produces 
a  slow,  suppurative,  and  proliferative  process,  which  result.s  in  the  develop- 
ment of  large  fungous  growths,  which  may  in  part  become  calcareous.  From 
these  growths,  which  are  usually  situated  primarily  in  the  jaw,  secondar}' 
extensions  occur,  so  that  the  fungus  is  found  in  the  tissues  of  the  tongue  and 
phar>iix,  and  even  in  the  lungs^  the  intestines,  and  in  the  nearly  related 
glands  and  skin.  When  the  disease  ailects  man  it  does  not  so  commonly 
involve  the  jaw,  but  results  in  the  development  of  abscesses  which  often 
change  into  ulcers  or  form  fistuhe.  These  may  lead  to  the  deejier  tissues, 
although  the  disease  is  usually  superficial. 

Histologically  the  new  tissue  may  closely  resemble  sarcoma,  for  which 
it  is  often  mistaken,  but  its  richness  in  pus  cells  and  resemblance  to  gran- 
ulation tissue,  combined  with  the  presence  of  the  fungus,  should  prevent 
this  error. 

The  lower  jaw  is  more  frequentiy  attacked  than  the  upper;  cutaneous  or 
subcutaneous  forms  occur  and  invasion  of  the  alimentary  and  respiratory 
organs,  both  primarily  and  as  a  secondary  process,  is  not  uncommon.  A 
chronic  bronckiiis  actinomycatica  and  cerebral  actinomycosis  are  among 
the  rarer  manifestations  of  the  disease. 

Symptoms. — The  symptoms  of  actinomycosis  in  man  depend  to  a  great 
extent  upon  the  part  of  the  body  which  is  affected.  When  the  infection 
takes  place  througli  a  carious  tooth  or  by  ulcer  of  the  gum  the  jaw  is  invadeil, 
and  the  tissues  covering  it  become  swollen.  To  such  an  extent  may  this 
swelling  increase  that  the  neck  and  face  may  be  involved.  In  these  tissues 
suppuration  ensues  and  pus  is  discharged  fn»ni  cliri>iiic  and  s<>mewhat 
puckered  sinuses,  which  heal  in  one  place  only  to  break  out  elsewhere. 
Rarely  the  disease  may  spread  to  the  fauces  and  to  the  tongue. 

By  the  swallowing  of  the  fungtis  it  may  infect  the  intestines  and  even 
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the  liver,  and  in  all  these  organs  it  often  causes  the  formation  of  abscesses. 
It  has  been  found  in  the  stools  in  these  cases. 

Actinomycosis  affects  the  luntjs  even  more  frequently  than  the  alimentary 
tract,  and  produces  .symptoms  (jf  subacute  broncliiti.s  or  broncliit'ctasis  or 
even  those  of  pulmonary  abscess.  Tlie  putieiit  sutfers  from  cough  and 
from  fever,  and  expt^clorales  purulent  material  in  which  the  micro-organism 
is  often  found.  The  pulmonary  lesions  are  not  very  acute  in  their  course, 
but  rather  chronic,  life  usually  being  pnilon^t-d  in  these  cases  for  a  year 
or  even  longer  than  this.  Rare  cases  of  brain  abscess  have  been  recorded 
as  the  result  of  the  organism  reaching  this  organ.  Howanl  has  been  able 
to  find  only  four  primar}'  cases  i>eside  his  own,  and  thirteen  secondaij* 
cases.  Such  cases  must  not  be  confused  with  those  equally  rare  instances 
of  streptothrix  infection  which  Musser  has  reeently  reported. 

DlAgnosia.^The  disease,  when  the  jaw  is  affecfed,  must  be  separated  from 

linary  necrosis  and  from  sarcoma.  In  the  first  the  swelling  i.s  not  so 
widespread  and  the  sinuses  not  so  numerous.  In  the  second  condition  there 
is  no  suppuration,  the  growth  is  usually  more  rapid,  and  the  surface  is  not 
so  fluctuating.  An  examination  of  the  pus  in  those  cases  in  which  it  escapes 
will  deci<Je  the  diagnosis  by  revealing  the  ray  fungus.  It  is  to  be  remembered 
that  secondary  pyogenic  infection  and  extensive  necrosis  may  render  the 
detection  of  the  specific  fungus  difficult  if  not  impossible,  and  undoubted 
cases  are  on  record  in  which  for  relatively  long  perio^ls  the  riiaracteristic 
organism  was  absent.  Search  for  the  germ  is  most  likely  to  be  rewarded 
during  recrudescence  in  old  lesions  an<l  in  newly  formed  nodules  or 
extensions,  when  they  are  freshly  opened. 

^eatxnent.^ — This  is  largely  surgical  when  the  growth  is  so  placed  as  to 
pennit  of  its  being  attacked  by  this  means.  The  mass  and  the  surrounding 
tissues  should  be  excised  and  all  tlead  bone  and  infected  tissue  removed, 
after  which  drainage  should  be  maintained  and  the  sinuses  irrigated  with 
weak  solutions  of  odine  or  of  iodoform  in  oil.  When  the  pleura  is  involved 
iodoform  injections  are  particularly  useful.  Iodide  of  potassium  is  also  an 
effective  drug  when  given  internally  in  doses  of  from  20  to  60  grains  a  day, 
it  being  thought  that  in  its  liberation  of  iodine  it  acts  as  a  specific  against 
the  ray  fungus. 

Periods  of  marked  improvement  and  even  apparent  cure  should  not 
ause  relaxation  in  treatment,  nor  do  they  justify  a  too  hopeful  prognosis, 

a  recrudescence  of  lesions  long  obsolescent  is  of  frequent  occurrence. 


MYCETOMA  (MADURA  FOOT,  FUNGUS  FOOT  OF  INDIA). 

Tlufl  13  a  mycotic  disease,  usually  invading  one  or  both  feet  and  rarely 
ppearing  in  other  parts  of  the  body.  It  is  most  commonly  observed  in 
ttdia.  Sporadic  cases  occur  in  other  parts  of  Asia,  in  Europe,  and  in  South 
America.  A  number  of  cases  have  been  reported  in  the  United  States. 
Two  varieties  of  the  disease  are  recognized:  the  melanoid,  or  mycetoma 
with  black  granules,  and  the  ochroid,  with  white  or  yellow  granules.  They 
are  due  to  distinct  varieties  of  streptothrix  (Strepiothrix  madurw  and  Sfreplo- 
thrix  mycdomai).     The  disease  is  closely  related  to  actinomycosis;  indeed, 
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some  of  the  cases  reported  in  the  United  States  as  mycetoma  are  un<loiil»ted 
cases  of  actinomycotic  feet. 

The  disease  commonly  attacks  one  foot;  beginning  as  a  firm,  hard  nodule 
on  the  sole,  which  grathially  softens  and  discharges  an  oily,  fetid  pus  con- 
taining tlic  black  or  yellow  granules.  The  sinus  thus  formed  persists. 
Other  notlules  apf)ear  and  go  through  the  same  course.  Tlie  foot  graxhmlly 
enlarges  an<J  the  sole  is  greatly  thickened.  The  disease  attacks  the  deeper 
tissues  until  eventually  all  structures,  including  the  bones,  are  converted 
into  a  greasy,  yellowish  mass.  The  appearance  of  the  fungus  foot,  with  die 
thickened  sole,  the  toes  strongly  extende<1  upward,  and  the  plantar  and  dorsal 
surfaces  covered  with  the  button-like  orifices  of  <he  sinuses,  is  character- 
istic. Occasionally,  the  disease  shows  some  tendency  to  the  formation  of 
secondary  deposits,  spreading  along  the  lymphatic  vessels.  The  diagnosis 
between  mycetoma  and  actinomycosis  rests  on  the  microscopic  character 
of  the  organisms. 

I^eatment. — The  treatment  consists  of  conservative  resection  in  early 
cases  and  amputation  in  older  cases. 


STPHUIS. 

Definition. — Syphilis  is  a  contagious  disease,  the  cause  of  wliich  is  as  yet 
undiscovered.  It  is  sometimes  called  "  Lw^5,"  **  Po.t,"  or  **  Lues  I'ejierea" 
It  occiirs  in  two  forms,  the  acqiilreA  and  the  heredilnri/,  and  is  characterized 
in  the  different  stages  of  its  progress  by  a  greater  number  of  pathological 
changes  in  the  tissues  of  the  body  than  any  other  known  malady.  It  has 
been  said  that  he  who  knows  the  whole  pathology  of  syphilis  and  tubercu- 
losis knows  all  patliology.  This  is,  of  course,  an  exaggerated  statement,  but 
it  emphasizes  the  fact  that  the  disease  presents  lesions  in  many  different 
tissues. 

The  acijuired  form  is  usually  divided  into  three  stages,  calle<i  the  primary', 
secondary,  and  tertiary,  and  to  these  Fournier  has  added  a  fourth  group  of 
afTeetions,  apparently  quite  separate  from  any  of  the  foregoing,  which  he 
calls  the  parasyphilitic  or  metasypliilitic  affections. 

The  primary  stage  is  characterized  by  the  development  of  a  chancre  or 
hard  sore,  also  called  the  ''initial  lesion";  tlie  secondary  stage  by  the  appear- 
ance of  eruptions  and  lymphatic  swellings,  and  by  ulceration  of  the  mucous 
membranes.  The  third  stage  consists  in  the  growth  of  tumor-like  masses, 
called  gummata,  and  pathological  changes  in  the  bones  and  in  the  ner\'ous 
and  vascular  systems.  In  the  parasyphilitic  forms  there  is  atrophy  of  the 
cells  of  the  part  involved  and  overgrowth  of  connective  tissue. 

History. — The  history  of  syphilis  is  not  definite.  Certain  investigators 
believe  that  it  is  one  of  the  most  ancient  maladies,  but  it  was  not  clearly 
recognized  as  a  separate  affection  in  Eunvpe  until  1404.  Those  who  wish 
to  look  into  this  fpiestirni  should  consult  St/phUi/i  hi  Ancient  and  PrehiMnrir 
Timrs,  by  Buret,  translated  by  Ohmann-Diimesnil. 

Distribution. — Syphilis  is  found  all  over  the  world,  and  in  its  frequency 
and  virulence  is  not  modified  materially  by  climate  or  geographical  con- 
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ditions,  but  it  is  worthy  of  note  that  the  disease  is  unknown  among  savage 
peoples  who  have  not  come  in  contact  with  civilized  communities. 

Etiology. — No  one  seems  to  doubt  the  micro-organismal  nature  of  syphilis, 
although  a  demonstrated  etiological  agent  is  wanting.  A  great  number  of 
oi^anisms  have  at  various  times  been  regarded  as  the  cause  of  syphilis, 
among  them  being  the  bacteria  described  by  I^ustgarten,  Van  Niessen, 
LLsle  and  Jnllien,  and  the  parasites  studied  by  Dohle  and  by  Schiiller. 
None  has  been  proved  an  etiologic  factor.  Siegel  describes  a  small  body, 
the  cytoryctes  luis,  which  he  finds  in  the  blood  of  syphilitics  and  regards 
as  the  cause  of  the  disease.  His  findings  lack  confirmation.  A  distinct  ad- 
vance in  the  investigation  of  the  disease  was  made  in  1903,  when  Metschni- 
koff  and  Roux  succeeded  in  producing  characteristic  lesions  in  the  higher 
apes  by  inoculating  syphilitic  virus  from  human  beings;  this  has  since  been 
many  times  repeated.  Early  in  lOOSSchaudinn  and  Hoffmann  described  a 
smaU  spiral  organLsm  which  tliey  found  constantly  in  primary  and  secondary 
syphilitic  lesions  and  which,  because  of  its  indifferent  staining  qualities, 
they  termed  the  Spirockaia  pallida.  Recently  they  have  given  it  the  name 
Treponema  pallidum.  Their  findings  have  since  been  confirmed  by  hun- 
dreds of  observers  in  all  parts  of  the  world.  No  authentic  instance  of  the 
organis:n  in  tertiary  lesions  is  on  record.  It  is  found  in  the  artificially 
produced  lesions  in  apes  and  highly  important  is  its  presence  in  the  blood 
and  tissues  of  infants  deatl  from  hereditary  syphilis.  I.evaditi  has  made 
extensive  studies  of  these  cases  and  finds  the  organism  in  greatest  numbers 
in  the  liver,  lung,  and  suprarenal  glamls  respectively.  It  exhibits  a  prefer- 
ence for  the  perivjiscular  tissues  rather  than  for  the  blood  stream  and  is 
found  in  and  without  tlie  vessel  walls  in  enormous  numbers.  Many  are 
intracellular,  especially  in  epithelial  cells.  The  organLsm  is  4  to  14/^  long 
does  not  exceed  0.5/^  in  thickness  and  possesses  numerous  pronounced 
spirals.  It  is  actively  motile,  but  flagella  have  not  been  positively  demon- 
strated. The  specificity  of  this  parasite  is  regarded  by  Metschnikcff  and 
many  others  as  Ixnng  abundantly  proven  and  they  accept  it  as  the  un- 
doubted cause  of  sypliilLs.  Some  investigators  as  yet  hold  more  conserva- 
tive views.  It  may  at  least  be  said  that  evidence  in  favor  of  tlie  specificity 
of  the  organism  is  constantly  accumulating. 

In  the  vast  majority  of  cases  syphilis  is  acquired  by  sexual  intercourse, 
although  a  large  number  of  cases  of  acquired  syphilis,  due  to  non-sexual 
contact  with  syphilitic  persons  or  their  garments  when  infected  by  dis- 
charges, have  been  recorded.  (See  Bulkley  on  Syphilis  Insontium.)  Obstet- 
ricians, midwives,  and  nurses  have  often  contracted  the  disease  through  a 
break  in  the  skin  of  the  finger.  Wet-nurses  have  been  infected  through  the 
nipples  by  syphilitic  infants,  and  drinking  utensils,  knives,  forks,  spoons, 
pipes,  and  dental  instruments  have  conveyed  the  poison  to  the  mouths  of 
innocent  persons.  The  disease  can  be  transmitted  by  kissing  and  by  the 
drinking  cup.  Primary  lesions  of  syphilis  have  also  been  produced  in  the 
mouth  by  perverted  sexual  practices. 

The  virus  of  the  disease  is  active  in  the  transmission  of  the  malady  through- 
out the  primary  and  secondary  stages,  and  during  this  time  all  secretions 
from  the  lesions  of  these  stages  are  capable  of  producing  the  disease  in 
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another  person,  provided  that  they  be  brought  in  contact  with  a  solution 
of  continuity  in  the  skin  or  mucous  membriine.  Infection  does  not  take 
place  through  healthy  skin  or  mucous  membrane,  but  the  break  in  tlie 
surface  may  be  so  slight  as  to  be  overlooked.  The  blood  of  the  patient 
during  the  secondary  stage  is  capable  of  spreading  the  disease  by  inoculation, 
but  notwithstanding  this  fact  it  is  noteworthy  that  the  secretions  of  the 
various  glands  do  not  contain  the  poison  unless  they  are  contaminated  by 
discharges  from  local  syphilitic  lesions. 

The  acquired  disease  is  not  conveyed  by  the  discharges  from  syphilitic 
sores,  or  by  the  blood  of  a  syphilitic,  if  five  years  have  elapsed  since  the  date 
of  primary  infection;  indeerl,  in  most  cases  the  virus  ceases  to  be  capable  of 
inoculating  another  person  at  the  end  of  two  years  after  infection.  This  rule 
hohls  (rue,  even  although  the  patient  may  besurt'ering  fnmi  syphilitic  sores  or 
other  active  lesions  at  the  time  of  contact.  On  the  other  hand,  the  spermato- 
zoids  may  indirectly  transfer  the  poison  from  the  man  to  woman  by  the  fetus. 

A  person  who  is  suffering,  or  has  sufTereri^from  aec]uired  syphilis  is  protected 
against  a  secontl  infection  in  the  vast  majority  of  instances,  although  a  few 
cases  have  been  recorded  which  seem  to  throw  doubt  upon  the  statement 
of  some  syphilographers  that  the  protection  is  absolute.  This  immunity 
is  <leveloped  at  once  after  primary  infection,  as  early  as  the  development 
of  the  primary  lesion  or  chancre^  and  in  some  cases  even  earlier  than  this. 
In  the  case  of  a  person  who  has  inherited  syphilis  from  one  or  both  parents 
the  protection  against  acquired  infection  is  absolute,  even  if  no  signs  of  the 
hereditary  disease  be  present. 

Hereditary  syphilis  may  come  to  a  child  through  one  or  Vjoth  parents. 
When  the  father  only  is  syphilitic,  the  term  '\sperm  inheritance*'  is  employed, 
and  when  the  mother  only  is  syphilitic  it  is  called  "germ  inheritance."  A 
syphilitic  male  may  transmit  syphilis  to  his  offspring  without  manifesting  at 
the  time  of  intercourse  any  symptoms  of  syphilis  and  without  producing  in 
the  mother  any  signs  of  the  disease.  It  is  also  jjossible  for  him  to  have  a 
healthy  child;  that  is,  he  may  fail  to  transmit  the  infection.  This  depends 
largely  upon  the  stage  of  the  malady,  its  virulence  and  activity,  and  the 
value  of  any  antisyphilitic  treatment  that  may  have  been  instituted  for  the 
father's  benefit  before  conception,  and  for  the  benefit  of  the  mother  and 
child  after  conception. 

A  woman  suffering  from  syphilis  may  or  may  not  bear  a  syphilitic  child, 
and  if  active  antisyphilitic  treatment  fhiring  pregnancy  is  maintaine^l,  the 
child  is  likely  to  escape.  It  is  also  possible  for  a  mother  who  contracts 
syphilis  during  her  pregnancy  to  give  birth  to  a  non-syphilitic  child,  but  it 
is  also  possible  for  the  child  to  contract  primary  syphilis  from  a  mucous 
patch  as  it  passes  through  the  birth  canal.  Jt  is  interesting  to  note,  however, 
that  while  the  syphilitic  mother  is  not  always  able  to  confer  immunity  to 
primary  infection  upon  her  child,  so  that  it  cannot  be  infected  by  the  disease 
before  or  after  birth,  it  is  possible  for  the  syphilitic  fnetus  in  utero  to  confer 
immunity  upon  its  mother,  or,  to  expre^  it  ditferently,  given  a  child  in 
lUero  by  a  syphilitic  father,  that  cliild  may  l)c  syphilitic  at  birth,  but  its 
mother  may  not  have  been  infected  during  pregnancy,  and  is  protected 
against  syphilitic  infection  subsequently.     This  is  known  as  Colles'  law. 
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That  immunity  to  syphilis  can  be  so  acquired  is  proved  by  the  fact  that  if 
a  syphilitic  baby  nurses  at  its  mother's  breast  she  will  not  contract  syphilis, 
even  if  its  mouth  be  filled  by  mucous  patches,  but  if  that  infant  is  nursed 
by  an  innocent  wet-nurse  it  can  produce  syphilis  in  that  nurse. 

From  what  has  been  said  so  far  it  is  evident  that  a  syj)hilltlc  father  or 
syphihtic  mother  may  he  the  parent  of  a  syphilitic  or  non-s)phili(ic  child. 
If  both  parents  are  syphilitic,  the  y>roi>ability  of  the  child  being  infected  is 
twice  as  great  as  if  one  parent  is  alTected. 

Prevention. — The  prevention  of  syphilis  is  one  of  the  great  social  questions 
of  the  age  that  has  not  been  solvei!.  In  many  cities  prostitution  has  been 
licensed  in  order  that,  by  governmental  and  medical  control,  prostitutes 
suffering  from  sjphilis  might  be  treated  and  pfevenled  from  plying  their 
vocation  while  capable  of  transmitting  the  disease.  This  plan  when  insti- 
tuted has  not  checked  the  dissemination  of  syphilis,  since  it  continues  to 
spread  through  illicit  intercourse  carried  out  with  unlicensed  women  who 
will  not  be  classed  as  registered  prostitutes. 

Sj'philis  may  also  l>e  prevented  by  forl/idding  intercouree  on  the  part  of 
persons  suffering  from  the  disease,,  and  by  instructing  the  non-sypliilitic  to 
avoid  intercourse  while  any  break  exists  in  the  mucous  membrane  or  skin 
of  the  external  genitals.  Careful  regard  to  cleanliness  after  intercourse  is 
of  some  protective  value. 

Frequency. — It  is  almost  impossible  to  determine  the  prevalence  of  syphilis, 
since  the  living  keep  its  presence  secret  and  the  physician  rarely  returns  a 
death  as  due  to  it,  but  to  some  indirect  result  of  it. 

In  1S74  Dr.  F.  R.  Sturgis  estimated  that,  out  of  a  population  of  942,292 
in  New  York  City,  50,45()  were  suffering  from  syplnlis. 

In  an  appendix  to  Sanger's  History  of  Pwstihititm,  1802,  it  was  estimated 
that  100,0(X)  pt^rsons  out  of  a  iKvpulation  of  1,800.000  had  syphilis. 

At  the  present  time  the  jxypnlalion  of  Greater  New  York  is  about  3,5G0,0(10, 
and  assuming  that  the  rate  of  increase  of  the  disease  has  kefit  pace  with 
the  increase  in  population  there  would  be  nearly  200,(KK)  syphilitics  in  (hat 
city.    These  estimates  are  not  made,  however,  on  a  statistical  lia.sis. 

A  committee  appointed  by  the  ^lediral  Society  of  the  County  of  New 
York  for  the  study  of  measures  for  prcvfiiting  venereal  liiseases,  addressed 
a  circular  letter  to  all  the  physicians  in  Greater  New  York  asking  them  to 
re[*ort  the  number  of  cases  of  gonorrlnea  and  syphilis  which  they  had  treated 
from  May  1,  1[H)0,  to  May  1,  ]IK)1.  Of  tht^  4750  physicians  to  whom  (he 
letter  was  sent,  fiTS  ftirwarded  statistics  of  their  cases.  The  total  numlicr 
of  cases  of  syphilis  rej>orted  was  7200.  Assuming  that  as  many  cases  occurreil 
in  the  practice  of  the  physicians  who  sent  no  reports  as  in  the  practice  of 
tltose  who  forwanled  statistics,  calculations  would  show  that  50,400  cases 
of  syphilis  were  under  treatment  in  private  practice  during  the  period  of 
time  which  the  investigation  c^ivered.  As  many  patients  go  from  one  [jhy- 
sician  to  another,  it  is  not  improbable  that  some  of  the  R-ported  cases  may 
have  figure<l  twice  in  the  statistics;  but  the  committee  believed  that  the 
numl>er  which  did  so  was  more  than  offset  by  the  large  class  of  patients  who 
lake  treatment  from  aflvertising  quacks. 

Of  forty-Gve  dispensaries  and  charitable  institutions  visited  by  the  com- 
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rnittee  nine  refused  to  give  any  information.  An  inspection  of  the  records 
of  the  remaining  thirty-six  showed  that  7607  cases  of  syphilis  had  been 
treated  during  tlie  year. 

Burre  shows  by  statistics  that  the  morbidity  of  syphilis  among  tlie  inmates 
of  the  Hcensed  houses  of  prostitution  in  Paris  has  fallen  from  30  per  cent, 
in  1873  to  0.2.^  in  UM12.  On  the  1st  of  January,  1S73,  1126  public  women 
were  registered,  iinil  during  the  year  .338  cases  of  syphilis  were  recorded 
from  among  ihe  number.  On  the  1st  of  January,  1902.  429  public  women 
were  registered,  and  only  1  case  of  syphilis  was  obserN'ed  among  them  dur- 
ing the  year.  Burre  attributes  diis  decrease  in  syphilis  to  the  more  general 
dissemination  of  knowknlgc  concerning  the  infectious  nature  of  the  disease 
and  to  the  adoption  of  hygienic  measures  for  its  prevention,  which  at 
present  are  largely  practised  by  all  the  licensed  prostitutes.  He  also  lays 
some  stress  upon  the  matter  of  obligatory  elementary  etlucation,  believing 
that  it  may  have  served  to  make  the  prostitutes  more  intelligent  as  a  cla^ 
than  they  were  thirty  years  ago.  Ilis  statistics  illustrate  very  well  the  fallacy 
of  collecting  cases  anr!  drawing  conclusions  from  them  without  due  care. 
Surely  no  one  supjxjses  that  the  number  of  prostitutes  in  Paris  has  dimin- 
ished in  the  proportion  of  nearly  7.5  per  cent. 

R.  W.  Taylor  states  that  most  of  the  cases  of  syphilis  which  he  has  seen 
in  hospitals  are  from  tenement  houses  and  have  not  contractc<l  die  disease 
from  regular  prostitutes,  which  illustrates  the  difficulty  of  preventing  its 
spread  by  licensing  women  of  the  town. 

Patholo^  and  Morbid  Anatomy. — As  already  stated,  s>-philis  may  \n  its 
various  stages  of  <levelopment  affect  almost  every  tissue  of  the  lK)dy.  Some 
of  these  manifestations  are  not  distinguLsliable  from  lesions  resulting  from 
other  causes,  and  hence  their  syphilitic  character  can  only  be  established, 
if  at  all,  by  the  exclusion  of  other  factors  and  the  associated  presence  of 
recognizable  luetic  p!ien<mieiia. 

The  priinary  lesion  of  syphilis,  called  the  chancre^  develops  at  the  point 
of  infection,  and  is  usually  characterizcil  by  an  obliterative  endarteritis  with 
spheroidal  cell  infiltration  of  the  surrounding  (t)nnective  tissue,  and  by  the 
formation  of  curmective-tissue  cells  which  are  particularly  numerous  about 
the  bloodvessels.  As  a  result  of  the  vascular  changes  and  associated  lessenetl 
nutrition  and  possibly  the  action  of  the  syphilitic  poison,  with  or  without 
adde<l  infection,  superficial  and  usually  t^entral  necrosis  occurs  and  an  ulcer 
results. 

Soon  after  the  formation  of  the  chancre,  just  described,  the  secondary 
stage  develops.  The  lymph  nobles  all  over  the  lx>dy.  but  notably  those 
adjacent  to  the  initial  lesion,  become  enlarged  and  inflamed,  and  inflam- 
matory and  degenerative  or  necrotic  processes  develoj)  in  the  skin,  in  the 
mucous  menjbranes,  and  in  the  bone^  and  viscera. 

Following  this  so-called  secondary  jjeriod  of  the  disease  there  develops 
the  tertiary  stage,  in  which  the  periosteum  and  the  internal  viscera  suffer 
from  peculiar  growths  of  newly  formed  tissue.  A  most  constant  lesion  is 
characterized  by  the  formation  of  a  new  tissue  consisting  of  spheroidal  and 
polyhedral  cells  and  scattered  giant  cells,  which  are  commonly  abnormal, 
poorly  supplied  with  bloodvessels,  and  having  a  marked  tendency  to  necrosis. 
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especially  coagulation  necrosis,  and  hyaline  degeneration  in  their  earlier 
stages,  and  later  caseation  closely  resembling  that  se^n  in  tuberculosis.  The 
growth  of  this  new  tissue  is  usually  in  circumscribed  nodes,  and  it  is  in  these 
masses  that  the  necrotic  and  degenerative  processes  just  named  occur  most 
markedly  or  are  most  evident  These  "  gummaia  "  may  grow  to  consider- 
able size.  They  appear  as  dirty-white,  firm  masses  which,  on  section,  often 
are  found  to  be  caseous  at  the  centre,  where  the  new  tissue  has  undergone 
necrotic  change. 

Syphilis  produces  grave  changes  in  the  blcodvcssdsy  and  no  other  patho- 
logical process  impairs  the  general  vascular  system  so  markedly,  except  it 
be  renal  disease.  A  syphilitic  arteritis  develops  with  diffuse  overgrowth 
of  fibrous  tissue  in  the  adventitia,  and  even  gummata  may  form  along  the 
vessels.  The  arteritis  also  involves  the  middle  coat  and  even  the  endothelial 
lining  of  the  vessels,  and  so  narrows  or  occludes  them.  This  of  course 
diminishes  the  blood  supply  to  the  various  organs  and  increases  the  labor 
of  the  heart.  The  heart  muscle  also  suffers  from  a  myocarditis  characterized 
by  overgrowth  of  its  connective  tissues,  and  the  pericardium  and  endocar- 
dium may  be  thickened  for  a  like  reason,  but  gumma  of  the  heart  is  very 
rarely  produced.  The  changes  in  the  heart  are,  therefore,  almost  entirely 
due  to  the  effects  of  the  disease  on  the  vessels  which  supply  it,  and  upon  the 
changes  which  occur  in  the  aorta  and  the  peripheral  vessels.  In  other  words, 
while  arteritis  may  result  in  wycmialacia  cordis  the  conspicuous  change  is  a 
fibrosis  of  the  heart  muscle.  The  aortitis  and  general  arteritis  result  in 
increased  cardiac  and  vascular  stress. 

In  the  secondary  stage  of  syphilis  an  acute  syphilitic  ne].  hriiis  has  been 
described.  Later  on  a  destructive  overgrowth  of  connective  tissue  develops 
in  association  with  the  vascular  changes  just  described,  and  gummatous 
growths  occur  in  the  kidneys. 

The  liver  is  very  commonly  affected  by  the  formation  of  gummata  or  by 
connective-tissue  proliferation,  which  produce  grave  interference  with  its 
function.  These  changes  take  place  in  both  the  acquired  and  in  the  heredi- 
tary form  of  the  disease.  This  overgrowth  of  connective  tissue  occurs  in 
two  types.  It  is  developed  between  the  lobules  constituting  an  interlobular 
or  perilobular  cirrhosis,  and  between  the  cellular  columns  forming  an  intra- 
lobular cirrhosis.  In  some  instances  these  connective-tissue  formations 
consist  in  large,  fiftn  bands  which  run  in  various  directions  through  the  liver 
and,  in  contracting,  draw  in  the  capsule  of  Glisson  and  so  cause  great 
distortion  of  its  surface.  (See  Fig.  44.)  Not  rarely  gummata  are 
enclosed  by  these  bands.  In  the  earlier  stages  and  miider  forms  of  syphilitic 
hepatic  cirrhosis  the  changes  cannot  be  considered  pathognomonic,  but  in 
the  exaggerated  form,  just  described,  typical  syphilitic  changes  occur.  As 
secondary  lesions  of  the  liver  amyloid  disease  and  atrophy  of  its  paren- 
chyma are  occasionally  observed-    (See  Cirrliosis  of  the  I  jver.) 

The  lesions  in  the  lungs  consist  in  gummata  which  are  often  surrounded 
by  exudative  material,  as  in  pneumonia.  These  gummata  may  contain  a 
cheesy  area  as  in  tuberculosis  and,  by  pressure,  may  cause  secondary  altera- 
tions. A  second  change  is  ovei^owth  of  fibrous  tissue  around  the  bronchi 
which,  associated  with  catarrhal  processes  involving  their  mucosa,  distorts 
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these  tubes,  causing  narrowing  at  some  points  and  at  others  bronchiectases. 
Infarctions  may  occur  l^pcause  of  the  obUterative  changes  in  the  bloodvessels. 
A  true  sjphiUtic  phthisis  presenting  symptoms  resembling  tuljerculous  pul- 
monary phthisis,  but  in  which  tubercle  ImciHi  are  not  present,  may  occur, 
but  it  is  exceedingly  rare.  It  is  true  that  cases  have  been  reported  in 
which  gummata  in  the  lungs  have,  like  tubercles,  undergone  softening  of  a 
caseous  type,  and  \\'ilks  has  recorded  an  instance  in  which  this  [jrocess  had 
gone  on  to  the  development  of  a  cavity.    Virchow  and  Fowler  have  recorded 
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Nodular  sjrp^lUs  of  Uic  Uv«r.    (Kut  and  RiimpU*r.) 

similar  cases.  These  cases,  however,  although  they  may  produce  physical 
signs  of  cavity  do  not  present  the  characteristics  of  pulmonary  phthisis  in  the 
sense  of  pulmonary  tuberculosis,  nor  do  thf>se  instances  in  which  bronchi- 
ectatic  cavities  develop  as  the  result  of  syphilitic  fibniid  changes  in  the 
lungs  do  so,  even  though  the  physical  signs  nuiy  be  similar.  The  main 
pat}ioIogical  difference  in  the  two  states  is  this — viz.,  that  in  tuberculosis 
there  is  not  only  a  destruction  of  the  tubercle  by  softening,  but  the  inter- 
vening tissue  is  infiltrated  with  exudate  which  soon  becomes  tuberculous 
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d  proceeds  to  necrosis.     ThLs  does  not  occur  in  syphilis.    In  rare  cases 

philis  of  the  luno;  and    liiberculosis  may  be  coincident. 

In  the  hereditary  sv'philis  of  infancy  a  lobar  or  bronchopaeunionia  in 
which  the  pulmonarj'  tissues  show  red,  gray,  and  white  exudates,  according 

the  stage  of  the  local  disease,  is  soinetiines  met. 

The  lymph  nodes  in  cases  of  syphilis  are  always  affected  by  an  ove> 
gTOwth  of  connective  tissue  after  the  prinmry  infection.  In  the  third  stage 
gummatous  masses  may  develop  in  them. 

Next  to  changes  produced  in  the  organs  of  circulation  syphilis  manifests 
its  gravest  changes  in  the  central  nervous  system.  The  meninges  may  be 
the  seat  of  giimmata  with  or  without  the  presence  of  chronic,  indurative 
overgrowth  of  connective  tissue. 

In  the  brain  it  causes  gummata  manifesting  the  symptoms  of  brain  tumor; 
it  also  produces  a  syphilitic  indiimmation  which  is  associated  with  the  forma- 
tion of  a  gelatinous  tissue,  and  finally  and  most  frecjuently  it  gives  rise  to 
serious  degenerative  changes  in  the  arteries  which  interfere  with  the  nutri- 
tion, and  later  by  rupturing  bring  alx)ut  cerebral  hemorrhage.  It  also  causes 
gumma  of  the  cord  and  its  membranes,  which  usually  have  their  origin  in 
the  tissues  of  a  bloodvessel  or  in  the  pia  araclinoid.  Rarely  it  affects  the 
peripheral  nerves,  through  pressure,  as  they  emerge  from  the  cerebrospinal 
sheatlis.  In  the  spinal  cord  it  causes  degenerative  changes  of  cells  and 
Bbres  and  overgrowth  of  the  sustentacular  tissue. 

The  parasyphilltic  affeciiotiSj  paresis,  meningoencephalitis,  locomotor 
ataxia,  etc.,  will  be  discussed  with  diseases  of  the  ner%ous  system. 

Symptoms. — Tlie  symptoms  of  acquired  syphilis  are  best  described  as 
they  ap|>ear  in  the  three  stages  of  the  disease. 

First  Stage. — In  from  twelve  to  twenty-one  days  after  exposure  and 
infu^'tion  the  patient  develops  at  the  site  of  original  contact  with  the  virus  a 
97nall  papule  or  pimple  which  has  an  area  of  indurated  tissue  alioul  its 
base,  the  so-called  primary  lesion  or  hard  chancre.  Further  examination 
of  the  patient  will  reveal  the  fact  that  the  inguinal  glands  are  slightly 
enlarged. 

lliis  |>criod  of  primary  syphilis  lasts  from  three  to  ten  days  or  two  weeks, 
and  is  followed  by  the  development  of  (he  »cvo7idary  daye. 

Secoxd  Stage. — In  the  secondary  stage  we  find  jevcr  as  an  early 
symptom,  which  varies  in  its  degree  very  greatly  in  different  patients.  In 
some  instances  it  is  so  mild  as  to  be  overlooked;  in  others  it  may  rise  to  a 
point  as  high  as  104°  or  even  105^.  The  more  common  febrile  movement 
Ls  one  in  which  the  tem[>eraturc  for  some  days  stays  in  tlie  neighborhood  of 
101°.  When  tlie  fever  intermits,  !>eing  fairly  high  at  one  period  and  then 
breaking  sharply,  it  may  mislead  the  physician  into  a  diagnosis  of  malarial 
infection  or  acute  sepsis.  I  have  seen  several  cases  in  which  a  diagnosis  of 
typhoid  fever,  malarial  fever,  or  tuberculosis  was  made  when  in  reality  the 
disease  was  early  secondary  syphilis. 

The  skin  eruptiofis  of  the  secondary'  stage  consist  chiefly  of  the  roseola^  the 
development  of  which  often  marks  the  onset  of  the  secondary'  stage.  This 
ro»iX}lotun  ra^h  may  occur  in  limited  areas  or  he  widely  distributed  over  the 
body  and  even  involve  the  face.     On  one  occasion  a  woman  with  a  well- 


284 


DISEASES  DUE  TO  A  SPECIFIC  INFECTION 


developed  syphilitic  roseola  presented  so  scarlet  a  visage  that,  although  she 
was  veiled,  she  caused  the  other  patients  to  leave  my  waiting-rrioni  in 
alarm,  they  tliinkint;  that  she  had  scarlet  fever.  As  a  rule,  however,  the 
rash  is  not  so  marked  on  the  face. 

In  other  cases,  in  place  of  roseola  tlicre  develops  a  macular  syphilidc, 
chanicterized  hy  the  appearance  of  reddish-l)rown  or  copper-like  macules 
scattered  over  the  trunk. 

As  ihe  secondary  stage  advances  the  eruption  may  be  paptUar  and 
finally  pustular,  and  at  this  time  it  may  closely  resemble  that  of  true 
variola.  In  sliU  other  cases  a  squamous  or  scaly  eruption  appears  whicli 
diffei^  from  psoriasis  in  that  it  is  not  chiefly  on  the  extensor  surfaces  as  is 
ordinary  [xsoria^sLs,  and  in  addition  it  is  frequently  copper-colored. 

At  the  point  of  j  unction  between  the  mucous  membrane  and  the  skin,  as  at 
the  anus  or  at  the  angles  of  the  motith,  "'mucous  patches,"  or  ulcers,  develop, 
and  upon  tlie  skin  in  the  neif,'hlK>rhood  of  these  lesions  waity  growths  of  a 
flat  character,  the  so-called  sijpkiUiic  condylomata,  appear.  Mucous  patches 
on  the  buccal  mucous  membrane  suul  tongue  also  appear. 

There  is  nearly  always  some  falling  of  the  hair  in  secondary  syphilis. 
Sometimes  this  falling  is  well  distributed;  in  other  cases  it  is  in  patches — 
syphilitic  alopecia. 

A  serious,  oftentimes  painful  complication  at  tliis  stage  is  syphilitic  iritis. 
If  the  treatment  is  not  active  sight  may  l>e  lost. 

A  rupiJ  development  of  anwinia,  which  often  !)ecoraes  quite  marked,  not 
as  to  Imnnoglobin^  but  as  to  tfie  nunil>er  of  the  red  cells  present,  is  often 
observeii. 

The  secondary  stage  lasts  from  twelve  to  eighteen  months,  and  is  usually 
followed  by  a  period  during  which  the  symptoms  are  modified  or  entirely 
disappear,  the  virulence  of  the  disease  seeniing  to  have  spent  itself,  but 
even  if  no  syphilitic  symptoms  are  present  a  child  begotten  at  this  time  will 
usually  sutTer  from  hereditary  syphilis. 

Third  Stage. — In  the  great  majority  of  untreated  cases  the  malaily  pro- 
ceeds to  the  so-called  tertiary  stage.  This  is  characterized  by  the  presence  of 
skin  IcsionSj  which  arc  more  severe  than  those  of  the  secondary  perioti,  .siich  as 
tuberculous  and  ulcerous  formations  of  a  subacute  or  chronic  character,  There 
is  an  overgrowth  of  connective  tissue  in  diH'erent  parts  of  the  l>ody.  Jis  in 
the  secondary  period,  and  multiple  guinmata  are  often  present  in  numbers, 
developing  in  the  skin,  in  the  subcutaneous  tissues,  in  the  muscles,  and  in 
the  internal  viscera,  particularly  in  the  liver.  When  in  the  skin  they  often 
slough  and  produce  ulcers^  and  in  the  internal  organs  they  become  lilled  with 
fibrous  tissue  and  undergo  contraction  in  the  manner  already  described. 

Last,  but  by  no  means  least,  of  the  changes  due  to  syphilis  in  its  tertiary 
stage,  we  meet  with  lesions  of  the  nervous  system.  These  changes,  as  n 
rule,  <ire  late  manifestations  of  the  disease,  occurring  some  years  after  the 
infection.  Rarely  they  may  app<*ar  as  early  as  within  the  first  six  months, 
usually  within  the  first  ten  years,  seldom  as  late  as  twenty  years. 

Syphilis  in  certain  case5  may  seem  to  possess  great  virulence  and  bec*>me 
dcstniclive  in  its  course,  almost  from  the  onset.  The  chancre  may  rapidly 
ulcerate  and  spread,  the  fever  may  be  marked,  and  the  ana:mia  severe.    The 


SYPHILIS  285 

skin  lesions  become  pustular,  even  in  the  secondary  stage,  and  form  deep 
ulcers,  which,  in  turn,  cause  scars  as  they  heal.  Destructive  changes  rapidly 
develop  in  the  bones  and  viscera.  The  patient  may  die  within  a  few  months 
of  the  infection.  In  these  cases  there  is  usually  a  lowered  vital  resistance 
which  permits  the  disease  to  progress  unopposed. 

In  other  cases  the  symptoms  are  remarkably  mild.  The  chancre  is  so 
small  that  it  is  overlooked,  the  patient  truthfully  stating  years  afterward  that 
he  has  never  had  a  primary  lesion.  The  rose  rash  may  not  occur,  or  be  so 
faint  and  fleeting  as  not  to  attract  notice,  and  the  primary  antcmia  may  be 
entirely  absent.  Syphilis  may  end  in  complete  recovery  at  the  close  of  the 
secondary  stage,  but  such  a  fortunate  result  is  rare,  unless  active  treatment 
has  been  instituted. 

It  is  a  fact  worthy  of  note  that  nervoiLS  lesions  seem  to  occur  more 
frequently  in  cases  which  have  presented  mild  secondary  symptoms  than  in 
those  who  have  had  severe  secondary  and  tertiary  lesions  of  internal  viscera. 

Three  intracranial  conditions  due  to  syphilis  may  produce  violent  head- 
achct  namely,  arteritis,  menin^tis,  and  gumma.  When  arteritis  is  the  cause, 
giddiness,  weakness  of  groups  of  muscles,  difficulty  of  speech,  and,  it  may 
be,  signs  of  general  paresis  develop.  On  the  other  hand,  when  the  ocular 
muscles  are  affected  and  an  optic  neuritis  is  present,  meningitis  is  the  more 
likely  condition,  particularly  if  there  is  spasmodic  contraction  of  certain 
cranial  muscles  and  fever,  Neuroretinitis  is  present  in  meningitis  and  in 
gumma,  but  is  not  commonly  present  in  arteritis.    (See  Meningitis.) 

The  symptoms  of  syphilis  of  the  brain  depend  very  largely  upon  the  site 
of  the  lesion,  for,  as  already  stated  in  the  section  on  the  Morbid  Anatomy 
of  Syphilis,  these  lesions  may  be  at  the  base,  on  the  convexity,  or  in  the 
membranes.  By  far  the  most  common  symptom  of  cerebral  syphilis  is 
headache,  which  is  usually  diffuse  and  constant,  but  if  the  meninges  are 
involved,  or  a  gumma  is  causing  pressure,  it  may  be  exceedingly  severe  and 
characterized  by  what  are  know^n  as  "crashing  pains."  Patients  with  cere- 
bral syphilis  are  often  undxdy  somnolent.     (See  Diagnosis.) 

WTien  gummatous  growths  form  at  the  base  of  the  brain  the  symptoms 
are  those  due  to  interference  with  the  cranial  nerves,  such  as  squint,  ofiic 
atrophy,  and  facial  paralysis.  When  the  convexity  of  the  brain  is  affected 
the  symptoms  are  those  of  localized  or  Jacksonian  epilepsy,  or  of  petit  mat. 
Sometimes  the  epileptic  seizure  is  genernl.  Fournier  laid  down  as  a  law 
that  epilepsy  beginning  in  adult  years  is,  nine  times  out  of  ten,  syphilitic. 
A  third  form  of  cerebral  syphilis  is  that  in  which  there  are  psychical  disorders, 
such  as  melancholia  or  delusions  of  grandeur.     (See  Paresis.) 

Spinal  syphilis  manifests  itself  as  the  result  of  the  presence  of  guminataor 
of  connective-tissue  changes  in  the  cord.  When  the  lesion  is  a  gumma 
the  symptoms  are  those  of  pressure  on  the  cord.  When  connective-tissue 
changes  occur  the  signs  are  those  of  spastic  paralysis  of  the  lower  limbs,  with 
markedly  exaggerated  reflexes,  low  muscle  tension,  anil  vesical  disturbances. 
Often  the  disorder  of  the  functions  of  the  blad<ler  is  the  first  sign  of  spinal 
difficulty.  The  bladder  may  lose  its  expulsive  power  or  incontinence  may 
occur.  As  a  parasyphilitic  affection  locomotor  ataxia  is  the  most  common 
nervous  disease.     (See  Locomotor  Ataxia.) 
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Diagnosis.— The  diagnosis  of  acquired  syphilis  is  readily  made  if  the 
patient  presents  the  \veH-<levelo[>ed  symptoms.  In  many  cases,  however, 
these  are  not  manifested.  The  inthirated  !>a.se  of  l!ie  chancre  Ls  an  invalu- 
able sign  if  the  chancR*  has  not  been  cauterized,  and  the  presence  of  enlarge- 
ment of  the  lymph  iiude.s  in  the  gn>iii  and  in  the  great  chain  of  notles  in 
the  neck  is  also  a  useful  diagnostic  point.  The  presence  of  secondary 
syphilitic  roseola,  and  fever  with  sore  throat,  and  mucous  patches  are  diag- 
nostic. In  some  cases,  however,  tiie  secondary  symptoms  never  develop  or 
are  so  mild  as  to  be  overlooked,  yet  well-marked  tertiary  signs  develop  later. 
The  employment  of  mercury  or  iodide  of  potassium,  followed  by  the  dis- 
appearance of  the  symptoms,  is  a  therapeutic  test,  but  such  a  result  is  not 
a  pathognomonic  sign  of  syphilis. 

Prognosis, — ^The  outlook  in  acquired  syphilis  as  to  severity  of  attack  and 
ultimate  recovery  depends  largely  upon  the  state  of  the  general  health,  and 
the  promptness  %vith  which  specific  treatment  is  instituted.  Much  dejjends 
also  upon  the  faithfulness  of  the  patient  in  carrying  out  the  treatment  for  a 
sufficient  length  of  time.  In  the  great  majority  of  cases  active  and  skilful 
treatment  permits  a  favorable  prognosis  as  to  complete  cure,  and  even  as  to 
the  safety  of  future  marriage.  In  the  malignant  cases,  or  those  in  which 
tertiary  lesions  have  already  formed,  we  can  only  hope  to  modify  the  progress 
of  the  malady,  or  perhaps  arrest  it  without  being  able  to  retnove  all  signs 
of  its  invasion.  Gummatous  growths  may,  however,  be  removed  by  treat- 
ment, even  in  the  tiTliary  stage. 

Hereditary  Sj^hilis. — The  symptoms  of  hereditary  syphilis  may  be  present 
at  birth,  the  skin  being  already  tlie  site  of  syphilitic  eruptions,  of  wliich  />rm- 
pkigus  neonatorum, — that  is,  a  bleb-like  eruption  about  the  wrists  and  ankles 
— is  typical.  The  liver  and  spleen  are  usually  enlarged,  and  the  child  may 
be  wasted  and  |x>orly  nourished.  In  other  instances  the  child  manifests  no 
lesions  at  birth,  but  within  its  first  six  months  of  life  develops  syphilitic 
rhiniiis,  or,  as  it  is  called,  '^snufHes."  This  is  accompanied  or  followed 
by  cutaneous  lesions,  of  which  the  most  frequent  is  viucous  jmiches  about 
the  anus  and  in  the  mouth.  It  may  waste  away  from  so-called  syphilitic 
marasmus,  developing  a  syphilitic  rosary  at  its  costocartilaginous  junctures, 
as  in  rickets.  The  ends  of  the  long  bones  are  the  victims  of  syphilitic 
epiphysitis.  If  the  child  lives  to  reach  the  period  of  second  dentition  its 
teeth  may  be  notched — the  so-called  "Hutchinson'*  or  "peg"  teeth.  This 
malformation  does  not  appear  in  the  milk  teeth.  In  many  cases  of  heredi- 
tary syphilis  in  infancy  the  child  looks  like  an  old  man,  whercas  in  hereditary 
syphilis  of  early  adult  life  the  patient  often  looks  very  immature — "syphilitic 
infantilism."  Children  having  hereditary  syphilis  are  prone  to  suffer  from 
syphilitic  keratitis,  from  deafness,  and  from  bone  lesions  which  develop 
after  several  years  of  life.  The  periosteum  is  thickened  and  even  nodular 
in  its  appearance,  particularly  on  the  tibia. 

Another  lesion  is  deformity  of  the  fingers,  in  which  they  become  thickened 
at  the  base  and  taper  rapicHy  to  the  tip,  being  somewhat  pear-shaped  or 
top-shapefl — the  so-called  syphilitic  dactylitis. 

Treatment. — Divergent  views  have  existed  in  regard  to  the  proper  treat- 
ment of  syphilis  in  its  early  stages.    A  certain  number  of  practitioners  of 
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experience  have  insisted  that  it  is  unwise  to  administer  mercury  to  a  patient 
suffering  from  a  suspicious  primary  lesion  until,  by  the  development  of 
secondary  symptoms,  the  diagnosis  of  syphilis  is  absolutely  confirmed ;  since 
if  we  do  not  wait  for  these  symptonts,  the  possibility  exists  that  a  patient  who 
has  not  really  acquired  syphilis  may  be  condemned  to  the  belief  that  he  has 
been  inoculated,  and  this  may  cause  him  great  mental  suffering  during  the 
rest  of  his  life. 

Another  group  of  practitioners  have  strongly  urged  a  view  directly  opposed 
to  this,  claiming  that  we  have  no  right  to  pt^rniit  the  disease  to  become  thor- 
oughly engrafted  upon  the  patient^s  system  without  instituting  measures 
for  its  relief,  or  at  least  for  the  diminution  of  the  severity  of  the  infection. 
The  leaders  in  thi.s  line  of  thought  have  advocated  the  excision  of  the 
chancre  in  the  belief  that  by  so  doing  the  primary  focus  of  inh-rlion  was 
removed.  It  must  be  reraemlwred,  however,  that  the  primary  lesion  does 
not  develo|>  until  two  or  three  weeks  after  the  artiia!  inoculation,  and,  there- 
fore, although  it  appears  at  the  site  of  inoculation,  tliere  is  good  reason  to 
believe  that  it  is  not  a  source  from  which  still  further  infection  takes  place, 
but  rather  a  locaUzed  manifestation  that  inoculation  has  lieen  accomplished. 
Nearly  always  there  can  be  found  in  the  adjacent  lymphatics  evidence  tliat 
they  €ire  affected  ns  early  as  the  chancre  apj>ears.  The  qiieslion  ius  to  whether 
the  chancre  should  be  exciseci  must,  therefore,  be  left  to  the  judgment  of  tlie 
indi%'idnai  physician,  with  the  statement  that  it  is  possible,  hut  not  probable, 
for  the  excision  to  have  some  influence  for  gt>od. 

It  is  with  those  who  believe  in  the  immediate  administration  of  anti- 
syphilitic  treatment  as  soon  as  the  chancre  is  develo|XM!  that  I  ijgree.  It  docs 
not  seem  to  me  rational  to  |x.'rmit  the  disease  to  run  on  uncontrolled  until 
he  who  runs  may  read  that  infection  has  taken  place.  While  it  is  true  that 
the  chancre  at  times  is  not  sufficiently  characteristic  to  enable  us  to  make 
a  positive  diagnosis  that  it  is  true  sjphiUs,  we  are  justified  in  such  a  case 
in  considering  that'  it  b  such  and  proceeding  at  once  to  the  relief  of  the 
patient. 

The  main  treatment  during  the  primary'  and  secondary  stage  of  syphilis 
must  tHDnsist  in  the  a^lministration  of  full<]osesof  the  protiodide  of  mercury, 
which  should  be  given  in  the  form  of  uncompressed  tablet  triturates  in  the 
dose  of  J  of  a  grain  three  times  a  day,  increased  by  one  or  two  quarters 
each  day,  until  the  patient  manifests  distinct  evidences  of  the  full  systemic 
effect  of  the  drug,  as  evidencx^d  liy  some  looseness  of  the  bowels  or  by  the 
development  of  tenderness  of  the  teeth  and  slight  sahvati*>n.  It  is  impor- 
tant when  this  drug  is  given  that  tablet  triturates,  and  not  compressed  tablets, 
are  employed,  as  the  compresse<I  (iiblets  are  often  uiiabsorbed,  liecause  of 
their  hardness,  and  frequently  cause  irritation  of  the  stomach,  whereas,  the 
properly  maile  tablet  triturate  rarely  docs. 

As  soon  as  the  patient  manifests  any  of  the  symptoms,  mentioned  as  indic- 

"ee  of  the  fact  that  he  is  using  all  of  this  drug  which  he  can  well  bear,  it  is 
proper  to  diminish  the  dose  one-half,  and  keep  it  at  this  [xvint,  provided  that 
this  dose  seems  competent  to  prevent  the  development  of  further  syphilitic 
manifestations.  If,  however,  this  half  dose  is  not  sufficient  for  this  purpose, 
the  drug  must  be  given  in  ascending  doses  the  second  time,  and  if  the 
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syphilitic  manifestations  are  at  all  malignant  it  may  be  necessary  to  continue 
it,  even  if  opium  or  bisnintli  havo  to  be  given  to  control  diarrh(t'U. 

It  is  essential  in  the  use  of  the  protiodide  of  mercury  in  syphilis,  first, 
that  the  stomach  shall  not  be  (iisordered,  because  it  Is  of  vital  importance 
that  the  patient  should  be  able  to  take  full  quantities  of  highly  nutritious 
food,  in  onier  that  l»y  maintaining  his  vitality  his  own  vital  processes  may 
aid  him  to  combat  the  infectiun. 

It  is  also  essential  that  ^rcat  care  be  taken  against  the  development  of  mer- 
curial stomatitis.  If  this  condition  once  develops,  it  is  often  diflScuIt  to  cure 
it  while  the  mercury  is  continued^  and  it  frerjuently  will  prevent  tlie  patient 
from  taking  sufhcit- !it  doses  of  tlic  drug  to  favorably  influence  his  syphilitic 
infection.  If  the  patient  is  directed  to  take  the  greatest  possible  care  as  to 
cleanliness  of  his  mouth,  to  use  a  tooth-brush  and  some  antiseptic  dentifrice 
after  each  meal,  to  keep  pai-ticles  of  fixxl  from  bc»tween  tlie  teeth  by  the 
use  of  floss  silk»and,  finally^  if  hi*  also  he  given  a  prescription  calling  for  10 
gniins  of  chlorate  of  pota,<siuin  ami  10  dropsof  tincture  of  myrrh  in  an  ounce 
of  elixir  of  calisaya,  which  is  to  l»e  diluted  one-half  with  water,  and  used 
as  a  mouth-wasli  night  and  morning,  it  will  1k^  found  that  he  will  be  able  to 
take  much  larger  <ioses  of  nuTcury  than  if  these  nicfLsures  are  delayed  until 
some  evi<lences  of  men*uri;d  si»re  laoudi  prcsriit  themselves. 

Should  the  mariifestatiouH  of  syphilis  be  virulent,  then  it  is  necessary  to  give 
the  drug  to  the  patient  not  only  in  the  form  of  the  proti<xiide  by  the  mouth, 
but  to  use  bhie  ointment  rubbed  into  the  skin  at  least  ont*e  a  day,  in  the  dose 
of  about  1  drachm,  choosing  a  dilhTcut  spot  each  time  for  the  nd)bing,  and 
exercising  greal  care  that  the  rnljhing  is  conlinued  long  enough  to  actually 
cause  the  absorption  of  the  meri-ury.  Usually  a  hot  Turkish  bath  or,  if  this 
is  impossible,  an  ordinary  hot-water  bath  shouhl  be  taken  before  the  mercurial 
ointment  is  used,  in  order  that  (he  skin  may  l>p  rendered  pliable  and  put  in 
such  a  state  that  the  men'ory  can  be  n'mlily  taken  up  by  the  tissues  l)eneath 
it.  The  entrance  of  mercurial  oltitim-tit  iiittt  the  body  may  also  !>e  aided  by 
smearing  it  on  a  flannel  hinder  and  phuing  this  about  the  patient's  waist- 

In  other  instances,  in  addition  to  the  internal  and  external  use  of  mercur}*,  or 
in  phicc  of  our  of  them,  hy[>odermic  injections  of  mercury  may  be  employed. 
For  this  purpxsf  one  t)f  the  best  preparations  is  corrosive  sublimate  dissolveii 
in  normal  salt  solution  ami  given  in  tlie  dose  of  ^  of  a  grain,  injected  deeply, 
hut  gently,  into  the  loose  cellular  tissues  of  the  buttocks  or  back,  or,  better 
still,  into  the  body  of  the  greater  muscles,  such  as  the  gluteus.  Great  care 
must  be  exercised  that  antisepsis  is  complete,  since  otherwise  the  irritant 
drug,  aUliough  antiseptic  in  itself,  may  cause  abscess.  This  injection  should 
not  be  given  oftener  than  every  two  or  three  days.  In  other  instances 
gray  oil  may  be  used,  prepared  by  rubbing  2  drachms  of  lanolin  with  a 
sufficient  quantity  of  chlomform  to  form  an  emulsion,  continuing  the  rubbing 
until  most  of  the  chloroform  is  evaporated,  then  arlding  metallic  mercury  to 
the  extent  of  4  drachms,  and  rul>l)ing  again  until  the  mixture  is  complete, 
'^rhis  strong  gray  ointment,  diluted  still  fiuther  by  the  addition  of  equal  parts 
of  olive  oil,  may  be  injected  in  the  dose  of  1  or  2  minims  every  second  or  thin! 
<Iay  in  the  same  manner  as  corrosive  sublimate. 

Still  another  way  of  getting  mercury  into  the  body  is  by  means  of  the  sub- 
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limation  of  calomel.  The  patient,  being  stripped  of  all  clothing,  is  wrapped 
in  a  blanket  and  placed  upon  a  chair  with  a  wooden  seat.  Under  this  chair 
is  placed  an  alcohol  lamp  and  over  it  a  disk  of  metal  upon  a  small  iron 
stand,  on  which  20  grains  of  calomel  is  laid.  Upon  this  stand  is  also  placed 
a  tincupful  of  water.  The  heat  of  the  lamp  vaporizes  the  water  and  sub- 
limes the  calomel,  and  the  mercury,  being  deposited  upon  the  skin  of  the 
patient,  is  absorbed.  Tliis  method  of  treatment  is  useful  for  the  relief  not 
onlj  of  the  systemic  symptoms,  but  also  for  the  syphilitic  eruption  of  the 
skin.  A  similar  plan  of  sublimation  can  be  carried  out  with  inhalations,  the 
patient  holding  tus  face  eighteen  inches  away  from  the  pan  and  inhaling  the 
fumes.  If  this  is  done  mucous  patches  in  the  mouth  are  very  frequently 
rapidly  healed,  but  after  each  employment  of  sublimation  and  inhalation, 
the  mouth  should  be  well  rinsed  with  water,  in  order  that  an  excess  of  mer- 
cury may  not  remain  there  and  produce  stomatitis.  In  many  cases  the  best 
results  are  produced  by  a  plan  of  treatment  in  which  both  the  iodide  of 
potassium   and  protiodide  of  mercury  are  given  together  or  alternately. 

The  treaiTnent  of  the  tertiary  stage  of  syphilis  consists  chiefly  in  the  admin- 
istration of  iodide  of  potassium  or  iodide  of  sodium  or  iodide  of  strontium, 
in  as  full  doses  as  the  patient  can  well  bear,  but  should  evidences  of  gum- 
matous growth  in  the  brain  present  themselves  the  iodide  is  not  sufficiently 
active  in  its  action,  and  mercury  should  be  given  with  it. 

The  dose  of  the  iodides  varies  greatly  with  the  susceptibility  of  different 
individuab.  As  a  rule,  tertiary  syphilis  is  not  l>enefited  by  giving  less  than 
100  grains  a  day.  I  have  had  a  patient  under  my  care  who  would  take  800 
grains  a  day  with  great  benefit,  with  no  other  disagreeable  symptoms  than 
the  development  of  an  intense  acne.  But  we  rarely  meet  with  instances 
where  these  enormous  doses  must  be  taken. 

Tlie  proper  way  to  administer  the  drug  is  to  order  a  saturated  solution  of 
iodide  of  sodium  dissolved  in  the  strength  of  1  grain  to  the  minim  of  water, 
and  direct  that  10  minims  of  this  be  given  in  a  dessertspoonful  of  the  com- 
pound syrup  of  sarsaparilla  thi"ee  times  a  day  an  hour  after  meals,  being 
increased  each  day  from  1  to  5  minims  at  a  dose.  If  careful  attention  is  paid 
to  the  diet  and  to  the  condition  of  the  bowels,  patients  who  would  not  be 
able  to  take  large  doses  at  first  soon  become  fairly  immune  so  far  as  untoward 
effects  are  concerned,  and  can  take  effective  quantities  within  a  brief  period 
of  time. 

Hereditary  syphilis  is  to  be  treated  by  the  active  employment  of  mercury. 
In  babies  suflFering  from  syphilis,  gray  powder  may  be  given  in  the  dose  of  2 
grains  two  or  three  times  a  day,  and  mercurial  ointment  may  be  rubbed  into 
the  abdomen  and  on  the  inside  of  the  thighs  and  smeared  upon  the  abdom- 
inal binder  of  the  child.  This  will  prove  a  most  advantageous  plan  of  treat- 
ment. The  change  in  the  nutrition  and  appearance  of  the  infant  under  these 
circumstances  is  little  less  than  marvellous. 

The  diet  should  be  carefully  regulated,  and,  if  the  digestion  will  stand 
it,  cod-liver  oil  should  be  given  internally.  The  employment  of  the  mer- 
curial ointment  produces  an  active  systemic  influence  without  disordering 
digestion,  and  is,  therefore,  particularly  advantageous  when  hereditary 
syphilis  is  being  treated  in  infants. 
19 
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TUBERCULOSIS. 


Definition. — Tuberculosis  is  an  infectious  disease  caused  by  the  presence 
in  the  boily  of  the  Bacillus  iubercviosis.  It  is  characterized  by  a  local 
inHainmatory  process  followeii  by  the  development  of  areas  of  necrosis. 
While  the  lesions  produced  by  the  disease  are  varied,  the  typical  manifes- 
tation is  the  formation  of  small  noflulcs  which  appear  as  gray,  or  white,  or 
sometimes  yellowish  bodies  called  tubercles.  It  is  because  of  these  tubercles 
that  the  name  "tuberculosis*'  is  applied  to  the  malady. 

EtioIo^.^The  chief  etiological  factors  in  this  disease  are  the  specific 
bacillus  and  the  presence  of  a  favorable  state  in  the  tissues  of  the  individual 
for  the  growth  of  the  gorm.  As  the  disease  is  constantly  present  all  over  the 
world,  except  in  a  few  scattered  areas,  the  specific  germ  is  always  at  hand, 
and  as  a  large  number  of  causes  produce  a  condition  of  the  tissues  which 
is  favorable  to  their  development  the  disease  is  only  too  prevalent. 

The  bacillus  of  tuberculosis  appears  as  a  straight,  slightly  curved  or  bent 
rod  with  rounded  ends,  devoid  of  motility,  and  reproilucing  itself  by  fission; 
the  often  expressed  belief  that  it  is  a  spore-bearing  organism  is  not 
unequivocally  established.  It  stains  with  the  ordinary  aniline  dyes  and  by 
Gram's  method.     (See  Pathology.) 

The  Bacillus  tiibcrcido.ti'i  enters  the  body  by  several  pathways,  of  which 
the  most  common  is  undoubtedly  the  respiratory  passages.  It  also  gains 
access  by  way  of  the  alimentary  canal  with  the  food,  and  occasionally  by 
accidental  inoculation.  Recent  studies  have  shown  that  the  tonsils  and 
lymphoid  tissues  of  the  pharynx  are  portals  through  which  the  tubercle 
bacillus  fr4?quently  enters.  The  position  of  the  tonsils  exposes  them 
to  both  air-borne  an<l  food-borne  infection,  and  tlu-ir  crypts  and  lymphatic 
commatiicatlons  afford  favorable  opportunities  for  the  entrance  and  dis- 
semination of  the  micro-organism.  Very  rarely  true  hereditary  transmission 
takes  place  by  the  passage  of  the  bacillus  through  the  placenta  or  possibly  by 
the  infection  of  the  ovum  by  this  organism.  Such  instances  are,  however, 
so  rare  that  they  are  curiosities  in  medicine. 

When  the  infection  takes  place  by  inhalation  it  usually  occurs  by  the  bacilli 
being  dissipated  through  the  air  in  the  form  of  dust,  or  by  their  expulsion  in 
small  masses  of  sputum  which,  falling  on  pillows,  betiding,  or  clothing,  are 
easily  taken  into  the  respiratory  passages  when  the  sputum  dries.  Fliigge 
has  shown  that  when  a  patient  cotighs  with  his  mouth  open  the  ejected  air 
may  contain  droplets  holding  the  bacillus,  thereby  rendering  the  immediate 
neighborhood  of  the  sufferer  especially  dangerous.  There  can  be  no  doubt 
of  these  facts,  for  iUvy  arc  pro\v<l  by  the  very  great  frequency  of  the  disease 
in  the  lungs,  particularly  when  opportunity  exists  for  infection  by  dust, 
and  by  the  fact  that  susceptible  animals  can  be  infected  by  this  disease  if 
forced  to  breathe  dust  which  has  been  contaminated  by  dried  tuljerculous 
sputum. 

Kingsford  found  in  analysis  of  339  cases  that  216,  or  63.7  per  cent., 
ficcurred  by  inhalation,  65,  or  19.1  per  cent.,  by  ingestion,  and  17  per  cent, 
were  of  doubtful  origin. 
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That  tuberculous  infection  by  way  of  the  alimentary  tract  occurs  very 
commonly  as  the  result  of  4lnnkingmilk  from  tuberculous  cows,  or  milk  that 
has  been  contaminateil  by  the  sputum  from  tuberriilous  human  beings  has 
long  been  held.  The  infection  of  milk  by  coughing  or  sneezing  by  persons 
suffering  from  tliis  disease  occurs  quite  frequently.  Tlie  milk  of  a  tuljer- 
culous  cow  will  convey  the  infection  even  if  local  tuberculous  lesions  are 
not  present  in  the  udder,  and  the  bacillus  may  be  found  in  butter  made 
from  such  milk.  The  fact  tliat  tuberculosis  is  so  frequently  found  in  the 
mesenteric  glands  of  young  children  is  significant  in  this  connection.  Infec- 
tion by  the  meat  of  a  tuberculous  animal  can  only  occur  if  the  meal  actually 
contains  the  bacilli  and  is  eaten  imcooked.  This  form  of  infection  is 
probably  very  rare  except  when  sausages  made  from  what  are  known  as 
Bologna  cows'  are  eaten  in  a  raw  or  half-cooked  state. 

Medical  publications  have  teemed  during  the  last  few  years  with  rather 
heated  debates  as  to  the  communicabilitv  of  bovine  tuberculosis  to  man. 
In  the  minds  of  some  bacteriologists » in  Geriiiauy  in  particular,  this  question 
is  still  sub  judicCy  but  the  majority  of  those  best  qualified  to  judge  now  agree 
that  no  doubt  can  exist  of  its  transference,  particularly  from  the  udders  of 
lul>erculous  cows  to  the  mesenteric  glands  of  children  who  drink  the  milk 
from  these  animals. 

RaWjTheobaki  Smith,  and  others  have  maintained  that  man  is  subject  to 
two  forms  of  tuberculosis,  one  derived  from  members  of  his  own  zoological 
group  and  another  due  to  infection  by  the  bovine  bacillus.  The  wide 
distribution  of  tuberculosis  in  the  animal  king<lom,  the  morphological, 
cultural,  and  pathogenic  ditlerences  in  the  bacillus  found  under  different 
conditions, and  the  generally  admitted  possihility  of  ranging  these  organisms 
in  a  scale,  or  at  least  in  closely  allied  groups,  explain,  at  least  in  part^  the 
different  phenomena  as  seen  in  man. 

Tlie  mere  presence,  however,  of  the  tubercle  bacillus  is  not  the  only  requi- 
site for  the  development  of  tuberculosis,  for  a.s  alrea<ly  stated  the  tissues  must 
be  in  a  favorable  state  for  its  growth.  This  favorable  slate  is  proikiced  by 
any  cause  which  impairs  vital  resistance  and  prevents  the  body  from  destroy- 
ing invading  micro-organisms  soon  after  they  enter  it.  Of  these  causes, 
aside  from  diseases  which  impair  the  general  health,  we  find  the  most 
potent  are  bad  air,  particularly  that  due  to  poor  ventilation  when  large 
numbers  of  persons  are  crowded  together;  lack  of  exercise,  so  that  all  parts 
of  the  lungs  are  not  thoroughly  expanded;  and,  lastly,  those  conrhtiuns  of 
air  and  soil  which  are  associatetl  with  excessive  humidity,  particularly  if 
there  be  much  dust  in  the  atmosphere,  as  in  large  cities. 

In  addition  to  these  causes,  which  increase  the  susceptibility  of  all  persons, 
we  also  find  that  certain  individuals  inherit  conditions  which  undoubtedly  pre- 
dispose them  to  this  tlisease.  They  belong  to  two  classes :  those  who  by  inheri- 
tance possess  faulty  thoracic  devclopuient,  or  bad  chest  configuration,  so  that 
the  apices  of  the  lungs  never  expand  properly^  and  those  who  seem  to  inherit 
a  condition  of  the  tissues  which  is  unable  to  cope  with  the  infection  when  it 
takes  plac*e.    Both  these  causes  are  often  present  in  one  case.    Such  persons 

'  A  Boloeoa  cow  u  an  anicaal  so  feeble  and  wvtcd  that  it  cannot  be  used  for  milking,  breeding,  or  for 
tb»  providing  of  ordinary  butchers'  meat.     It  i»  ^Li\\e<]  and  umvI  iu  molco  sausage. 
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are  usually  lightly  built  and  have  small  bones  and  delicate  features,  with  a 
thin  skiti  and  superHcia!  veins  about  the  temples.  It  is  a  mistake,  however, 
to  tiiink  that  this  configuration  is  always  present,  for  another  type  exists  in 
which  the  bony  structures  are  large  and  the  muscles  powerful,  the  so-called 
'*  lanky"  type,  in  which  tubeR-ulosis  is  very  apt  to  run  a  rapid  course.  Every 
clinician  of  experience  has  been  astonished  to  find  active  tuberculosis  of  the 
lungs  in  heavy  and  powerfully  built  men,  and  has  seen  more  than  one 
generation  of  the  same  family,  tjjough  strongly  built,  succumb  to  this 
malady,  although  promising  in  early  life  to  escape  all  danger  from  it.  In 
these  Instances  the  vital  resistance  to  infection  is  poor,  although  the  physique 
may  seem  excellent. 

The  influence  of  age  upon  the  ilevelopmcnt  of  the  disease  is  distinct,  but 
it  is  not  sufficiently  powerful  to  confer  immunity  upon  any  period  of  life. 
In  the  first  ten  years  of  Hfe  tuberctilosis  is  quite  common,  affecting  the 
lymphatic  system  most  fre(|uently,  the  Ikuics  being  also  commonly  involved, 
and  more  rarely  the  membranes  covering  the  brain.  After  puberty  the 
pulmonary  tissues  are  the  parts  which  are  affected  in  the  majority  of  cases, 
anl  this  predisposition  of  the  lungs  to  the  disease  persists  throughout  the 
rest  of  life,  although  after  the  thirty-fifth  year  the  frequency  of  pulmonary 
tubercult>sis  ra[)idly  decreases,  so  that  in  pcrsous  over  fifty  years  of  age  it 
is  really  very  uiicouiruon  as  a  new  uiliiient,  unless  they  have  been  s]>etially 
exposed  by  occupation  to  infection  by  the  malady.  The  oidy  cases  I  have 
seen  of  primary  pulmonary  tuberculosis  which  ber/aii  in  persons  of  over 
fifty  years  of  age  were  miners  and  grinders. 

Tiie  sexes  are  about  equally  aflected  by  tuberculosis. 

Of  the  races,  negroes  and  Nf>rth  American  Indians  are  very  susceptible, 
an  1  half-breed  negroes  and  half-bree  1  In<lians  are  peculiarly  prone  to  the 
malady.  I  have  had  opportunities  of  studying  the  frequency  of  tuberculosis 
among  both  of  these  classes  and  have  been  impressed  by  this  woll-recognized 
fact.  Perhaps  this  susceptibility  is  due  to  the  fact  that  tlio  wliite  father  is 
usually  a  degenerate,  or  one  whose  vitality  is  impaired  by  alcohol  and  abuse. 

Of  the  occupations  which  favor  the  development  of  tuberculosis  may  l>e 
nameil  knife-grinding,  mining,  weaving,  and  other  pursuits  which  cause 
large  quantities  of  <Iust  to  enter  the  lungs.     (See  PiicumoniK'oniosis.) 

All  the  infectious  diseases  which  diminish  the  vitality  of  the  patient  pre- 
dispose him  to  infection  by  this  bacillus.  Thus,  pneumonia,  particularly  that 
of  the  catarrhal  type,  not  rarely  causes  pulmonary  tuWrculosis  to  develop, 
and  influenza  remlers  the  patient  especially  pnme  to  its  development.  In 
many  cases  the  catarrhal  process  provides  the  centre  in  which  a  new.  or 
an  old  and  slumbering,  infection  can  become  active.  Among  the  acute 
infections,  measles  and  whooping-cough  are  active  predisposing  factors, 
causing  catarrhal  pneumonia  or  exhaustion  and  (^liminished  vitality.  Dia- 
betes mellitus  very  commonly  ends  in  a  rapid  and  fatal  tuberculosis. 

A  very  important  point  Is  the  relation  f>f  injury  to  tlie  development  of 
tuberculous  lesions.  There  can  be  no  doubt  that  tnunna  to  the  chest  wall 
may  be  follnwed  by  an  outbreak  of  pleural  or  pulmonary  tuberculosis,  that 
injuries  to  the  joints,  even  if  seemingly  trivial,  may  cause  tuberculous  arthritis, 
and  blows  on  the  abdomen  may  incite  tuberculous  peritonitis  or  tuberculosis 
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of  the  retroperitoneal  or  mesenteric  glands.    (See  also  article  on  Pneumonia 
for  traumatic  lesions  of  the  thorax  followed  by  pulmonary  disease.) 

Prevention. — In  the  prevention  of  tuberculosis  the  most  important  factor 
is  the  destruction  of  the  bacillus  as  soon  as  it  leaves  the  body  of  the  patient 
This  is  by  no  means  as  easy  to  accomplish  as  would  appear  at  first  sight, 
since  it  is  often  expelled  in  enormous  numbers  by  sneezing  and  coughing. 
The  moustache  or  beard  of  the  consumptive  is  a  veritable  nest  of  infection, 
and  his  bed-clothing  may  be  equally  virulent  unless  he  holds  something  in 
front  of  his  face  when  he  coughs. 

All  sputum  should  be  received  into  rags,which  should  be  burned  in  a  hot  fire 
before  they  become  dry,  or  into  a  paper  spit-cup  which  can  be  burned.  If  a 
china  cup  is  used,  it  should  always  contain  bichloride  of  mercury  solution. 

Largely  through  the  efforts  of  Dr.  Herman  Biggs,  of  New  York,  the 
health  department  of  that  city  has  been  active  during  the  last  ten  years  in 
stamping  out  tuberculosis,  or  consumption.  Under  an  ordinance,  physicians 
are  required  to  report  every  case  of  this  disease  that  comes  under  their  care. 
In  the  poorer  districts  of  the  city  this  is  followed  by  inspection,  and,  if 
necessary,  disinfection  of  the  quarters  occupied  by  the  sick  man,  and  this 
again  has  been  supplemented  by  the  distribution  of  circulars  in  which 
directions  are  given  whereby  the  patient  can  take  precautions  against  the 
infection  of  his  family,  and  the  family  can  protect  themselves. 

The  second  great  preventive  of  tuberculosis  is  sunlight,  for  sunlight 
destroys  the  bacillus.  If  this  were  not  the  case  our  streets  would  infect 
more  thousands  than  they  do.  Sunlight  not  only  destroys  the  bacillus,  but 
increases  the  vital  resistance  of  the  patient  and  of  the  uninfected  as  w^ell. 
The  absence  of  sunlight  and  the  presence  of  bad  air  are  the  most  potent 
auxiliaries  to  the  disease.  This  is  shown  by  the  prevalence  of  the  malady 
in  tenement  houses,  in  prisons,  and  in  asylums  which  are  badly  arranged  or 
managed.  These  facts  have  not  only  been  proved  on  a  gigantic  scale  by 
unintentional  tests  with  human  beings,  but  experimentally  as  well,  particu- 
lariy  by  Tnideau,  who  inoculated  two  sets  of  rabbits  w*ith  the  bacillus 
tuberculosis.  He  kept  one  set  in  a  dark  cellar  and  these  animals  suffered 
an  unusually  high  mortality.  The  other  set  he  turned  out-of-doors,  and 
these  animals  survived  or  were  affected  only  by  a  modified  form  of  the  disease. 

In  those  who  have  an  hereditary  predisposition  to  the  disease  or  who  have 
a  faulty  thoracic  development,  out-door  life  is  in  many  cases  an  absolute 
necessity  to  prevent  the  disease. 

It  is  proven  that  tuberculosis  can  be  conveyed  from  animals  to  man,  and 
it  would  seem  unwise  to  give  up  such  precautionary  measures  as  careful 
inspection  of  cattle  in  slaughter-houses  and  the  proper  control  of  cows 
supplying  milk,  and  especially  when  the  latter  is  to  be  used  as  an  infant 
food. 

Frequency. — ^The  prevalence  of  tuberculosis  in  its  various  forms  is  very 
great.  About  one  death  in  every  seven  is  due  to  this  cause,  and  wdien  we 
add  to  this  fact  the  additional  statement  that  a  very  large  proportion  of 
those  who  die  of  other  diseases  show  more  or  less  well-<ieveloped  tuberculous 
lesions,  it  becomes  evident  that  tuberculosis  contrihtites  to  the  death  of  a 
still  lai^r  proportion  of  persons.    Thus  Schlenkor  in  100  autopsies  made 
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on  adults  ami  diiWren  <lying  of  various  diseases  found  tliat  65  per  cent, 
had  tuberculosis.  Hi|];gs  fourul  it  in  (10  per  cent,  of  his  postmortems,  and 
out  of  4000  consccuUve  autopsiies  in  Breslau  about  1300  showed  tuberculosis. 
These  statistics,  which  give  some  conception  of  the  ordinary  prevalence  of 
the  disease,  are  outclassed  in  an  extreme  degree  by  the  reports  of  Naegeli 
in  Zurich,  who  found  in  the  Pathological  Institute  of  that  Canton  that 
500  consecutive  autopsies  revealed  tuberculosis  in  some  form  in  97  per  cent. 
This  percentage  held  true  of  adults  as  well  as  of  children.  Naegeli  also 
found  that  tuberculosis  is  very  rare  in  the  first  twelve  months  of  life,  un- 
common up  to  tlie  age  of  fixe  years,  but  so  frequent  from  five  to  fourteen 
yeara  that  it  was  found  in  one-thinl  of  all  bo<lies  e.\amir»ed.  In  studying 
these  statistics  of  Naegeli  it  nuist  be  remembered  that  In  many  of  the  autop- 
sies tuberculosis  was  not  the  cause  of  death,  antl  in  some  cases  was  present 
in  such  a  very  slight  degree  that  only  careful  search  revealed  its  presence. 
Burrell  believes  that  about  70  to  -SO  per  cent,  of  all  persons  who  reach  the 
age  of  forty  years  have  or  have  had  some  form  of  the  disease. 

The  far  greater  frequency  of  tuberculosis  in  cities  as  compared  to  country 
districts  and  villages  is  shown  by  the  statistics  of  Paris,  in  which  the  nundjer 
of  cases  i>er  thousand  is  4.9  per  cent.;  whereas  in  002  villages  in  France  it 
is  only  LSI  per  cent. 

Notwithstaniling  these  facts  it  is  interesting  to  note  that  in  many  parts 
of  the  world  tuberculosis  has  unilergone  a  most  remarkable  decrease  in  it.s 
frequency,  although  the  mortality  rate  of  1  in  7  slill  holds  true  for  nearly 
all  cities.  In  New  York  (he  mortality  has  decreased  from  4.6  to  2.6  per 
thnusantl  in  ten  years,  and  a  similar  fall  of  a!)out  40  per  cent,  has  occurred 
in  Philadelphia  in  that  time.  Abbott  has  shown  tluit  in  lsr>.3  the  mortality 
of  pulmonary  tubei*culosis  in  Ma^ssachusetts  was  42  per  10,000  inhabitants, 
whereas  in  1895  it  was  21. S  pt'r  10,(X)0  inhabitants.  The  decrease  in 
the  entire  lTnite<l  States  has  been  from  25  ]>er  10,0<M)  in  is;00  to  10  per 
10,000  iit  l!H)n.  ITillcr  has  shown  that  at  (lie  present  rate  of  decrease 
the  disease  will  be  extinct  iu  Prussia  in  1027  and  in  England  al>out  1047. 
In  Prussia  the  mortality  fell  from  31  per  10,000  in  18N6  to  19  per  10.000 
in  1901,  and  in  England  it  has  fallen  50  pt*r  cent,  in  the  last  forty  years. 

A  very  great  dilTerence  in  frequency  is  found  in  dliferent  races.  Thus, 
in  the  United  States  the  death  rate  in  those  of  English  descent  is  15  per 
10,000,  whereas  for  the  Irish  it  is  43.  and  50  for  the  cohered  race. 

Occupation  also  makes  great  differences;  thus,  the  (k*ath  rate  among 
tradesjieople  is  17  per  10,0(KI,  among  barbers  33  per  10,000,  book-keepers 
40,  and  stone-cutters  54  per  10,(KK). 

The  average  age  at  death  from  pulmonary  tuberculosis  is  thirty-five  years, 
but  the  actual  incidence  of  the  ilisease  is  from  fifteen  to  (hirty-five  years. 

The  relative  frequency  of  the  different  forms  of  tuberculosis  is  difficult 
to  determine.  Statistics  of  deaths  from  tuberculosis  io  Ireland  from  the 
years  1801  to  1901  show  the  following  figures  as  to  the  relative  frequency: 

Pulmonary  tuberculoaia 21.35  per  10,000 

Tuberculosis  of  llie  rae»enteric  glands      .         .         .2.2      "         " 

Tuberculous  meningitis 2.25    "         " 

Other  fonns  of  tuberculosis 2.3      "        " 
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Some  difference  exists,  however,  l^etween  the  frequency  of  primary  and 
secondar)'  lesions.  Thus,  Heller,  of  Kiel,  fomul  hut  1 .45  per  cent,  of  primary 
intestinal  tuberculosis,  but  37 .S  per  cent,  in  which  the  principal  lesion  was 
abdominal. 

Pathology  and  Morbid  Anatomy. — As  already  stated,  when  disnissing  the 
etiology  of  tuberculosis,  the  bacillus  enters  the  body  usually  through  the 
respiratory  mucous  membrane,  or  through  that  of  the  alimentary  canal.  It 
15  possible,  however,  for  infection  to  take  place  through  the  skin,  but  this 
is  usually  followed  by  a  localized  lesion  and  rarely  by  visceral  disease.  The 
results  which  accnie  from  the  entrance  of  the  bacillus,  in  the  manner  indi- 
cated, vary  greatly  with  the  virulence  of  the  micro-organism,  the  vital 
resistance  of  the  indivi<lual  and  the  organ  or  part  in  which  the  primary 
localization  of  the  bacilhis  liikes  place.  The  effect  of  the  hacillus  upon  the 
local  tissues  is  to  cause  an  accunmtation  of  cells  in  the  irnmediato  neighbor- 
hood, followed  in  favorable  causes  by  repair  or,  under  less  promising  condi- 
tions, by  necrosis.  This  aggregation  of  cells,  composed  of  lymphoid,  hyaline, 
endothelial,  and,  it  may  be,  giant  cells,  and  containing  the  bacillus,  is  the 
liistological  or  rather  anatomical  characteristic  of  the  disease,  and  is  called 
a  tubfrcle. 

In  the  great  majority  of  instances  the  pathological  process  which  is 
induced  is  inflammator}'  in  type,  and,  as  already  stated,  the  lungs  and  their 
adjacent  lymph  nodes  are  the  parts  which  are  usually  affected  in  adults, 
•whereas  in  young  children  the  gastrointestinal  tract  and  its  adjacent  glands 
are  commonly  involve<l  either  alone  or  with  the  structures  just  mentioned. 
WTien  the  collection  of  the  cells  is  small  the  growth  is  said  to  l>e  a  milianj 
tubercle,  because  it  is  thought  to  be  the  size  of  a  millet-seed;  but  when  a 
single  tul>ercle  grows  to  be  so  large  as  to  l>e  called  a  nodvile  its  growth  to 
these  proportions  is  accomplished  l^y  the  adilition  r»f  a  mnnljer  of  miliary 
tubercles.  This  growth  usually  is  limited,  in  the  miliary  tubercle  or  nodule, 
by  the  fact  that  an  exudate  takes  place,  as  part  of  the  inflammatory  process 
which  the  bacilli  produce,  which  prevents  the  spread  of  the  bacilli  to 
a^ijacent  areas,  and  so  limits  the  field  4Kru|>ied   Uy  the  micro-organisms. 

As  the  disease  progresses  this  exudate  becomes  organized  and  is  finally 
developed  into  a  dense  fibroid  or  cicatricial  tissue,  wliieh  acts  as  a  protective 
barrier  against  the  spread  from  that  particular  area  of  invasion.  This  barrier 
in  a  great  numl>er  of  cases  remains  effective  and  in  a  sen.se  imprisons  or 
restricts  the  production  of  poisons  am!  lessens  their  disseminatian.  Within 
this  limited  zone  of  action  the  bai'terial  products  cause  necrosis  and  in 
the  dead  tissue  the  germ  is  suppressed  or  actually  destroyefl.  After  the 
local  necrotic  process  is  complete  the  necrotic  cimtents  are  more  or  less  fully 
absorlx^l  and  only  a  cicatrix  remains  to  mark  the  site  of  the  original  lesion, 
or  if  this  does  not  take  place  the  caseous  antl  degenerated  mass  undergoes 
calcification.  In  either  instance  a  natural  process  tends  to  bring  about  a 
cure. 

If  for  any  cause  this  protective  barrier  is  removed  by  absorption  while 
the  iraprisone<i  bacilli  are  still  alive,  or  if  the  wall  which  is  formeil  is  incom- 
plete, the  bacilli  escape  and  spee*lily  infect  adjoining  or  distant  areas,  being 
conveyed  by  the  lymph  or  blood  streams.    Such  is  the  explanation  of  those 
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cases  in  which  a  patient  who  has  suffered  from  some  acute  infection,  lik€ 
pneumonui,  typhoitl  fever,  or  inHuenza,  speedily  develops  tul>erculosis  during 
convalescence,  althoiiji^h  the  acute  illness  may,  by  confining  him  to  a  healthful 
and  well-ventilated  ro()rn,liave  protected  him  from  any  recent  infection. 

In  still  other  cases  the  protective  Imrrier  of  surrounding  exudate  is  not 
forme<l  and  the  amalgamation  of  tubercles  produces  a  nodule  which  undergoes 
necrosis  and  softening  and  its  bacterial  contents  become  diffused  into  the 
surrounding  tissues,  thus  spreading  the  infection.    In  .still  a  thinl  type  of  casc^H 
the  lesions  consist  in  a  diffuse  cxuilative  process,  with  little  or  no  tubercl^l 
formation,  and  as  a  consequence  we  find  that  it  is  possible  for  the  entrance 
of  the  tubercle  bacillus  to  l>e  followed  by  a  tuberculous  pneumonia  or  pulmo- 
nary consolidation,  tuberculous  serositis,  or  lymphadenitis,  the  lesion  not 
containing  the  characteristic  tnljercle.     In  other  words,  in  certain  instances 
the  tul>erculou5  inflamniation  is  so  intense  and  the  poison  formed  by  the 
bacilli  is  so  abundant  or  virulent,  or  the  resistance  of  the  soil  so  ina<Iequatc, 
that  no  attempt  at  protection  is  matle,  but  insteatl  there  occurs  a  profuse^ 
exudative  process  which  is  extremely  lia!>le  to  undergo  necrosis,  and  thidH 
results  in  rapid  breaking  down  not  only  of  the  exudate  itself,  but  of  the 
involved  tissues  as  well. 

Under  certain  admittedly  unusual  conditions  the  tubercle  bacillus  becomes 
distinctly  pyogenic  and,  rapiilly  developing  in  the  lung,  produces  not  only  (he 
degenerative  and  necn>tic  changes  peculiar  to  tubercle  forniutiun.  but  fills  the 
air  vesicles  with  pus,  serum,  and  dead  epitlielial  cells  and  leukocytes,  a  state 
in  which  the  part  invoived  speedily  g(ics  on  to  widespread  destruction.     It  ^ 
is  also  to  be  recalled  that  in  nearly  all  cases  of  tuberculous  disease  infcctioc^f 
by  other  pyogenic  organisms,  such  as  the  staphylococcus  and  streptococcus,^^ 
aids  in  producing  local  intlummntion  and  pus,  and  leads  to  the  formation 
of  toxins  which  cause  local  and  geucial  impairment  of  vitality. 

In  some  cases,  on  the  other  hand,  the  bacilli,  in  the  presence  of  the  resist 
ance  offered,  do  not  seem  capable  of  originating  an  acute  inflammator 
process,  nor  <lo  they  cause  the  formation  of  tubercles  with  caseation,  but" 
produce  a  condition  in  whk-h  an  excessive  formation  of  connective  tissue 
occurs,  which  prevents  the  rapitl  spread  of  the  disease  and  constitutes  a 
form  of  infection  called  chronic  fu/pcrphiftic  tvbrrndosia  in  the  intestine 
or  in  the  lung  which  is  closely  allied  to  fibroid  phthisis,  so  called;  but  this 
fibroi*!  proi-css  is  by  no  means  entirely  dependeitt  upon  the  presence  of  the 
bacillus  tuberculosis,  since  other  causes  may  produce  it. 

It  is  fully  established  that  the  action  of  the  tubercle  bacillus  in  the  human 
organism  is  due  to  its  p<jisnns.  a  number  of  which  have  been  rlescrilied. 
The  early  coagulation  necrosis  and  subsequent  caseation  are  clearly  the 
result  of  bacillary  toxins.  The  tendency  to  fibrosis  seen  in  many  cases  has 
been  thought  to  be  due  to  a  sclerogenous  toxin  and  the  frequent  cheesy 
disintegration,  so  commonly  present,  to  a  caseogenous  poison;  it  is  probablci 
however,  that  the  same  noxious  agent  in  some  indivitluals  induces  caseation 
and  in  those  more  resist.int  to  its  action  a  fibroiil  or  fibrocalcareous  change. 
Progressing  caseation  may  be  looked  upon  as  an  evidence  to  low  resistance, 
while  fibrosis,  with  or  without  calcification,  indicates  strong  reparative  and  , 
antagonistic  powers  on  the  part  of  the  affected  tissues. 
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With  these  preliminary  remarks  we  may  proceed  to  a  discussion  of  the 
various  manifestations,  pathological  and  clinical,  which  are  to  be  met  with 
in  persons  affected  by  this  disease. 

Acute  Miliary  Tldierculosis. — By  acute  miliary  tuberculosis  is  meant 
a  condition  in  which  a  single  organ,  or  a  number  of  organs,  or  perhaps 
the  whole  body,  is  infected  by  the  Bacillus  tuberculosis,  causing  the  forma- 
tion of  innumerable  tubercles  of  the  type  already  described.  It  arises  not 
by  the  inhalation  of  dust  laden  by  bacilli,  but  by  the  escape  of  bacilli  in 
large  numbers  from  some  infected  focus,  as,  for  example,  a  caseous  lymphatic 
gland.  The  escape  takes  place  into  a  bloodvessel,  and  in  a  few  hours  at 
most  the  bloodvessels  of  the  neighboring  parts,  or  perhaps  of  the  entire 
body,  are  swarming  with  bacilli,  so  that  in  a  very  brief  space  of  time  the 
lungs,  the  liver,  and  other  parts  are  found  studded,  or,  as  it  has  been  well 
expressed,  "stuffed,"  with  miliary  tubercles.  The  caseous  gland  or  primary 
cheesy  nodule  which  gives  origin  to  this  acute  secondary  infection  is  usually 
so  situated  that  it  is  adherent  by  inflammatory  products  to  a  vein,  commonly 
the  pulmonary  vein  or  one  of  its  branches,  or  to  the  thoracic  duct,  or  the 
superior  cava.  By  a  process  of  extending  necrosis  the  soft  contents  of  the 
gland,  laden  with  tubercle  bacilli,  break  into  the  vessel  or  duct.  Sometimes 
an  active  tuberculosisof  the  wall  of  the  bloodvessel  is  present,  so  that  tubercles 
may  be  found  in  the  intima.  Councilman  has  observed  a  tuberculous  aortitis 
apparently  resulting  from  infection  through  the  vasovasorum. 

Weigcrt  has  divided  the  results  of  this  vascular  invasion  by  the  bacilli 
into  three  classes:  (1)  that  in  which  all  the  organs  of  the  body  become 
filled  with  tubercles  of  the  miliary  type;  (2)  that  in  which  the  disease,  though 
widely  disseminated,  nevertheless  appears  in  multiple  but  widely  separated 
foci;  and  (3)  that  in  which  the  tubercles  are  not  so  numerous,  their  growth 
is  more  chronic,  and  their  size  causes  them  to  be  classed  as  nodules.  This 
is  manifestly  an  artificial  division  which  is  not  closely  adhered  to  under 
natural  conditions,  for  the  process  may  represent  all  these  types  in  one 
case,  while  in  other  instances  it  may  be  impossible  to  tell  to  which  class 
the  case  belongs  because  the  lesions  shade  into  one  another. 

Symptoms. — ^The  symptoms  of  widely  diffused  miliary  tuberculosis  are  to 
be  carefully  studied  because  they  simulate  those  of  enteric  fever  and  other 
typhoid  states  so  closely  that  not  rarely  an  erroneous  diagnosis  is  made. 
The  chief  manifestations  may  be  said  to  be  those  of  profound  toxsemia 
without  any  localized  lesion  to  explain  the  illness,  which  begins  with  the 
general  wretchedness  common  to  the  early  stages  of  all  acute  infections  and 
which  is  followed  by  jever,  rising  each  evening  to  102°  or  103°.  The  fulse 
is  unduly  rapid,  and  there  are  often  proftuse  sweats.  In  such  cases  there 
are  three  symptoms  which,  while  not  pathognomonic  by  any  means,  are 
nevertheless  of  some  value  in  separating  this  condition  from  typhoid  fever. 
The  fever  is  often  irregular,  sometimes  breaking  with  a  profuse  sweat.  In 
other  cases  it  is  higher  in  the  morning  than  at  night.  The  pulse  is  often 
exceedingly  rapid  in  the  early  stages,  a  phenomenon  which,  as  a  rule,  is  not 
observed  in  typhoid  fever.  The  temperature  does  not  resist  cold  sponging 
in  the  first  week  as  does  that  of  typhoid  fever,  but,  on  the  contrary,  falls  with 
great  rapidity  to  below  normal.     T-<ater  there  is  the  absence  of  rose  spots 


298 


DISEASES  DUE  TO  A  SPECIFIC  INFECTION 


to  leatl  one  to  a  correct  opinion,  ami  careful  examination  of  the  lungs  may 
reveal  some  area  of  infiltration  or  softening,  or  of  dulness  on  percussion 
which  should  arouse  suspicion. 

Ad<litii>tial  (lilTfereiitial  factors  are  as  follows:  There  is  absence  of  the 
Widal  reaction.  This  reaction,  however,  often  does  not  appear  in  typhoid 
fever  until  after  the  tenth  day.  Tubercle  bacilli  may,  by  spinal  puncture, 
be  found  in  the  cerebrospinal  fluid,  and  in  some  instances  the  ophthal- 
moscope will  reveal  tubercles  in  the  choroid.  Rarely  the  bacillus  can  be 
demonstrated  in  the  h!t)od  or  urine.  Enlargement  of  the  spleen,  the  diazo 
reactiun  in  tlie  urine,  the  presence  of  active  diarrhoea  or  severe  constipation, 
and  the  fever  are  not  diiferential  points  in  favor  of  typhoid,  for  tliey 
all  appear  in  miliary  tuberculosis.  Unlike  typhoid  fever,  herjies  lahialis 
may  be  present  in  acute  miliary  tulTcrculosis. 

In  other  instances  the  disease  hiis  a  much  more  abrupt  onset.  The 
patient  is  seized  with  a  chill  followed  by  hirfh  fever^  or  rapid  pulse,  pro- 
found prostration^  and  copious  sweats.  Emaciation  proceeds  with  remark- 
able rapidity.  The  aspect  of  the  patient  is  profoundly  toxic  or  septic  and  his 
expression  anxious.     The  tongue  is  dry  and  the  cheeks  (iushe^J. 

When  miliary  tubercidosis  involves  the  lungs  the  jndiiionary  svmptoms 
are  chieliy  those  of  diffuse  acute  bronchitis,  although  careful  examination 
may  reveal  at  one  apex,  or  at  both,  some  impairment  of  resonance  due 
perhaps  to  an  ancient  infection.  The  general  symptoms  are  distinctly 
asthenic,  as  already  descrihed,and  added  to  them  there  an^  line  rales  over 
the  i^reater  part  of  the  chest  and  a  ilegree  of  dyspncea  far  out  of  pro|>or- 
tion  to  the  lesions  which  can  be  discovered.  The  respirations  may  be  un<kily 
rapid.  The  cyanosis  is  very  pronounce<l,  the  cough  constant, and  the  patient 
may  seem  siir|jrisingly  ill  coiisi4lering  that  no  cause  can  \m}  discovered.  The 
sputum  rnay  be  rusiy  or  blood-streaked^  or  a  true  hrmoptt/sis  nuiy  develop. 
Auscultatiun  may  reveal  pleural  friction  due  to  tuberculosis  of  the  pleura, 
and  as  the  case  progresses  widely  lUstributed  rales  may  be  heard  ui  the 
back  and  front  of  the  chest.  In  these  cases  great  menial  anxiety  is  often 
a  marke<l  symptom  unless  tlie  disease  attacks  a  child,  when  the  patient 
usually  lies  limp  anil  upiithetic  and  perhaps  stuporous. 

These  patients  usually  die  in  from  one  to  three  months,  but  cases  are 
occasionally  met  with  in  which  death  ensues  as  early  as  the  foiirteenth  day. 
In  still  other  instances  the  case  becomes  less  fulminating  in  chanicter, 
the  symptoms  moderate,  and  the  patient  passes  into  ordinary  sul->acute 
puhnonary  tuberculosis.  Acute  tuberculous  bronchopneumonia  is  more 
frer|uently  seen  in  children  than  in  adults. 

Diagnosis. — The  diagnosis  is  not  tlilHcult  in  the  pulmonary  form  if  there 
is  a  history  of  an  old  tida'rculous  lesion  elsewhere,  or  if  the  marked  cyanosis 
as  compared  to  the  apparent  limited  area  of  disease  is  considered.  Here 
again  the  presence  of  tul>erculous  foci  may,  if  found,  show  that  an  acute  con- 
dition is  imposed  upon  an  older  one.  The  physician  must  not  \^e  led  into 
the  lielief  that  the  lungs  are  normal  because  he  is  able  to  elicit  a  clear  and 
resonant  percussion  note  on  the  chest  wall,  for  a  compensatory  emphysema 
often  is  present  in  these  cases. 

When  the  miliary  process  chiefly  or  entirely  involves  the  meninges  the 
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symptoms  are  of  course  cephalic  in  large  degree,  and  we  have  that  grave 
state  known  a^s  acute  tuberculous  meningitis  present. 

Spinal  puncture  to  determine  the  cause  of  the  cHsease  is  a  most  valuable 
aid.  If  uiberculosis  is  present  the  cerebrospinal  thiiJ  will  be  turbid  and 
occasionally,  if  it  is  placed  in  a  centrifuge,  the  bacilli  can  be  founds  or  some 
of  the  fluid  may  be  injected  into  a  guinea-pig,  whicli  will  develop  tubercu- 
losis, if  this  l)e  the  cause  of  the  illness. 

From  tj'phoid  fever  of  the  meningeal  tyi^e  tuberculous  meningitis  is  sepa- 
rates! by  tlie  presence  of  spots,  by  the  diazo  reaction,  and  the  Widal  test. 
A^T'ibi,  the  diagnosis  of  tuberculous  meningitis  may  be  confirmed  if  a  focus 
of  primary  tuberculasis  can  be  found  in  the  other  organs  as  in  the  lungs, 
tile  bones,  or  the  mesenteric  glands. 

Prognosis. — ^The  prognosis  is  always  fatal,  although  eases  said  to  have 
recovcreil  have  l>een  reported 

Treatment. — The  treatment  consists  in  the  use  of  nutritious  food  and 
stimulants  and  in  the  relief  of  restlessness  by  chloral  or  the  bromides. 

Glandular  Tuberculosis. — Glandular  tuberculosis,  or  tuberculosis  of  the 
lymphatic  glands,  is  the  condition  which  was  fonncrly  called  "scrofula'* 
l>cf<.>re  Koch  ilcmonstrated  the  existence  of  the  tubercle  bacillus.  It  is  now 
knoun  that  no  such  disease  exists  as  scrofula,  or  scrofulosis,  in  the  sense 
of  a  separate  entity. 

TuU^rculosisof  the  lymph  glands  is  often  a  very  mild  form  of  the  infection 
and  the  mortality  from  its  [)resence  is  very  low.  Indeed,  it  may  be  said  that 
if  (he  infection  does  not  escape  to  other  parts  of  the  body  life  will  not  be 
seriously  jeopardized. 

In  studying  this  state  it  must  Ikt  recalled  that  one  of  the  important  functions 
of  the  lymph  nodes  is  to  arrest  and  perhaps  destroy  such  micro-orgatiisnis 
as  may  endeavor  to  enter  the  general  system.  As  soon  ns  pathogenic 
germs  enter  a  healthy  gland  one  of  several  processes  takes  place.  In  a 
strung  individual  with  great  vital  resistance  the  gland  becomes  enlarged 
anil  active  in  an  evident  endeavor  to  destroy  the  invailers.  In  this  tt  may 
succeed,  or  tiie  few  bacilli  which  escape  are  caught  and  dcstnneti  by 
other  adjacent  glands.  If  the  infeclir>n  is  virulent  and  the  vital  resistance 
is  l>elow  par,  the  battle  is  more  prolonge<l,  tlie  inflaumiation  in  and  about 
the  gland  is  more  active,  and  the  general  system  may  be  saved  by  the  addi- 
tional safeguard  of  a  wall  of  |)rotcctive  tissue  thrown  around  the  infected 
gland  to  pn>tect  the  rest  of  the  body.  In  still  other  cases  the  glands  go 
on  to  caseation  and  the  necrotic  contents  escape  externally  or  even  internally. 
It  is  a  noteworthy  fact,  however,  tliat  tins  so-called  pus  is  usually  sterile 
or  contains  bacilli  in  such  small  numlw^rs  as  tt^  be  demonstrable  only  by 
incx'ulation  exi>criments.  Again,  if  the  infection  wins  the  battle  antl  (he 
gland  undergoes  caseation,  it  is  still  |K>ssible  for  the  ai-ea  to  be  surrounded  by 
n  fibrous  barrier  which  walls  up  the  caseous  mass  and  its  bacilli  and  protects 
the  l>ody  even  though  the  gland  is  destroyetl. 

When  the  protective  processes  fail  the  bacilli  pass  the  lymph  nodes,  or  a 
caseous  gland  in  juxtaposition  to  a  bloodvessel  breaks,  and  general  tuber- 
culosis ensues  as  already  described. 

Tuljerculous  infection  of  the  lyniph  nodes  takes  place  in  four  chief  areas; 
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the  cervical  glands,  the  mediastinal  glands,  and  the  mesenteric  and  retro- 
peritoneal glands.  In  the  first  class  the  infection  takes  place  through  the 
tonsils,  in  the  nasopharynx,  or  because  of  the  presence  of  bad  teeth  or  a  break 
in  the  gums.  The  mediastinal  glands  suffer  by  the  entrance  of  the  bacillus 
through  the  mucous  membrane  of  the  larynx,  bronchial  tubes,  or  smaller 
bronchioles,  while  the  abdominal  lymphatics  receive  their  infection  from 
the  intestines. 

The  diagnosis  of  cervical  cidenitis  is  not  difficult,  although  occasionally, 
when  the  disease  is  bilateral  and  the  swelling  is  great,  the  possibility  of 
Hodgkin's  disease  may  have  to  be  considered. 

The  involvement  of  the  mediastinal  glands  by  tuberculous  infection 
results  in  a  spread  of  the  disease  to  the  retroperitoneal  lymphatics  or  in 
the  growth  of  the  tissues  affected  to  such  a  degree  that  lymphatic  tumors 
may  be  formed  which  cause  serious  symptoms  by  pressure.  Thus,  the 
recurrent  laryngeal  nerve  may  be  pressed  upon  and  laryngeal  spasm  result, 
or  the  superior  vena  cava  or  pulmonary  vein  suffers  from  compression,  and 
in  a  similar  manner  bronchial  obstruction  may  ensue.  More  important, 
however,  than  the  pressure  symptoms  are  possible  perforation  by  ulceration 
of  the  bronchi  or  trachea,  or  even  of  the  bloodvessels  with  rapid  diffusion 
of  the  infection  all  through  the  body.  So,  too,  it  is  possible  for  bacilli  to 
enter  the  lung,  to  pass  to  the  lymphatics,  to  cause  disease  in  these  glands, 
and  finally  cause  pulmonary  tuberculosis,  pleural  tuberculosis,  or  pericar- 
dial tuberculosis  by  softening  and  rupture  into  these  parts  through  the 
adhesions  which  are  formed. 

In  diseases  of  the  retrobronchial  glands  auscultation  over  the  upper  end 
of  the  sternum,  when  the  head  is  well  thrown  back,  may  reveal  a  tracheal 
hum,  and  careful  percussion  may  elicit  some  dulness. 

When  the  mesenteric  and  retroperitoneal  glands  are  involved,  producing 
what  is  called  "tabes  mesenterica,"  the  child  is  ansemic,  poorly  nourished, 
has  constipation  alternating  with  diarrhoea,  and  presents  an  enlarged  abdo- 
men ("pot-belly").  The  size  of  the  belly  as  compared  to  the  rather  wasted 
arms,  legs,  and  thorax  is  noteworthy,  and  careful  palpation  may  occasionally 
reveal  enlarged  glands  deeply  situated  in  the  aMominal  cavity.  This  con- 
dition is  to  be  separated  from  tuberculosis  of  the  peritoneum  and  from 
consumption  of  the  bowels,  for  both  of  these  structures  are  usually  free 
from  the  disease  in  these  cases,  although  they  may  be  infected  by  softening 
of  the  glands  themselves.  These  lesions  probably  exist  in  a  far  larger  pro- 
portion of  cases  than  is  generally  thought,  and  end  by  a  process  of  fibrosis 
and  calcification,  for  the  involvement  of  these  glands  is  met  with  in  many 
cases  at  autopsy  when  death  is  due  to  another  cause,  and  when  no  sus- 
picion of  tuberculous  infection  has  been  present. 

Treatment  of  Glandnlar  Tabercolosis. — Tuberculosis  of  the  retrobron- 
chial glands  and  of  the  retroperitoneal  glands  can  be  treated  only  by 
sunshine  and  fresh  air  with  residence  by  the  sea,  and  by  the  internal 
use  of  tonics,  of  syrup  of  the  iodide  of  iron  and  cod-liver  oil  to  combat 
anjemia. 

Persistent  enlargement  of  the  cervical  glands  demands  their  surgical 
removal,  not  their  incision,  but  their  excision,  because,  as  has  already  been 
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stated,  a  tuberculous  focus  is  always  a  threatening  focus.  On  the  other 
hand,  it  cannot  be  denied  that  large  numbers  of  very  healthy  adults  bear 
scars  showing  that  they  have  had  cervical  adenitis  in  early  life.  In  these  cases 
the  battle  between  vital  resistance  and  tuberculous  infection  has  been  won 
by  the  individual. 

Tuberculosis  of  the  Serous  Membranes. — Tuberculosis  of  the  serous 
membranes  may  be  divided  into  the  acute  and  chronic  forms.  The  acute 
is  further  subdivided  into  (a)  an  acute  serofibrinous  form,  macroscopically 
identical  or  indistinguishable  from  serofibrinous  serositis  arising  from 
other  causes;  (6)  an  acute  miliary  tuberculous  serositis  due  to  the  invasion  of 
the  serous  membrane  by  tubercle  bacilli  and  the  formation  of  miliary  tuber- 
cles. The  two  forms  just  mentioned  may  he  distinct  or  coincident.  The 
chronic  tuberculous  serositis  may  be  (a)  fibrocaseous  or  (b)  fibrohyaline. 
The  former  results  from  the  fonnation  of  tuberculous  exudates,  in  which 
extensive  caseation  gives  rise  to  cheesy  accumulations  of  various  sizes 
surrounded  by  granulations  or  more  fully  organized  fibrous  tissue.  Marked 
calcareous  change  is  frequently  associated  with  this  form.  The  fibrohyaline 
type  is  characterized  by  marked  thickening,  and  the  formation  of  adhesions 
by  newly  developed  fibrous  tissue  of  a  peculiar,  grayish,  translucent  form. 
Both  the  chronic  forms  may  occur  together,  and  the  caseous  masses  may 
be  enclosed  by  hyaline  fibrous  tissue  of  the  type  just  mentioned. 

Acute  MeningcMd  Taberculosis.— Meningeal  tuberculosis  is  an  inflammation 
of  the  pia  mater  produced  by  an  infection  of  this  membrane  with  the  bacillus 
tuberculosis  and  accompanied  by  an  effusion  of  l}Tnph,  it  may  be  the  forma- 
tion of  pus,  and  the  development  of  tubercles.  These  tubercles  are  usually 
very  minute,  but  occasionally  are  large  from  the  amalgamation  of  several 
tubercles  into  one.  They  are  most  profuse  at  the  base  of  the  brain,  hence 
the  name  basilar  menivgitis,  and  extend  upward  on  its  sides  following 
chiefly  the  vascular  pathways.  In  some  instances,  however,  the  pia  mater 
on  the  convexity  of  the  brain  contains  more  tubercles  than  exist  at  the  base. 
Nearly  always  at  the  base  there  is  a  copious  exudate  of  lymph  which  pro- 
duces a  pearly,  gelatinous  appearance.  The  lateral  ventricles  are  distended 
with  fluid.  Minot  states  that  Robert  Whytt,  of  P'dinburgh,  in  176S,  first 
accurately  described  this  condition,  although  he  had  no  dear  conception 
of  its  cause.  Guersant,  in  1827,  reported  that  the  pathological  appearances 
of  the  membranes  were  of  so  peculiar  a  type  that  he  suggested  the  name 
"granular  meningitis."  In  1830  Papavoine  described  the  disease  as  a  true 
tuberculous  lesion,  and  the  condition  of  moderate  hydrocephalus  which 
existed  with  the  meningitis  was  recognized  as  having  its  origin  in  the  tuber- 
culous infection.  It  was  reser\'ed  for  W.  W.  Gerhard,  of  Philadelphia,  in 
1833,  to  show  not  only  that  this  type  of  meningitis  w-as  tuberculous,  but  that 
it  was  practically  in  every  instance  secondary  to  some  tuberculous  lesion 
ebewhere. 

Symptoms. — The  symptoms  of  acute  meningeal  tuberculosis  are  very 
characteristic,  whether  it  occurs  in  children  or  adults.  It  is  much  more  fre- 
quently seen,  however,  in  children  between  two  and  seven  years.  These 
symptoms  are  best  divided  into  three  stages  fur  study.  At  first  the  parent 
notices  that  the  child  is  unusually  peevish  and  irritable,  or  in  other  cases 
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pecuiiarly  languid  and  indisposed  to  play.  There  is  little  restful  sleep  and 
the  child  often  has  night  tcrron.  The  appd'de  is  capricious  and  the  l*oweIs 
irregular.  After  these  syuiptoins  have  lasted  fi*r  some  days,  during  which 
time  the  tubercles  have  probahly  l>een  de|>osite<l  in  the  pia  mater,  the  well- 
developed  symptoms  of  the  disease  appear.  Headache  may  be  constant 
and  is  characterize*!  by  sharp  exacerbations  of  pain  which  cause  the  child 
to  give  a  peculiar  kifjh-piickcd  srream  which  is  quite  characteristic.  Sudden 
attacks  of  vomiting  of  an  explosive  character  may  occur.  At  times  a  Heeling 
delirium  may  be  present. 

It  is  almost  impossible  in  many  of  these  cases  to  exclude  early  typhoid 
fever,  for  a  similar  train  of  symptoms  may  be  presented  in  its  early  sta^s, 

Tiie  temperature  is  usually  elevated,  rising  us  high  as  102°  or  ll).'i°.  The 
pulse  is  slow  and  the  rcspirulions  are  irregular  and  sighing.  Rapid  emacia- 
tion  take^  place,  and  if  the  child  be  very  young,  so  that  the  fontanelle  is 
open,  there  may  be  distinct  hyilrocephalic  enlargement.  The  patient  now 
lies  stuporouff  or  ^omnotent^  witli  the  eyes  ludf  closed.  Indeed,  the  apj)ear- 
ance  uiay  be  tliat  of  deep  sleep  with  sighing  breathing. 

In  some  cases  in  which  the  onset  of  the  nITection  is  rather  acute,  the  patient 
suffers  fmm  a  series  of  convulsions.  I  have  seen  such  a  case  \^^th  Dr. 
Brouwer,  of  Tom's  River,  New  Jei*sey,  while  preparing  this  article,  in  which 
the  chihl  had  as  many  as  sLxty  convulsions  in  twenty-four  hours. 

As  the  exudate  increases  S}*mptoms  of  intracranial  pressure  and  signs  of 
interference  with  the  cranial  nerves  appear,  so  that  s<|uint,  twitching  of  the 
facial  muscles,  and  chewing  movements  of  the  lips  4-:nd  jaws  develop. 

Even  as  late  as  this  the  patient  may  be  aroused  and  will  seem  so  much  better 
for  a  time  that  tlu^  friends  are  muchencouragcd,bul  an-lupse  iuevitablyoccurs. 
The  child  is  now  too  stuporous  to  be  roused,  the  eyes  are  filled  with  sticky 
secretion,  ami  the  pai*ents  find  solace  in  the  belief  that  even  if  hopelessly  ill 
the  patient  does  not  sulTer.  This  solace  is,  however,  occasionally  rudely  dis- 
pellcil  by  a  shrill,  piercing  cry  which,  interrupting  the  profound  stillness,  is 
mon?  than  usually  startling.  As  dealli  a{)proachcs  the  pulse  becomes  very 
rapid,  probably  from  vagal  paralysis,  the  pupils  no  longer  react  to  light,  and 
the  eyeballs  are  rotated  upward. 

The  duration  of  tlie  entire  illness  is  abcvut  ten  to  eighteen  days,  as  a  nile, 
but  cases  may  die  as  eariy  as  the  end  of  five  days,  in  a  convulsive  seizure,  or 
they  may  last  for  several  weeks. 

Diagnosis. — The  tliagnosis  of  acute  miliary  tul>erculous  meningitis  must 
be  made  with  the  recolleetion  that  the  following  conditions  simulate  it: 
Acute  meningitis  not  due  to  tul>ercle  is  rare  in  chiUlren.  has  a  more  su<i<len 
onset,  as  a  rule,  and  ends  in  a  week  in  most  cases.  The  delirium  accom- 
panying it  is  more  marked,  the  febrile  movement  is  more  sharp,  and  there 
is  usually  no  history  of  tuberculosis  in  the  parents,  as  there  is  in  the  tuber- 
culous case  in  many  instances. 

From  cerebrospinal  meningitis  of  the  epidemic  type  it  is  separated  by  the 
sudden  onset  of  that  disease,  by  the  absence  of  its  eruption,  and  by  the 
fact  that  no  cases  of  cerebrospinal  meningitis  have  occurred  in  the  vicinity. 
By  spinal  puncture  the  meningococcus  maybe  obtained  in  one  case  and  the 
tubercle  bacillas  in  the  other,  although  the  latter  is  not  frequently  discovered. 
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The  fluid  in  cerebrospinal  fever  contains  polymorphonuclear  cells  and 
hyaline  leukocytes,  while  in  tuberculous  meningitis  recent  stuiiics  seem  to 
show  that  a  l\Tnphocytosis  is  the  rule.     (See  Cerebral  Spinal  Fever.) 

Tuberculous  Pleurijsy. — ^^Fuljcrculous  pleurisy  is,  in  the  vast  majority  of 
easels,  secondary  to  tuberculous  infection  in  other  parts.  Most  commonly 
the  primary  focus  is  in  the  lungs  or  in  the  raedia.slinal  glands.  In  some 
instances  the  process  is  the  result  of  a  general  infection  which  results  in 
miliary  tuberculosis,  and  in  these  instances  it  not  infre(|ucntly  happens  that 
the  pleura  is  involved  without  there  being  any  tuberculous  process  in  the 
lungs.  Thus  Hotlenpyl,  in  01  autopsies  on  persons  inwhuni  the  limgs  were 
free  from  lul^crcle,  found  miliary  tubercuJosis  of  tlic  pleura  in  41,  bnth  the 
parietal  and  visceral  layers  being  affected.  He  also  believes  that  miliary 
tuberculosis  of  the  pleura  is  apt  to  undergo  fibrous  changes. 

The  tuljerculous  lesions  are  of  three  types.  In  the  first  type  we  find 
scattered  patches  of  tuberculous  tlei>osit  which  are  the  continuation  of  a 
tuberculous  process  in  the  lung  beneath  the  visceral  layer  of  the  pleura, 
or  similar  patches  are  fouml  which  are  independent  of  lung  involvement, 
or  again  patches  appear  u[X)n  tlie  parietal  pleura.  In  the  second  type  tlie 
lesions  are  simply  those  of  a  widespread  miliary  tuberculosis  of  tlie  pleura, 
and  in  the  third  type,  which  is  representative  of  a  more  chronic  or  slow 
process^  there  Is  great  thickening  of  the  pleura,  partly  as  the  result  of  the 
organization  of  formed  exudates  and  also  of  proliferative  changes  in  the 
primitive  serous  layers.  Throughout  this  tissue  and  exudate  miliary  tubercles, 
or  masses  of  miliary  tubercles,  ap[>ear.  These  undergo  coagulation  necrosis 
in  some  instances. 

The  presence  of  any  one  of  these  processes  usually  results  in  the  out- 
pouring of  a  certain  amount  of  effusion  which  is  often  serous  and  by  no 
means  rarely  purulent.  Wlien  it  is  .semus  it  is  lacking  in  fibrin  and  it  may 
be  tinged  with  blooil.  The  physician  shriuld  recall  the  im|ioi-tant  clinical 
fact,  in  connection  with  tliese  t!d)erculous  pleural  eiFusions,  that  whether 
ihey  be  serous  or  pumlent,  an  examination  of  the  fluid  will  rarely  reveal 
the  tuliercle  bacillus  unless  in  some  manner  these  orgunii-ms  are  dislodged 
from  the  pleural  surface  by  scraping.  In  some  cases  the  effusion  is  not 
due  to  the  bacillus  tuberculosis  alone,  but  to  an  associated  infection.  Thus, 
in  the  purulent  type  the  pneuniococcus,  streptococcnis,  or  sta[)hyloco<x'us 
pyogenes  are  often  found.     (St*e  Empyema.) 

Reference  has  already  been  made  to  tlie  fact  that  the  visceral  layer  of  the 
pleura  is  often  infected  by  a  tuU^rculous  process  in  the  lung  as  a  result  of 
direct  extension.  It  may  Ik?  added  that  in  nearly  every  case  an  infiammalory 
area — that  is,  a  localize*!  pleuritis — exists  over  the  seat  of  (he  disea.se  in  the 
pulmonary  tissues.  This  condition  often  gives  ri.se  to  pax/i  in  the  chest 
and  not  rarely  cau.ses  adhesions  between  the  layers  of  the  pleura.  The 
inflammatory  process,  while  tuht^n  iilous  in  origin,  is  not  necessarily  tuber- 
culous in  character,  but  it  often  becomes  tulxrculous  as  already  stated. 

Sometimes  w*hen  the  tuberculous  mass  in  the  lung   softens  and  breaks 

down  the  visceral  l.iyer  of  the  pleura  is  perforated  and  svdden  dyspnaa  and 

pain  ensue,  with  the  production  of    pttt'umuthorax,      (See   Pneumothorax 

"^pd   complications  of  Pulmonary  Tula-K'ulosis.)      Through  this  opening 
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infection  with  pyogenic  bacilli  occurs  or  the  BacUltut  tttbercidosis  becomes 
pyogenic,  and  as  a  consequence  pyopneumothorax  develops.  (See  Pyopneu- 
mothorax.) 

Tuberculosis  of  the  Pericardium. — Like  tuberculosis  of  the  pleura,  peri- 
cardial tuberculosis  is  usually  secondary  to  primary  infection  elsewhere.  It 
may,  however,  be  primary.  It  occurs  in  two  forms:  the  miliary,  in  which 
the  small  tubercles  are  scattered  or  profuse,  and  in  a  form  in  which  the 
entire  pericardium,  both  in  its  visceral  and  parietal  layers,  is  thickened  by 
ah  inflammatory  exudate  which  is  associated  with  the  development  of 
tuberculous  masses  which  undergo  cheesy  change.  In  this  type  the  peri- 
cardial space  may  be  nearly  obliterated  by  the  adhesions  which  are  formed 
between  its  layers.  It  is  a  noteworthy  fact  that  although  the  pericardium 
is  so  near  the  lungs  and  pleura  it  is,  comparatively  speaking,  rarely  infected. 
Out  of  1048  autopsies  Welk  found  tuberculous  pericarditis  only  16  times 
and  in  4500  autopsies  Baginsky  found  it  15  times.  In  1317  autopsies  on 
phthisical  patients  Willigk  found  tuberculosis  of  the  pericardium  11  times. 
I^eudet  found  it  8  times  in  299  autopsies.  In  1000  autopsies  Osier  found 
7  cases  of  tuberculous  pericarditis.  Ellis  has  recently  reported  from  the 
laboratories  of  the  Jefferson  Medical  College  a  case  in  which  the  heart,  the 
pericardium,  and  the  mediastinal  tissues  formed  one  large,  adherent  mass 
of  tuberculous  nodules. 

The  symptoms  presented  by  tuberculosis  of  the  pericardium  may  be  so 
slight  that  no  suspicion  of  the  pericardial  disease  exists  during  life,  or  they 
may  resemble  those  of  mediastinopericarditis,  or  adherent  pericardium. 
(See  Adherent  Pericardium). 

Taberculosis  of  the  Feritoneuixi. — Aside  from  tuberculosis  of  the  lungs, 
tuberculosis  of  the  peritoneum  is  the  most  frequent  and  most  important 
manifestation  of  tuberculous  infection  met  by  the  physician.  The  statistics 
of  Grawitz  and  Brunn  show  that  in  13,422  autopsies  tuberculosis  of  the 
peritoneum  was  found  284  times. 

In  2802  autopsies  on  tuberculous  subjects,  collected  from  various  sources, 
the  peritoneum  was  involved  in  571,  a  percentage  of  20.36.  These  figures 
represent  all  ages.  Steiner  found  the  peritoneum  affected  in  92  out  of  800 
cases  of  tuberculosis  occurring  in  children,  or  in  11.5  per  cent. 

As  to  the  relative  frequency  of  the  disease  in  adults  and  children  Aldibert's 
statistics,  based  on  326  cases,  are  of  interest.  Of  these  326  cases,  274,  or 
84.05  per  cent.,  occurred  in  adults  and  the  remaining  52,  or  15,95  per  cent., 
occurred  in  children.  It  is  in  a  very  large  proportion  of  cases  secondary 
to  tuberculous  foci  elsewhere.  The  combined  statistics  of  Munstermann, 
Borschke,  and  Pribram,  comprising  437  cases  of  tuberculous  peritonitis  ex- 
amined postmortem,  showed  that  only  3  were  primary. 

A  tuberculous  family  history  is  present  in  53  per  cent,  of  cases.  The 
disease  is  much  more  common  in  the  female  than  in  the  male;  according 
to  Nothnagel  90  per  cent,  of  the  cases  are  females.  Konig's  statistics  make 
it  78  per  cent. 

Tuberculous  peritonitis  is  of  especial  interest  not  only  because  of  its 
frequency  and  gravity,  but  l)ecause  it  is,  in  one  type  at  least,  more  readily 
cured  than  any  other  well-developed  form  of  internal  tuberculosis.    It  occurs 
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in  three  chief  varieties,  viz.,  as  an  acute  miliary  tiil>erciilosis,  as  a  chronic 
tul»ea'ulo.sis  with  larije  nodules  and  adhesioas.  and  a.s  a  still  more  chronic 
fonn  with  6broid  (changes.  The  rehitive  frequency  of  the  different  forms 
of  tul>erculous  jjeritonilis  is  shown  by  the  fulli^wiiig  facts:  In  46  cases 
which  came  under  the  observation  of  Munstermaim,  2.5  were  exudative, 
21  were  plastic,  and  8  were  chiefly  caseous.  Of  the  21  jjlastic  cases  8  were 
fibrous.  Herringham  found  fibrous  adhesions  in  18  out  of  50  cases.  Borschke 
found  the  miliary  form  in  \i\  out  of  22G  cfuses  winch  came  to  autopsy. 

The  ncuie  miliary  form  is  usually  secondary  to  infection  of  the  mesenteric 
and  retroperitoneal  glands,  hut  occasionally  in  women  the  infection  comes 
fnj>ra  the  Fallopian  tul»es,  or  in  males  from  the  bladder  or  other  part  of  the 
genito-urinary  apparatus.  The  miliary  Inhercles  are  scattered  widely  over 
the  peritoneum   on   both  its  visceral  and    parietal   layers   (Fig.    4.S),  and 

Flo.  40 


lUUary  luburcle«  v(  the  feurface  of  the  udoII  tmvrcl  iind  metentcry.    ( Kut  Kn4  Rumpler.) 

the  surface  of  the  liver  is  often  profusely  pepjwred  by  these  formations.  In 
these  cases  there  is  a  serous  effusion  into  the  peritoneum  which  in  some 
instances  is  very  profuse,  particularly  if  the  case  is  rather  subacute  in  the 
rapidity  of  its  course. 

The  mode  of  its  development  is  well  illustrated  by  a  case  I  saw  some  years 
since  with  my  associate,  Dr.  Thornton.  A  girl  of  about  twelve  or  thirteen 
years,  while  in  apparently  perfect  health,  was  bathing  in  a  p)nd  and  playing 
with  a  small  row-boat,  the  sharp  prow  of  wtiich  struck  her  a  severe  blow 
on  tlic  epigastrium,  which  made  her  nau.seated  and  faint.     She  speedily 
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began  to  loso  weight  and  strength,  became  distinctly  emaciated,  and  rapidly 
developed  u  marked  ascites.  I'he  abdomen  was  opened  and  every  peritoneal 
surface  wiis  found  literally  covered  witli  fuhcrcles.  The  fluid  was  allowed 
to  escape,  drainage  was  |>f>rrriitted,  and  jx^rfect  recovery  followed.  Un- 
iloubtedly  the  blow  on  the  Ix^lly  ruptured  a  tuberculous  mesenteric  or  retro- 
peritoneal gland,  and  so  produced  general  ;>eritoaeal  infection.  In  such 
a  case  no  nodules  can  be  found  in  the  belly  on  palpation,  but  the  presence 
of  ascites  in  a  child,  or  in  an  adult,  without  any  signs  of  hepatic  <lisease 
should  lead  the  physician  to  suspect  tuberculosis  of  this  type,  particularly 
if  in  addition  there  is  present  some  fever  of  an  irregular  type,  which  is 
commonly  moderate,  but  which  may  rise  at  time5  as  high  as  103^  or  even  104^ 

How  oyjening  the  belly  and  pernn'tting  drainage  cures  these  cases  is  not 
known,  but  the  clinical  fact  that  such  a  result  is  often  achieved  is  not  to  be 
denied,  and  this  holds  true  even  if  this  condition  develops  in  adults.  Walter's 
statistics  show  that  51)  per  cent,  of  adults  who  are  subjected  to  laparotomy 
recover,  and  Herzfeld's  statistics  give  a  recovery  percentage  of  02  per  cent. 
for  children.  "Marganecci  gives  S5  per  cent.,  von  Krencki  71.5  per  cent. 
Thomas  73  percent.     Hall  reports  94  cures  out  of  110  operations. 

The  .second  cafieou.t  type  of  peritoneal  tuberculo.sis  with  nodules  is  charac- 
terized by  the  presence  of  caseous  masses  of  tubercle  which  tend  to  ulcerate, 
which  are  associatefl  with  seropurulent,  or  purulent,  effusion  in  moderate 
amount,  and  in  which  the  belly  cavity  is  not  distended  by  fluid  nor  the 
intestines  by  gas,  as  in  the  miliary  form  just  described,  but  is  apt  to 
present  a  peculiar  pasteboard  rigidity.  The  effusion  in  these  cases  b 
often  sacculated  by  reason  of  the  fact  that  there  are  formed  adhesions 
which  wall  off  spaces  in  which  the  fluid  collects.  These  spaces  may  be 
between  coils  of  intestine  or  contiguous  mesentery,  between  the  intestine 
and  omentum,  an^l  between  the  omentum  ami  the  parietal  peritoneum. 

In  some  instances  these  sacculations  are  capable  of  containing  but  a  few 
drachms  of  fluid,  but  in  those  cases  in  which  fairly  large  peritoneal  areas 
are  separated  from  the  general  [K'ritoneum  by  adhesions  very  large  accumu- 
lations of  rtuifl  may  be  present.  If  this  takes  place  in  the  flanks  or  lower 
zone  of  the  alxlamen,  where  it  usually  occurs,  the  s\7nptoms  may  very 
closely  resemble  ovarian  cyst,  and  many  cases  have  been  operated  upon 
with  the  iflea  that  ovarian  disease  was  the  cause  of  the  fluctuating  mass. 
Careful  palpation  under  ether  may  reveal  an  irregular  nodular  edge  to  the 
growth,  or  nodules  elsewhere  may  explain  the  real  state. 

The  chronic  fibroid  type  may  resemble  the  nodular  type  just  spoken  of,  but 
in  it  the  matting  of  the  abdominal  contents  into  a  .small  compact  mass  is 
quite  extraordinary,  the  intestines  and  omentum  being  glued  together  in  an 
adhesive  bundle  which  cannot  be  separateil.  In  this  type  the  belly  us  often 
remarkably  scaphoid  and  the  degree  of  general  emaciation  extraonlinary. 
Some  idea  of  its  degree  may  l>e  gathered  from  the  illustrations  shown  in 
Figs.  46  and  47. 

The  .vyrrepfoTTi.?  of  chronic  fibroiil  jwritoneal  tulx^rculosis  are  characteristic. 
In  addition  to  the  fjeneral-  cmaciaHon  it  will  often  l>e  found  that  the  skin  over 
the  abdomen  looks  and  feels  peculiarly  rottfjh  and  sciirf-likey  or  as  if  there 
was  marked  "goose  fle.sh"  over  this  part.     In  addition  it  is  often  stained  a 
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curious  dirty  yellow  or  is  light  brownish  in  hue.  The  abdominal  wall  is 
not  only  hard,  but  the  abdominal  muscles  are  readily  felt  by  the  finger- 
tips, while  deep  palpation  reveals  nodtdes  or  gives  the  sense  of  abdominal 
vacancy  as  if  the  patient  had  been  eviscerated.  The  temperature  range  is  not 
markedly  febrile,  and  often  is  subnormal,  ranging  from  96°  in  the  morning 
to  99°  at  night. 

It  is  not,  however,  in  these  well-advanced  forms  of  the  disease  that  the 
physician  has  diflSculty  in  making  a  diagnosis,  but  in  those  cases  in  which 
there  is  general  impairment  of  health  without  marked  general  emaciation; 
and  it  may  be  without  distinct  abdominal  symptoms  save  obstinate  consti- 
pation, with  occasionally  attacks  of  active  purging,  or  in  those  instances  in 
which  the  patient  is  still  hale  and  robust,  but  suffers  from  some  abdominal 
distress.  These  cases  often  present  a  di^tirud  abdominal  tumor,  or  tumors, 
composed  of  tuberculous  nodules,  or  of  nodules  combined  with  thickened 
knuckles  of  intestine  which  may  be  so  firmly  held  by  adhesions  of  exuded 
lymph  that  gas  and  feces  produce  a  tumor  that  cannot  be  readily  dispelled 
by  pressure. 

Sometimes  a  tumor  is  met  with  in  the  epigastric  area  extending  across 
the  abdomen  at  this  level,  or  just  above  the  umbilicus,  formed  by  a 
peculiar  rolling  of  the  omentum  as  a  workman  would  roll  up  his  apron 
anfl  stow  it  under  his  belt.  A  similar  condition  is  sometimes  found  in  carci- 
nomatosis of  the  peritoneum,  but  such  a  roll  is  usually  due  to  tuberculosis.  • 

When  the  mesenteric  glands  or  retroperitoneal  glands  are  gravely  infected, 
a  single  nodule  or  several  nodules  may  be  easily  palpated.  When  multiple 
they  are  usually  tuberculous,  but  where  it  \s  single  a  careful  exclusion  of 
malignant  growth  must  be  made  by  finding  a  tuberculous  focus  elsewhere 
or  by  the  tuberculin  test. 

Treatment  of  Tabercnlosis  of  the  Peritoneum. — The  treatment  of  the 
subacute  or  chronic  forms  of  peritoneal  tuberculosis  consists  in  operation. 
The  first  thing  to  be  looked  for  at  operation  in  peritoneal  tuberculosis  in 
the  female  is  the  Fallopian  tubes,  for  they  are  the  cause  in  the  majority  of 
cases.  If  diseased  they  must  be  removed,  for  such  tubes  will  persistently 
infect  the  peritoneum. 

The  operative  treatment  is  most  successful,  as  a  rule,  when  the  state  is 
characterized  by  sufficient  effusion  to  keep  the  intestinal  coils  apart,  and 
so  prevent  adhesions.  The  operation  consists  in  a  single  opening  of  the 
peritoneal  cavity  and  a  free  entrance  into  it  of  atmospheric  air.  Any  attempt 
to  remove  the  tuberculous  masses  is  useless,  unless  a  single  mass  can  be 
excised  without  damaging  the  tissues  and  without  the  danger  of  setting 
free  bacilli  to  cause  infection  elsewhere.  In  sacculated  cases  the  sac 
should  be  incised,  drained,  and  packed  with  iodoform  gauze.  In  the 
chronic  fibroid  type  operation  will  not  be  productive  of  much  good,  for 
it  cannot  result  in  the  loosening  of  the  shrivelled  omentum  or  of  the  cica- 
tricial contractions  about  the  intestines,  but  in  these  cases  coeliotomy  may 
arrest  the  disease.  ^Vhen  there  are  sacculations  with  accumulations  of  fluid 
or  pus,  the  operation  is  of  value  in  that  it  evacuates  these  collections  and 
may  arrest  the  process,  but  it  does  not  promise  complete  cure  as  in  the  cases 
with  large  ascites.     (For  statistics  see  page  30(>.) 
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The  medical  treatment  consists  in  active  feeding  with  easily  assimilated 
foodstuffs  and  in  the  use  of  cod-liver  oil.  If  anaemia  is  marked  the  syrup 
of  the  iodide  of  iron  may  be  given  in  alternate  weeks  with  the  oil,  and  I 
have  certainly  seen  good  results  follow  the  use  of  nightly  iodoform  inunc- 
tions over  the  abdomen,  a  mixture  of  olive  oil  and  iodoform  in  the  pro- 
portion of  10  grains  to  the  ounce  being  used.  Iodoform  suppositories, 
5  gnuns  each,  may  also  be  employed. 

Pulmonary  Tuberculosis. — ^Pulmonary  tuberculosis,  or  pulmonary 
phthisis,  as  it  is  sometimes  called  because  it  causes  such  emaciation  or 
wasting,  is  the  most  prevalent  disease  to  which  man  is  susceptible.  It 
affects,  as  a  rule,  young  adults  or  adolescents  (see  Frequency  of  Tuber- 
culosis), but  it  may  occur  at  any  period  of  life,  being  comparatively  rare 
in  the  first  five  years  of  existence  and  in  the  period  of  well-developed 
old  age. 

As  a  result  of  infection  of  the  lung  by  the  Bacilliis  iuberctdosis  we  find 
three  types  of  pulmonary  disease:  the  miliary,  the  chronic  or  caseating, 
ulcerative  type,  and  the  so-called  fibroid  type.  Of  these  the  second  form  is 
by  far  the  most  common  and  the  most  important  from  the  clinical  stand- 
point. The  infection  takes  place  as  a  primary  process  through  the  entrance 
of  the  bacillus  by  the  respiratory  passages,  or  secondarily  as  a  result  of  the 
transference  of  the  bacillus  from  some  primary  focus  by  the  bloodvessels 
or  lymphatics. 

Much  discussion  has  arisen  as  to  the  mode  by  which  the  first  focus  of 
tuberculosis  in  the  lung  is  produced.  Birch-Hirsehfeld  proved  that,  in  many 
cases  at  least,  the  bacilli  gain  their  primary  lodgement  in  a  bronchiole,  where 
the  lung  is  least  able  to  get  rid  of  foreign  matter  by  coughing,  and  that,  from  a 
primary  tuberculous  lesion  at  this  point  the  rest  of  the  lung  becomes  infected. 
Aufrecht  also  proved  that  the  primary  infection  sometimes  takes  place 
through  the  circulation,  to  which  the  bacilli  gain  access  by  the  tonsils  and 
the  alimentary  canal,  the  pulmonary  focus  being  due  to  a  plugging  of  a 
vessel  by  their  presence. 

AMiether  the  means  of  infection  be  respiratory  or  vascular,  the  ultimate 
lesions  are  often  the  same  ;  but  the  early  lesions  differ,  and  the  prognosis 
may  be  governed  to  some  extent  by  the  finding  of  a  primary  focus  elsewhere 
which  is  responsible  for  the  pulmonary  lesions. 

The  early  lesions  of  pulmonary  tuberculosis,  due  to  infection  by  inhalation 
(aerogenous  infection),  are  found  chiefly  in  the  wall  of  a  bronchiole  and  in 
the  alveoli  groupe<l  around  it  and  forming  lobules.  Either  by  extension  from 
this  infected  lobule  or  by  the  fusion  of  a  number  of  similarly  affected 
lobules,  large  tuberculous  masses  are  speedily  formed.  They  are  also 
characterized  by  the  extension  of  the  tuberculous  infection  to  the  tissues 
around  the  bronchioles,  giving  rise  to  an  extending  bronchopneumonia 
which  is  nodular  in  its  character  owing  to  the  primary  lobular  limitations. 

The  early  lesions  of  the  form  of  tuberculosis  of  the  lung  which  is  due  to 
infection  by  way  of  the  bloodvessels  or  lymphatics  are  found  in  the  walls 
of  the  alveoli — that  is  to  say,  in  the  connective  tissue  between  the  alveoli 
and  in  the  interlobular  capillaries.  The  disease  may  he  well  scattered 
through  both  lungs  in  either  instance,  but  in  the  first  type  the  patches  are 
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larger,  involving,  it  may  be,  a  lobule  at  a  time,  whereas  in  the  second  form 
they  are  diniinutive  and  more  of  i\w  nature  of  miiiarv  t(il)ercles  as  observed 
elsewhere.  This  we  would  naturally  expect  from  what  \nvi  been  said  of 
the  cause  of  miliary  tuljcrculosis.  After  the  disease  has  existed  some 
tirae  the  areas  of  tuberculous  deposit  in  either  case  may  attain  the  same  size. 

The  discovery  that  there  is  a  primiiry  seat  of  lulierculosis,  which  has  given 
rise  to  the  pulmonary  lesions,  requJR'S  a  graver  prognosis  because  it  indicates 
that  there  is  more  than  one  focus,  and  because  such  a  primar}'  lesion  which 
has  caused  puhnonary  disease  by  infection  through  the  vessels  may  have 
caused  other  foci  of  infection  elsewhere  by  the  same  means.  Again,  the 
disease  is  more  apt  to  l>e  generalized  throughout  the  lung  in  this  case  than 
in  the  iuspinitory  form  of  infection. 

Tuberculous  infection  of  the  lung,  therefore,  produces  the  following  changes 
in  the  pulmonary  tissues:  The  gray  and  yellow  tubercles,  which  differ  in 
no  way  from  those  tubercles  already  described  as  occurring  elsewhere, 
become  amalgamated  and  fonn  caseous  masses,  with,  sooner  or  later,  the 
characteristic  softening  of  the  growth;  if  the  tubercles  do  not  undergo 
necrosis  and  fail  to  coalesce,  the  acconi[Minying  low-grade  irritation  or 
inflammation  may  lead  to  fibroid  changes.  Along  with  these  changes  in  the 
tubercles  themselves  there  is  always  associated  a  considerable  amount  of 
intiammation,  wliich  often  resiilts  in  the  formation  of  an  exudate  which  fdls 
the  air  vesicles  just  as  it  tloes  in  croupous  or  catarrhal  pneumonia.  Side  by 
side  with  the  development  of  the  tubercles  in  the  lungs,  and  of  the  pneumonic 
exudate,  there  develops  in  the  interstitial  tissues  themselves  a  process  which  is 
tuberculous  and  which  causes  thickening.  This  is  the  so-called  tuberculous 
infiltration  of  [.aennec.  The  lung,  therefore,  becomes  soliilificd,  partly  as 
the  result  of  the  tuberculous  growth,  and  partly  as  a  result  of  the  inflam- 
mation caused  by  the  bacillus. 

Sooner  or  Inter  a  large  part  of  the  infiltrated  area  undergoes  caseation. 
Around  this  focus  or  area  of  active  luberculous  process  inflantmatory 
changes  occur,  which  may  cause  the  iieighlx>ring  parts  of  the  lung  to 
present  lesions  like  those  of  catarrhal  pneumonia.  On  making  a  section 
of  such  an  area  the  lung  presents  a  smooth,  homogeneous  surface,  as  does 
a  piece  of  Castile  soap  or  cheese  (Figs.  4S  and  49),  but  if  the  process 
is  not  far  a<lvanced  in  caseation  it  may  show  a  [>eculiar  gelatinous  apjK-ar- 
aace,  the  s(X'alleil  gelatinous  pneumonia. 

'Vhv  fourth  condition,  which  is  noteworthy,  is  the  lack  of  bloodvessels  in 
the  diseased  portion  of  the  lung,  for  no  new^  ones  are  formed  with  the  morbid 
growth  and  the  ones  naturally  present  are  occluded  by  the  <lisease  which 
involves  their  coats  and  causes  thrombosis;  the  resulting  thrombus  in  turn 
undergoes  caseation  so  that  the  vessels  disappear  in  the  tuberculous  mass. 
These  vascular  changes  possess  great  interest  for  this  reason,  and  also 
because  by  this  means  the  tubercle  bacillus  may  enter  the  blood  and  infect 
other  points,  or  by  a  process  of  ulceration  of  the  vessel  wall  hemorrhages 
may  occur. 

All  tulierculous  lesions  in  the  lungs  are,  therefore,  very  similar  in  character; 
all  manifest  a  dis|>osition  to  undergo  similar  reparative  or  degenerative 
changes,  the  alterations  being  differences  in  degree  rather  than  in  kind. 
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When  the  restrictive  efforts  of  the  affected  orphan  are  jna*k'qnate  caseation 
extends  until  a  bronchus  is  reached,  through  which  the  products  of  necrosis  are 
removed  by  drainage  and  expertoration.  Air  takes  the  pliice  of  the  material 
removed,  and  so  a  cavity  is  formed,  the  walls  of  which  arc  hned  by  broken- 
down  tubercle-containing  materia!,  wliich  continually  softens  (caseation)  an<l 
melts  down,  thereby  enlarging  the  cavity.  Tliis  cliecsy  material  is  loa*icd  with 
bacilli  in  far  greater  numbers  than  they  exist  in  the  solidified  part  of  the  lung. 
The  cavity  is  also  infected  by  the  pathogenic  liacteria  inhaled  in  the  air,  and 
these  aid  in  the  destructive  local  piuccss  and  increase  tlie  general  loxtemia. 
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■aoUK  c^iiwUdation  In  tiie  iipiier  lobv  au J  hioiifbleecjisls  In  tht;  luwer  lube.   (Kiut  and  Rumpler.j 

It  is  interesting  to  note  that  the  smaller  bronchioles  are  usually  closed 
by  tuberculous  infiltration  as  the  disease  progresses  and  only  the  larger  ones 
remain  patulous.  These  communicatt:  with  the  cavities  by  small  lateral 
oriGces  as  the  tube  courses  along  the  wall  of  the  excavation,  or  open  Into 
ilie  cavity  Uke  the  small  papilla  of  a  duct.  The  walls  of  the  broncliial  tubes 
rhich  provide  drainage  for  the  cavities  are  often  the  site  of  tuberculous 
llceration. 

Tuberculous  cavities  are  of  two  classes,  moist  or  secreting,  and  dry.  The 
first  Ls  tliat  met  with  in  the  acute  types  of  the  disease  and  it  often  increases 
IB  size  very  rapidly.    The  contents  of  this  cavity  are  nsnally  composed  of 
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caseous  matter,  broken-down  lung-tissue,  pus  cells,  and  tubercle  bacilli,  and 
the  walls  of  the  cavity  suffer  from  active  ulceration. 

The  dry  cavity,  on  the  other  hand,  is  found  in  the  chronic  case^  which 
often  last  for  years;  efforts  at  repair  smooth  the  wall,  in  which  fibrous  tissue 
develops,  and  it  not  rarely  happens  that  by  the  fibroid  process  already 
described  as  occurring  in  this  disease  the  size  of  the  cavity  is  greatly 
decreased.    These  cavities  contain  but  little  material  beyond  a  small  amount 
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Oawoui  conaoUdatloD  above.    Red  tiepAttmiOD  below.    ( Kiut  and  Rumpler.) 

of  pus,  and  from  their  walls  hemorrhage  may  rarely  occur  as  the  result  of 
erosion  of  large  vessels.  Secondary  cavities  are  due  to  the  spread  of  the 
infection  by  the  vessels  or  bronchi,  and  follow  the  secondary  caseation 
process  already  described. 

VVe  have  now  passed  over  the  stage  of  pulmonary  infection,  consolidation, 
caseation,  and  disintegration,  and  come  to  the  study  of  the  processes  often 
instituted  in  repuralion.    This  is  not  a  part  of  the  tuberculous  process.    The 
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small-cell  infiltration  and  exudation  in  the  inflammatory  zone  surrounding 
the  area  of  infection  sometimes  escape  speedy  involvement  in  the  tuberculous 
process,  and  instead  of  degenerating  rapidly  aids  in  the  production  of 
fibrous  tissue.  At  first  it  is  immature  and  imperfect  in  character,  but  as 
lime  passes  it  becomes  firm,  dense,  and  fully-formed  fibrous  tissue.  If 
the  tuberculous  focus  is  small  it  may  be  completely  encapsulated  by  this 

Fig.  30 
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Left  lume,  «u^t«rior  liitip  ^w\  upper  (lart  nf  lower  lube,  tlio  former  containing  a  nuuihvr  of  cummunk'u- 
Uac  r«verti<.  br»uffh*  about  by  tutierculoiis  infiltration,  car^ention,  un<l  Kvamiution  of  the  runteiils 
ibr«.<U4f:h  Iht*  brunclii;  j( .  aneuryomiU  rlilulntiun  of  nn  urtery -tiiunniniE  uii«  ninriciii  (>f  a  lurife  fnvity;  B. 
rvmiiuuiik-ifcliiiu  with  another  t:K\ity;  T,  ('.  ihirkeiiwi  und  adherpnr  pleuru  Iwr  wven  the  twn  involvecl 
toliMi*.  The  plwin*  over  Uith  lohew  i»  nuckene<l.  ami  ui  the  auKipsy  the  caviiy  hail  been  oblitcrateil  by 
uiuvar«aJ  adhe-ioii;  />,  the  pointer  from  thelettnr  D  WaA*  U>  atuuaUuruup  uf  tuborclea  in  wliich  oa>e!a- 
iloo  i«  iu«i  lieciiming;  E,  a  fuAf^l  aniii|.  of  luborclcx,  further  advanced  than  at  D, 

fibrous  covering,  with  the  result  that  the  caseous  mass  becomes  calcareous 
or  is  gradually  absorl>ed  so  that  only  a  puckered  scar  results. 

When  a  lavilij  heals  its  walls  untlergo  cicatricial  contraction,  but  it  is 

Erobably  never  obliterated  unless  it  lias  been  exceedingly  small  before  the 
ealing  process  began. 
^rhe  growth  of  fibrous  tissue  is  most  marked  in  those  parts  of  the  lung 
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which  ordinarily  possess  the  greatest  amount  of  connective  tissue,  as  in  the 
interlolmr  and  interlobular  portions  of  the  pulmonary  tissues. 

If  a  large  cavity  is  present  bands  of  fibrous  tissue  may  persist,  and,  stretch- 
ing across  it,  form  trabecnia}  (l^'ig-  £^1)-  At  times  these  trabeculie  consist 
largely  of  good-sized  bloodvessels  which  have  not  l>een  plugged  by  the 
tuberculous  process.  If  they  are  perforated  by  ulceration,  so  violent  a  iiemor- 
rhage  may  occur  as  to  cause  death,  even  tliough  the  process  of  advancing 
cicatrization  is  endeavoring  to  limit  the  progress  of  the  disease.  At  times 
the  lesion  in  the  bloodvessel  develops  into  an  aneuiysm,  and  this  may  rupture, 
causing  hiemoptysis. 

Finally,  we  find  still  another  process  designed  to  arrest  the  disease  and 
save  the  patient,  namely,  thickening  of  the  pleura  which  protects  the 
pleural  cavity  from  pneumothorax  and  which,  as  it  undergoes  fibroid  change, 
contracts  and  so  acts  as  a  sort  of  fibrous  capsule  of   the  entire  diseased 

Fibroid  tuberculosis  of  the  lungs  is  a  very  chronic  condition,  already 
described  from  the  pathological  standpoint,  and  characterized  by  marked 
overgrowth  of  fibroid  tissue  in  the  atTected  organ.  A  stjmewhal  similar  state 
exists  when  no  tubercles  have  been  present.  The  primary  areas  of  tubercu- 
lous invasion  become  invested  by  fibrous  tissues  so  that  tulx^rculous  broncho- 
pnemnonia  becomes  gradually  changed  into  one  of  fil>rotis  overgrowth, 
with  shrinkage  of  the  parts  so  that  the  lung  becomes  much  decreased  in 
size  and  even  the  chest  may  be  sunken  and  defonned.  These  llioracic 
changes  are,  however,  more  marketl  in  tliose  cases  in  which  die  visceral 
pleura  is  also  involved  in  the  cicatricial  or  fibroid  process.  The  disease 
loses  many  of  the  symptoms  of  onlinary  pulmonary  tuberculosis,  and  while 
the  constricted  cavities  may  contain  bacilli  and  tlie  bronchial  tubes  provide 
copious  nuiterial  for  expectoration,  the  pnicess  of  general  wasting  gfies  on 
very  slowly  and  the  strength  does  not  decrease  with  any  speed.  Such  con- 
ditions are  usually  seen  in  patients  of  middle  life  and  may  last  for  ten  to 
twenty  years.  Death  finally  comes  from  dilatation  of  the  heart  or  from  an 
acute  complicating  pneumonia  or  a  hemorrhage  from  an  ul<*erated  bnmclnal 
vesseh 

Symptoms  o!  Pulmonary  Tuberculosia. — Tlie  onset  of  this,  the  most  com- 
mon type  of  the  disease,  is  often  such  as  to  mislead  the  physician.  In  some 
cases  there  is  no  cough,  but  only  a  slight  rise  of  evcninfj  iemperaturc  preceded 
by  chilly  seiisations.  If  the  number  of  cases  in  which  these  symptoms 
have  given  rise  to  the  diagnosis  of  "'malarial  poisoning"  could  Iw  gathered 
together  they  wouhi  be  a  *'  multitude  which  nt>ne  can  number,'*  In  many 
instances  this  error  has  been  a  deserved  reproach  to  the  physician  who 
made  it,  because  he  has  not  searched  for  tuberculosis  as  a  cause  but  has 
simply  prescribed  cjuinine. 

Another  type  of  onset  is  found  in  those  cases  which  present  insidious 
pleural  effusion.  (See  Pleurisy  with  Effusion.)  In  still  a  third  series  the 
primary  symptoms  are  larymjeal.  As  these  lines  are  written  I  am  sending 
a  case  of  active  tuberculosis  of  the  lungs  to  New  Mexico.  He  was  told  by 
several  skUleil  laryiigoiogists  that  his  husky  voice  was  due  to  gout  of  I  he 
larynx,  whereas  if  they  had  examined  his  chest  marked  signs  of  phthisis 
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would  have  made  the  diagnosis  evident.  All  cases  presenting  signs  of  per- 
sistent hoarseness  should  cause  the  pliysiciaii  to  seiireh  for  tuberculosis, 
syphilis,  papilloma  of  the  larynx,  and  aneurysm  of  tlie  aorta. 

In  the  fourth  type  the  very  earliest  sign  of  the  disease  is  spitting  of  blood. 
There  can  be  no  doubt  that  in  the  vast  uiiijority  uf  instiinees  die  bringing 
upof  blood  from  the  bronclnal  tubes  means  tuberculous  infection.  Theoidy 
other  causes  which  are  at  all  frequent  in  the  production  of  haemoptysis  are 
acute  pneumonia  or  pulmonary  infarction  due  to  cardiac  lesions.  It  not 
iiifrec^uenlly  occurs  that  haemoptysis  in  the  stage  of  onset  is  scanty  and 
asst»ciate<l  with  no  tleniouiitruble  phy.sical  sigjis,  the  lesion  being  situated  in 
such  a  position  that  it  reathly  perforates  a  vessel.     (Str  p.  316.) 

The  symptoms  of  pulmonary  tul)erculosis  may  be  divided  for  study  into 
those  which  are  complained  of  by  the  patient,  those  which  can  be  rea<Hly 
obsen'ed  by  the  physician,  and  those  which  can  he  demonstrated  by  the  aid 
of  physical  diagnosis.  It  must  be  remembereil,  however,  that  the  seventy 
of  the  symptoms  of  all  kinds  varies  to  an  extraordinary  degree  in  different 
cases  and  at  different  times  in  the  same  case.  It  is  necessary,  therefore,  in 
speaking  of  the  symptoms  to  adhere  to  the  description  of  the  three  types  of 
the  disease  named  when  discussing  its  pathology.  At  the  outset,  however, 
it  may  be  said  that  two  symptoms  are  present  in  all  cases  at  some  period, 
namely,  loss  of  flesh  and  fever. 

It  may  l>e  said  of  the  fever  of  tuberculosis  that  it  is  usually  moderate, 
varying  from  100°  to  102°,  although  at  times  it  may  reach  103°.  When  the 
temperature  reaches  higher  than  this  it  is  probably  not  dn^  solely  to  the 
tul^rculous  infection,  but  to  septic  or  hectic  fever,  depending  upon  asso- 
ciated staphyloc'xxic,  pneumococcic,  or  streptococcic  infection.  In  all 
instances  in  which  the  fever  is  high  it  is  prone  to  run  a  very  uncertain  and 
aberrant  course,  save  that  it  is  high  at  night  and  low  in  the  morning,  as  in 
nearly  all  fevers,  particularly  that  due  to  .sepsis.  It  is  very  easily  broken, 
as  a  rule,  by  the  use  of  any  antipyretic  medicine,  but  this  effect  of  drugs 
is,  of  course,  very  temporary. 

The  loss  of  weight  depends  uj>on  several  causes  for  its  existence.  The 
loses  of  apf>etite,  the  cough,  which  is  exhausting  and  sleep  destroying,  the 
sweats,  the  disorders  of  digestion,  and  the  an;rmia  are  all  active  factors  in 
decreasing  flesh.  Last,  but  by  no  means  least,  as  a  cause  of  loss  of  weight, 
is  to  be  considered  the  toxrrmia  of  the  disease  itself. 

The  rapidity  of  loss  of  flesh  is  sometimes  remarkable,  amounting  to  as 
much  as  four  or  five  poniKls  a  week.  This  rapidity  of  loss  is  a  good  guide 
to  the  activity  of  the  tubercMilous  process,  for  if  it  be  rapid  the  outlook  as  to 
the  progress  of  the  patient's  illness  is  gloomy.  On  the  other  hand,  gain  in 
weight  is  correspondingly  encouraging  in  that  it  indicates  a  very  slow,  or 
arrested,  progress  of  the  disease. 

A  third  sjTnptom,  often  of  very  great  annoyance  to  the  patient,  is  sweating, 
riuch  is  particularly  prone  to  occur  at  night.  These  sweats  vary  greatly  in 
severity,  and  seem  to  occur  because  of  the  relaxation  of  sleep,  but  in  many 
cases  their  true  cause  is  the  hectic  or  septic  state  of  the  patient.  If  they  are 
not  severe  enough  to  exhau.Ht  the  patient  or  disturb  his  rest,  they  are  to 
be  regarded  as  an  effort  to  diminish  toxaemia,  but  if  tliey  become  so  profuse 
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as  to  be  called  colliquative  they  are  deleterious.  At  times  the  sweat  follows 
a  sharp  rise  of  septic  temperature.  It  is  hardly  necessary  to  add  that  profuse 
night  sweats,  while  a  common  symptom  in  well-developed  phthisis,  are  by 
no  means  pathognomonic  of  this  disease. 

Aside  from  the  loss  of  flesh,  fever,  and  sweats,  the  most  constant  symptom 
of  pulmonary  tuberculosis  is  cough.  It  varies  in  its  character  and  in  its 
degree  in  different  cases  of  the  subacute  or  chronic  form  of  the  disease. 
In  the  early  stages  it  is  apt  to  be  worse  on  going  to  bed  or  on  getting  up 
in  the  morning,  and  in  the  early  stages  is  usually  annoyingly  unproductive 
and  persistent.  As  the  disease  advances  and  the  process  of  softening 
begins  to  take  place  in  the  consolidated  part  of  the  lung,  the  cough 
becomes  less  dry  and  more  productive.  When  cavities  are  formed,  marked 
increase  in  morning  cough  is  very  prone  to  occur  in  order  that  the  cavity 
may  be  well  cleared  of  the  accumulations  which  have  occurred  in  it  during 
the  night.  Cough  is  to  be  regarded  as  a  useful  attempt  on  the  part  of  the 
system  to  keep  the  lungs  clear.  Only  when  it  provokes  hemorrhage  or  is 
so  excessive  as  to  cause  exhaustion,  loss  of  sleep,  or  vomiting  is  it  to  be 
regarded  as  an  evil. 

Aside  from  the  general  symptoms  of  tuberculosis  already  described, 
patients  with  pulmonary  tuberculosis  often  have  severe  pain  in  the  chest, 
which  is  due  to  an  extension  of  the  inflammation  to  the  visceral  layer  of 
the  pleura.  They  also  suffer  from  dyspncea  on  exertion  partly  because  of  the 
diminished  area  of  lung  and  lessened  ability  of  the  blood  to  carry  oxygen, 
partly  from  cardiac  feebleness,  and  partly  because  the  general  nervous 
system  and  the  muscles  are  so  feeble  that  any  exercise  leads  to  exhau^ 
tion. 

The  sputum  is  composed  of  mucopurulent  material  from  the  associated 
chronic  bronchitis,  or  if  the  lung  is  beginning  to  undergo  softening  the 
expectorated  material  is  thin,  with  small,  pale  and  greenish-looking  masses 
in  it — the  so-called  "nummular  sputum."  Sometimes  when  a  cavity  is 
being  emptied  or  there  is  a  marked  bronchorrhoea  the  sputum  is  very 
purulent. 

The  quantity  of  sputum  varies  greatly.  The  average  amount  in  an 
active  case  varies  from  1  to  4  ounces  a  day,  but  I  have  known  a  patient 
with  several  cavities  to  raise  a  pint  or  more  in  twenty-four  hours. 

Oomplications. — A  frequent  symptom  of  the  ulcerative  type  of  pulmonary 
tuberculosis  is  kwmoptysiSf  but  a  large  number  of  cases  pass  through  all 
stages  of  the  disease  without  bringing  up  a  particle  of  blood.  It  is  absent, 
according  to  West,  in  from  20  to  30  per  cent,  of  cases.  Hsemoptysis  is  more 
than  three  times  as  frequent  in  males  as  in  females.  The  quantity  of  blood 
lost  varies  from  a  mere  streak  in  the  sputum  to  3  ounces  in  the  average  case. 
Occasionally  it  amounts  to  4  or  6  ounces,  but  a  little  blood  "goes  a  great 
way,"  and  patients  will  state  that  they  have  spit  a  quart  when  only  a  few 
ounces  have  been  raised.  It  is  rare  for  as  large  an  amount  as  a  pint  to  be 
coughed  up  in  twenty-four  hours.  Very  rarely  a  large  gush  causes  death 
by  suffocation.  Sometimes  the  hemorrhage  is  concealed  and  unaccom- 
panied by  blood-tinged  sputum.  If  of  a  dribbling  type  it  may  inundate  a 
large  part  of  the  lung  or  even  fill  a  cavity  and  cause  death  without  any 
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external  manifestation;  such  cases  are  rare.  A  free  hemorrhage  nearly 
always  means  the  presence  of  an  ulcerating  cavity.  The  blood  in  haemop- 
tysis may  come  from  the  pulmonary  vessels  or  from  the  bronchial  vessels, 
but  it  is  usually  from  the  former.  Flick,  Ravenel  and  Irwin  believe  that 
haemoptysis  is  usually  due  to  pneumococcus  infection. 

All  ages  may  suffer  from  hemorrhage  from  the  lungs,  but  the  period 
from  eighteen  to  thirty-five  is  of  course  that  of  greatest  frequency. 
Hoifnung  has  recorded  a  case  in  a  child  of  ten  months  and  Powell  one  in  a 
child  at  seven  months  of  age. 

The  blood  which  is  expelled  in  true  haemoptysis  is  usually  frothy  and  is 
brought  up  by  coughing.  It  is  also  usually  red  except  in  instances  of  slow 
oozing  into  a  cavity,  when  it  may  appear  as  a  dark  clot  or  clots.  When 
the  bleeding  is  profuse  the  blood  gushes  out  of  the  mouth.  Often  before 
the  spitting  of  blood  actually  takes  place  a  salty,  or  bloody,  taste  in  the 
mouth  is  persistently  present  for  some  time. 

Hemoptysis  due  to  pulmonary  tuberculosis  is  to  be  separated  from 
hsematemesis  by  the  fact  that  the  first  occurs  with  coughing  and  the  second 
with>  retching  or  vomiting.  It  is  further  differentiated  by  the  fact  that 
the  blood  is  frothy  and  filled  with  mucus  and  bubbles  and  is  usually 
bright  red  in  haemoptysis,  whereas  in  haematemesis  it  is  usually  pure  or 
discolored  by  contact  with  the  gastric  juice.  In  one  state  the  history  of 
pulmonary  disease,  or  the  discovery  of  lesions  in  the  lungs,  reveals  the  seat 
of  the  hemorrhage;  in  the  other  gastric  symptoms  are  present.  In  haemop- 
tysis the  blood  is  often  brought  up  in  small  degree  for  several  days, 
whereas  in  haematemesis  it  is  usually  brought  up  once  or  twice  on  one 
day  and  then  the  bleeding  ceases. 

In  this  connection  it  must  not  be  forgotten  that  haemoptysis,  or  blood 
spitting,  is  not  always  due  to  tuberculosis  of  the  lungs.  It  is  sometimes 
present  in  the  stage  of  onset  in  acute  croupous  pneumonia.  It  is  not  rarely 
met  with  in  thoracic  aneurysm,  and  its  occurrence,  unless  it  be  very  profuse, 
does  not  necessarily  mean  immediate  death  in  the  latter  type  of  cases,  since 
it  not  rarely  happens  that  the  vessel  oozes  blood  for  several  days  before  it 
finally  completely  gives  way.  Sometimes  by  the  pressure  of  the  aneurysmal 
sac  some  small  vessel  may  be  eroded  so  that  the  blood  escapes  from  it  alone- 
Slight  hsemoptysis  occurs  in  some  cases  of  malignant  intrathoracic  growth, 
and  swollen  glands  by  pressure  may  rupture  a  neighboring  vessel  and  cause 
leakage  of  blood.  Again,  hiemoptysis  often  develops  in  mild  degree  as  a 
result  of  pulmonary  infarction. 

Among  the  other  causes  of  haemoptysis  may  be  mentioned  hemorrhage 
from  a  superficial  vessel  in  a  bronchial  tube  in  bronchiectasis,  and  from 
the  larynx  in  malignant  and  non-malignant  growth  or  tuberculosis  of  this 
organ.  Haemoptysis  is  sometimes  due  to  a  varicose  condition  of  the  veins 
at  the  root  of  the  tongue. 

A  peculiar  form  of  haemoptysis  which  lasts  in  some  cases  for  years  is 
seen  in  Formosa  and  Japan,  due  to  the  presence  of  the  parasite  Para- 
gonimus  Weiftemiaiini.     (See  Parasitic  Hu'inoptysis.) 

Although  haemoptysis  in  the  great  majority  of,  cases  indicates  pulmonary 
tuberculosis,  it  must  not  be  forgotten  that  this  symptom  sometimes  occurs 
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for  years  without  any  other  signs  of  the  disease  appearing.  1  have  one  case 
in  mind  m  which  the  young  wife  of  a  student  at  the  Jefferson  College  had 
repeated  hetnorrimge^  during  an  entire  winter  withr>ut  any  physical  signs 
being  present,  and  continued  to  have  them  for  many  years  afterward. 
Eight  years  after  they  began  she  still  had  them  on  exertion,  but  was  the 
picture  of  health,  hsul  no  signs  of  aneurysm  or  tulx?rculosis,  and  had  gained 
thirty-Rve  pounds. 

In  regard  to  the  diMrihufkm  of  the  caxnties  Ewart  has  collected  the  fol- 
lowing iiitere-sting  statistics.  In  791  cases  cavity  occurreil  at  the  ajtex  in 
2S2  cases,  in  the  dorsoaxillary  region  in  227,  in  the  mammary  region  in  ISO, 
in  the  sternal  region  in  Gl,  and  at  the  base  in  32. 

Many  of  the  other  ct>niphcations  of  pulmonary  tuberculosis  in  addition 
to  vomiting,  diarrhoea,  and  haemoptysis  have  already  been  considered  when 
discussing  the  disease  as  it  affects  serous  membranes,  as  in  pleurisy  and 
jXTicarditis.  The  most  important  is  pneutaoihoraXf  which  follows  the 
[Kirforution  of  the  tuberculous  lesion  into  tlie  pleura.  It  occurs  in  from  3  to  10 
per  cent,  of  all  ciuses,  is  often  fatal  if  sudden  in  onset,  and  may  cause  dis- 
tressing dyspn^ra.  West  says  that  of  39  cases,  2  died  in  an  hour,  S  others  in 
twenty-four  hours,  and  29  out  of  the  39  inside  of  two  weeks.  The  mortality  is 
about  90  |)E'rccnt.  EITusion  usually  s[jeedily  develops.  I  have  seen  great  reUef 
follow  gentle  aspiration  of  the  air  from  the  thorax,  but  aspiration  is  to  be 
avoided  save  when  the  pressure  pro<luees  urgent  ilyspnnea.  Verj'  nirely  the 
pneumothorax  develops  insidiously  without  severe  symptoms,  producing  wh.at 
is  called  *Matent  pneumothorax."     (See  Pneumothorax.) 

A  still  more  rare  affection  seen  in  some  cases  of  the  chronic  forms  of 
pulmonary  tulverculosis  is  puhnonary  osteoarthropathy  (which  see). 

Diagnosis. — Before  the  physical  signs  of  pulmonary  tuberculosis  are 
<iealt  with  the  sites  of  the  lesions  usually  present  may  be  discusse<l,  so  that 
they  may  be  examined  with  pariieular  interest  in  every  case.  The  apices 
are  the  parts  affected  in  tlie  vast  majority  of  cases,  and  it  is  liere  that  the 
primary  lesion  is  usually  found,  even  if  other  parts  become  more  severely 
diseased  later  on.  The  process  as  it  extends  is  prone  to  travel  back- 
ward rather  than  forward.  No  satisfactory  explanation  of  this  fact  is 
obtainiible. 

Next  to  the  apices  the  upper  part  of  the  middle  lobe  on  the  right  side  is 
most  frequently  the  site  of  infection,  or  the  upper  part  of  the  lower  lobe  on 
the  left  side  is  diseased.  The  area  of  the  upper  part  of  the  middle  lobe 
on  the  right  side  is  one  which  is  often  overlooked,  owing  to  the  fact  that 
it  is  covered  by  the  right  scapula.  Only  when  this  scapula  is  raised  by  the 
hand  being  phiced  on  the  top  of  the  head  is  the  spot  of  impaired  reso- 
nance exposetl  at  its  lower  margin. 

Tuberculosis  of  the  bases  rarely  occurs  except  after  the  disease  has  lasted 
long  enough  to  involve  the  whole  lung. 

Physical  Skjxs. — The  two  methods  of  physical  diagnosis  which  give  us 
the  most  inftinnatiori  in  cases  of  pulmonary  tuberculosis  are  percussion  and 
auscultation.  Throughout  that  perio<l  in  which  there  is  consolidation  of 
the  lung  prrciuvffion  gives  iiu[>aired  resonance  or  dulness  over  all  tlie  part 
affected,  unless  the  lesion  be  deep  seated,  in  which  case  light  percussion  over 
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this  part  may  produce  a  sound  which  is  high  pitched  or  slightly  tympanitic. 
With  the  development  of  cavity  the  percussion  note  over  it  undergoes  a 
change  and  there  is  developed  a  high-pitched  tympanitic  resonance,  which 
careful  percussion  will  show  to  hesurroundeil  by  an  area,  or  ring,  of  impaired 
resonance  representing  the  surrouniling  area  of  infiltratcfl  hmg-tissue.  At 
times  in  the  neighborhood  of  tuberculous  lesions  in  the  lungs  liyperresonance 
is  developed  on  percussion,  as  tlie  result  of  a  compensatory  emphysema  of 
ihe  lung.  If  the  cavity  communicate  with  a  bronchus  and  the  patient  takes 
a  breath  and  holds  it,  witli  the  mouth  open,  percussion  may  develop  the 
so-called  *' cracked-pot  sound." 

Auscultation  reveals,  in  the  earliest  stages  of  infiUratlon,  prolongation 
of  expiration  in  the  part  involved.  This  is  a  physical  sign  of  very  great 
importance.  Again,  it  may  reveal  some  harshness  of  the  inspiratory 
murmur  and  both  inspiration  and  expiration  may  be  more  distinct  and 
rougher  than  in  health. 

Occasionally  careful  auscultation  will  also  reveal  a  few  very  fine  rales  on 
forced  inspiration.  In  lesions  of  the  apex  on  the  left  side  such  a  forced 
inspiration  not  rarely  proihices  an  inspiratory  sound  which  is  interrupted 
by  the  action  of  the  heart  three  or  four  times  during  the  act  of  drawing  air 
into  the  lung. 

It  must  not  be  forgotten  that  negative  signs  may  he  as  valuable  as  positive 
ones,  and  therefore  if  the  infiltration  prwhices  an  absence  of  breath  sounds 
at  the  infected  spot  this  may  indicate  disease  as  surely  as  do  the  more 
positive  signs  already  named. 

If  the  physician  listens  carefully  over  the  area  of  consolidation  witli  his 
disengaged  car  closed  by  his  finger-tip,  and  ihc  patient  will  say  one,  two, 
tliree  in  a  stage  whisper,  the  area  of  consolidation  will  give  greater  vocal 
resonance  than  the  same  area  in  the  healthy  lung. 

With  the  development  of  softening  the  fine  <lry  rales  which  have  l)een 
hcanJ  at  first  become  coarse  an<l  moist,  and  lis  a  cavity  is  formed  they  may 
bec(^rne  even  bubbhng  or  gurgling.  These  rales  sometimes  possess  a  curious 
metallic  sound. 

As  the  cavity  is  formed  the  vocal  resonance  over  it  Increases  and  may 
become  starthngly  clear,  so  that  when  the  patient  speaks  the  sound  of 
the  voice  is  transmitted  with  great  clearness  through  the  chest  wall.  This 
is  called  pectoriloquy. 

Over  such  a  cavity  cavernous  breathing  is  often  heard,  or,  if  the  cavity  is 
a  small  one,  the  breathing  may  ho  hollow,  tubular,  or  amphoric,  as  if  he 
patient  were  blowing  with  his  Hj>s  over  the  mouth  of  an  open  iKittle. 

Moist  cavities  also  present  on  auscultation,  in  addition  to  large  moist 
rales,  metallic  tinkhng  due  to  the  dropping  of  fluid  from  their  walls.  This 
metallic  tinkling  is  to  be  separateri  from  the  metallic  tinkling  of  hydro- 
pncumothorax  by  the  absence  of  the  physical  signs  of  flui<l  In  a  depciuient 
part  of  the  chest,  and  by  the  fact  that  such  a  cavity  is  near  the  up|)er  part 
of  the  lung  and  so  produces  this  sign  in  the  upper  zone  of  the  chest. 

The  soun<ls  arising  from  a  dry  cavity  are  blowing  or  amphoric.  When 
such  a  cavity  has  existed  long  enough  for  marked  Hbroid  change  to  occur 
it  often  happens  that  the  chest  over  the  affected  part  is  greatly  flattened, 
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and  it  may  be  decreased  in  all  its  diameters.  Compensatory  hypertrophy 
of  the  opposite  linij^  causes  an  increase  in  the  size  of  the  chest  on  that  side, 
and  this  eniph.isizes  the  dilference  between  the  two  sides.  Further  than 
this,  the  contraction  process  may  greatly  displace  nearby  organs.  Thus,  if 
the  left  lun^  undergoes  this  change,  the  right  lung,  partly  from  enlargement 
and  partly  t'torn  traction,  may  extend  as  far  as  three  inches  to  the  left  of 
tiie  sternum,  the  heart  may  be  drawn  upward  and  tilted  to  the  left  of  the 
nipple  as  high  as  the  third  interspace.  Even  the  stomach  may  be  drawn 
upward.  On  the  other  hand,  when  the  right  lung  is  affected  by  the  disease 
the  Jieart  may  be  drawn  to  the  right  under  the  sternum,  (he  liver  may  he 
pulled  upwarilf  and  the  left  lung  drawn  well  over  to  the  right  side  of  the 
chest.  Most  of  these  marked  clianges  are  due  to  associated  pleural 
adhesions,  and  these  may  cause  deformity  of  the  entire  chest. 

The  diagnosis  of  cavity  frtim  bronchiectasis  is  made  by  the  recollection 
(hat  a  cavity  Is  usually  near  the  apjex,  and  bronchiectatic  spaces  are  at  the 
base,  as  a  rule,  although  they  may  develop  as  high  as  the  Ihinl  or  fourth 
rib.  If  so,  they  are  nearer  the  sternum  than  is  the  cavity.  Again,  in 
cases  of  cavity  the  area  around  the  hollow  space  is  usually  dull  on 
percassion,  whereas  in  bronchiectasis  it  is  usually  hyperrt*st>nant  from 
emphysema. 

It  is  to  be  remembered  that  tuberculosis  may  occur  as  a  complication 
of  bronchiectasis,  but  that  weH-develojx;d  bronchiectasis  rarely  occurs  in 
tuberculosis  except  in  old  clironic  ca^^es  with  much  contraction  due  to  fibroid 
change. 

Pa/pa/ib?t.— Palpation  over  that  portion  of  the  chest  which  is  infiltrated 
by  a  tuberculous  process,  or  in  which  a  cavity  has  already  formed,  also 
presents  very  definite  physical  signs  when  the  patient  speaks,  namely,  a 
marked  increase  in  vocal  fremitus.  If  the  cavity  is  superficial  and  of  any 
size  it  may  be  possible  to  feel  the  hu})bling  rales  which  are  produced  by 
its  contents. 

Irufpfriion, — Inspection  of  a  well-advanced  cast*  of  pulmonary  tul)erc"U- 
losis  occurring  in  one  whose  con  fig  i  ration  is  naturally  phthisical  reveals  a 
very  typical  picture,  but  in  those  with  well-'feveloped  chests  very  advanced 
lesions  of  the  lungs  may  be  present  before  any  change  in  the  appearance  of 
the  chest  is  manifest. 


The  plufifical  Tigris  of  acute  pnemnonic  fnherculosis  are  at  first  the  same 
as  those  of  acute  pneumonia.  There  are  bronchial  or  tubular  breathing, 
dulness  on  percussion,  and  fine  crepitant  rales.  As  the  disease  progresses 
these  signs  bcTome  modified  to  the  extent  that  the  rales  Wcome  coarse  and 
more  moist  in  character,  and  signs  of  softening  are  therefore  developed. 

In  the  diafftiosis  of  a  case  of  this  character  it  may  not  be  possible  to 
state  accurately  the  true  cause  of  the  disease  for  several  days,  but  the  ft>l- 
lowing  points  are  of  some  value,  namely,  the  discovery  in  the  history  of  the 
patient,  or  in  the  body  at  the  time,  of  a  tuberculous  infection,  as  of  enlat^ged 
cervical  glands  or  of  tuberculous  masses  elsewhere,  as  in  a  Fallopian  tube  or  in 
a  testicle  or  joint;  the  general  appearance  of  the  patient  as  to  nutrition,  for 
the  pale,  amemic  patient  with  the  typical  slim  bones  and  large  joints,  large 
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orbital  spaces,  and  delicate  features  is  more  apt  to  succumb  to  the  bacillus 
tul>erculosis  than  to  the  pneutnocorcus.  On  the  other  hand,  it  is  to  be 
remembered  tluit  robust  and  hearty  persons  may  develop  acute  tuljerculous 
pneumoaia  and  die  in  a  short  period.  The  presence  of  the  pneurnococcus 
in  the  sputum  is  of  little  diaj^nostic  value,  but  the  discovery  of  the  tubercle 
bacillus  will  be  of  great  aid  in  determining  the  cause  of  the  illness. 

Microscopic  Diagnosis. — An  examination  of  the  sputum  by  the  aid 
of  the  microscope  reveals  shreds  of  mucus  mixed  with  particles  of  caseous 
substance  and  small  round  cells,  leukocytes,  and  pus  corpuscles.  Crystals. 
of  the  triple  phosphates,  oxalates,  and  of  tyrosin  and  leucin  are  often  present. 
All  these  constituents  of  the  sputum  are,  however,  of  little  importance  as 
compared  to  two  others,  namely,  the  presence  of  elaxtir-tL'isiie  fibres  pos- 
sessing the  morphology  and  arrangement  of  pulmonar}'  reticulum,  showing 
that  breaking  down  of  the  lung  is  taking  phice,  and  tubercle  bacilli,  tlie 
presence  of  which  reveals  the  fact  that  they  are  the  cause  of  this  condition. 
The  bacilli  are  indisputable  evidence  of  the  presence  of  the  disease^  but 
their  absence  from  a  specimen  of  sputum  does  not  exclude  tuberculosis, 
because  they  may  happen  to  l>e  absent  from  that  individual  sample,  or  they 
are  absent  because  the  sputum  doe^  not  come  from  a  part  of  the  lung  in 
which  breaking  down  is  taking  place.  Even  an  old  cavity,  if  it  is  well 
drained,  may  not  provide  bacilli  constantly. 

Yellow,  elastic  fibres  are  to  l>e  sought  for  by  spreading  the  sputum  In  a 
thin  layer  on  a  pane  of  glass  placed  over  a  blackened  surface.  A  second 
sheet  of  glass  is  placed  over  this  and  the  sputum  smeared  by  moving  the 
upper  piece  laterally.  The  particles  of  elastic  tissue  are  usually  contained 
in  small  masses  of  yellowish^ay  material,  which,  if  crushed  and  placed 
under  the  microscope,  are  found  to  consist  of  characteristic,  double-contoured, 
interlacing,  yellow,  elastic  fibres,  having  the  an*angement  of  the  pulmonary 
elastica.  Elastic-tissue  stains  are  of  value  in  the  han<is  of  experienced 
microscopists.  As  many  meats  are  rich  in  elastic  tissue  which  may  lodge 
in  the  mouth,  the  mere  finding  of  such  structures  in  the  sputum  does  not 
justify  the  diagnosis  of  *'  breaking  down  ''  of  the  lung.  The  recognition  of 
pulmonary  elastica  must  be  base<I  on  the  shape  and  arrangement  indi- 
cated. Occasionally  small  pieces  of  calcareous  matter  are  found  in  the 
sputum. 

The  bacilli  are  sought  for  in  the  following  manner:  A  microscope  slide 
is  thoroughly  cleansed  and  dried.  From  the  sputum  spread  out  on  a  glass 
plate,  or  in  a  Petri  dish,  nummular  particles  if  present  are  selected,  or  if 
absent  the  thicker  portion  of  the  sputum  is  spread  in  a  thin  layer  over  the 
surface  of  the  slide  and  allowed  to  dry  spontaneously.  The  dried  film  on 
the  slide,  surface  upward,  is  passed  three  times  through  the  flanie  in  order 
to  fix  the  thin  layer  firmly  to  the  slide.  Cover-glasses  may  be  used  instead 
of  slides,  but  possess  no  special  advantages.  Of  the  many  stains  recom- 
mended ZiehKs  carbol-fuchsin  gives  satisfactory  results.  It  is  prepared  by 
dissolving  1  gm.  of  powdered  fuehsin  in  10  c.c.  of  alcohol;  to  this  solution 
90  c.c.  of  5  per  cent,  aqueous  solution  of  carbolic  acid  is  added;  the  stain 
is  ready  for  immediate  use,  and  if  prepared  from  proper  ingredients  keeps 
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well.  The  prepared  stain  is  poured  over  the  slide,  which  is  then  heated 
over  a  Bunsen  burner  or  alcohol  lamp  until  steam  begins  to  rise,  when  the 
heat  is  withdrawiu  After  staining  Jive  minutes  the  excess  is  poured  off  and 
the  slide  freely  washed  in  clean  water.  It  is  then  floo<led  with  Gabbett's 
solution,  which  consists  of  1.5  gm.  of  nietliylene  blue  dissolved  in  100  c.c. 
of  a  25  per  cent,  aqueous  solution  of  sulphuric  acid.  This  is  alloweil  to  act 
for  one  raiimte;  it  is  then  poured  off  and  the  slide  washed  in  water;  if  any 
of  the  red  dye  be  retained  the  application  of  the  Gabbett  solution  is  repeated 
until  all  macroscopic  evidence  of  the  fuchsin  has  disappeared  from  the 
thoroughly  washed  slide,  which  is  then  stood  on  end  and  allowed  to 
dry, 

A  drop  of  immersion  oi!  is  placed  on  thestaineil  film  and  the  specimen 
examined  with  a  one-twelfth-inch  immersion  lens.  If  it  be  desired  to  pre- 
serve the  specimen,  balsam  is  applie-d  to  the  dried  slide  and  a  cover-glass 
placed  on  it.  In  properly  prepared  films  the  cellular  elements  and  bacteria, 
other  than  the  tubercle  bacillus,  will  liave  selected  the  blue  dye;  the  tubercle 
bacillus,  however,  will  appear  red  on  the  bluish  background. 

X'Ray. — A  valuable  aid  in  determining  the  presence  of  consolidation  of 
the  lung  in  tuberculosis  is  the  use  of  the  fiiioroscope  or  x-ray  phoiographt 
for  such  a  lesion  often  reveals  a  very  distinct  opacity. 

TtAercuiin.^.n  the  diagnosis  of  pulmonary  tuberculosis  there  can  be  no 
doubt  that  tuberculin  when  properly  employed  is  a  vahiable  agent,  although 
I  believe  that  in  the  majority  of  instances  it  should  not  be  used,  since  careful 
examination  of  the  patient  and  consideration  of  his  history  will  in  most 
instances  reveal  the  presence  of  tuberculosis,  or  point  to  its  presence  with 
stich  a  degree  of  certainty  that  the  patient  should  certainly  l>e  sent  away 
for  his  health  on  the  ground  that  he  is  a  fair  mark  for  a  tuWrculous  infec- 
tion, and  that  his  lung  is  in  such  a  condition  that  he  is  at  all  times  liable  to 
the  rapid  development  of  a  true  tuberculous  process. 

Tuberculin,  which  is  used  hypodennically,  for  these  diagnostic  pur|X)ses 
is  usually  given  to  adults  in  the  dose  of  a  milligram,  and  if  tuberculosis 
is  present  it  causes  a  reaction  in  the  form  of  a  rise  in  temperature  of 
two  or  three  degrees  within  a  few  hours.  If  the  dose  is  larger  than  this, 
susceptible  persons  may  have  a  violent  reaction.  If  the  patient  fails  to 
react  to  the  smaller  doses,  before  deciding  that  the  tuberculin  test  has 
proved  him  free  from  tubercnlosisj  doses  of  2  mg.  or  S  mg.  or  even  more 
should  be  given  at  intervals  of  three  or  four  days,  or  a  week. 

The  use  of  tuberculin  for  diagnostic  purposes  has  a  larger  field  in  cases 
of  suspected  renal  or  abdominal  tul>erculosis  than  it  has  in  the  diagnosis 
of  pulmonary  lesions,  in  which  the  physical  signs  can  usually  be  demon- 
strated. 

It  is  to  be  remembered  that  the  tuberculin  reaction  sometimes  occurs  in 
persons  who  have  syphilis,  and  it  is  thought  by  some  that  the  reaction 
which  is  produced  may  actually  increase  the  rapitiity  of  the  tuln^rculous 
process. 

In  order  that  a  careful  record  of  its  effects  may  be  obtained  the  tempera- 
ture of  the  patient  should  be  taken  after  the  injection  at  intervals  of  every 
two  hours  for  six  hours,  and  after  that  every  hour  for  twelve  hours.    Before 
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the  test  is  made  it  must  be  determined  that  the  patient  is  afebrile  by  a  careful 
record  of  his  temperature  for  several  days,  as  otlierwise  the  usual  fever  may 
be  mistaken  for  a  reaction, 

TubercuHn  may  be  used  in  hypodermic  tablets,  each  of  which  contains 
1  mg..  or  in  the  form  of  the  lut>crculin  (Kocli),  which  is  a  liquid  prepa- 
ration. If  the  tablet  is  used  it  is  dissolved  in  water  as  is  an  ordinary 
hypodermic  tablet.  If  the  liquid  tuberculin  is  employed  llie  bottle  con- 
taining it  is  uncorkcil  and  a  small  pipette,  which  is  graduatcrl.  is  dipped 
into  the  contents  and  then  withdrawn,  with  the  finger-tip  over  the  outside 
end  to  hold  the  fluid  in  the  pipette,  as  in  testing  urine.  The  f]uantity  of  the 
fluid  as  expressed  in  milligrams  is  then  allowed  to  run  out  into  a  sterile 
porcelain  dish,  and  pure  water  Is  drawn  up  in  the  pi[)ette  to  wash  it  free 
of  any  residue  of  the  original  fluid.  Tliis  wash-water  is  then  added  to  the 
contents  of  the  dish,  and,  after  mixing,  the  fluid  is  drawn  up  into  a  hypo- 
dermic syringe  and  given  to  the  patient  through  an  ordinary  hypodermic 
nee*lle. 

It  has  been  urged  against  Tul>erculin  R.  that  there  is  a  possibility  of  its  con- 
taining living  bacilli  which  may  infect  the  patient.  For  this  reason  niHny 
clinicians  employ  a  tuberculin  prepared  l)y  filtration  and  subsequent  con- 
centration of  sterilized  bouillon  cultures,  whereby  a  germ-free  product  is 
assured.     (See  Treatment.) 

Prognosis. — It  is  not  long  since  it  was  almost  universally  thought  that  sub- 
acute puhnonaiy  tuberculosis  was  an  utterly  hopeless  and  inciiraVjIe  tlisease. 
At  present  we  know  that  it  is  in  many  instances  a  readily  curable  affection, 
even  when  it  is  not  possible  to  obtain  the  very  best  conditions  for  cure. 
Further,  we  know  that  hundreds  of  persons  have  the  disease  and  get  well 
without  even  knowing  that  they  have  had  it.  It  is  manife.^t,  however,  that 
only  those  cases  can  recover  in  which  the  disease  is  not  far  advanced  and 
in  which  the  vital  resistance  of  the  individual  can  be  maintaint^d  at  such  a 
level  that  the  protective  processes  of  combat  and  repair,  already  described 
may  be  carried  out  to  completion. 

The  degree  of  vital  resistance  of  the  patient  is  of  very  great  importance 
in  deciding  the  prognosis.  Often  the  most  powerfully  built  individual  falls 
a  victim  to  rapid  phthisis  while  his  comparatively  feeble  comrade  manifests 
the  most  remarkable  vitality.  Additional  factors  in  determining  the  outlook 
in  an  indi\'idual  case  are  thr  maiutenaiice  of  the  body  weight,  the  absence 
of  anaemia  (but  red  cheeks  do  not  necessarily  mean  good  blood),  and  the 
presence  of  a  good  digestion,  particularly  in  respect  to  starches  and  fats.  A 
goo<i  family  history  is  not  as  important  a  factor  for  good  as  a  bad  history  is 
important  for  evil. 

A  large  nural>er  of  statistics  as  to  the  curability  of  this  disease  by  climate 
and  feeding  and  by  out-door  life  are  now  obtainable,  an<!  some  statistics 
will  be  found  discussed  under  Treatment. 

F.  C.  Wood  l>elieves  that  the  diazo  reaction  can  be  used  to  aid  in  deter- 
mining the  question  of  prognosis,  stating  that  if  no  refiction  occurs  and  the 
kidneys  are  intact  the  outlook  is  favorable,  but  that  if  the  urine  reveals  a 
strong  and  persistent  reaction  the  outlook  is  evil.  (For  the  diazo  test,  see 
article  on  Typhoid  Fever.) 
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The  average  duration  of  life  in  a  case  of  pulmonary  phthisis  is  limited 
to  two  years. 

Marriage  should  be  forbidden  for  either  sex  if  suffering  from  tuberculosis, 
even  if  it  be  in  a  mild  form.  The  woman  who  is  tuberculous  may  survive 
her  first  pregnancy  only  to  pass  into  a  hurried  decline  after  the  birth  of  her 
child  or  during  lactation.  Several  pregnancies  almost  always  destroy  her. 
The  man  not  infrequently  loses  nervous  vigor  by  marriage,  and  this  is  the 
more  prone  to  occur,  as  it  is  notorious  that  tuberculous  men  are  cursed  with 
a  degree  of  sexual  desire  which  is  in  excess  of  that  of  health. 

The  prognosis  of  hremoptysis  so  far  as  its  causing  inmiediate  death  is 
concernwl  is  favorable.  Patients  rarely  die  during  the  hemorrhage  unless 
it  takes  place  in  those  who  are  already  very  feeble  and  amemic.  Rarely 
the  hemorrhage  is  so  profuse  as  to  cause  death  by  suffocation.  West  gives 
the  prop)ortion  of  deatlis  from  this  cause  as  but  1  or  2  out  of  every  100 
cases  that  die  of  this  disease^  whereas  60  per  cent,  of  tuberculous  cases  are 
supposed  to  suffer  from  hieraoptysis  at  some  period  of  the  malady. 

The  secondary  effects  of  hemorrhage  may,  however,  be  disastrous*  for  if 
the  neighboring  part  of  the  lung  is  inundated  with  blood  and  with  bacilli, 
the  bronchioles  in  that  part  become  filled  with  the  extravasation  and  a 
traumatic  tuberculous  pneumonia  speedily  ensues. 

Treatment  of  Pulmonary  Tuberculosis. — The  treatment  of  pulmonary 
tuberculosis  in  its  subacute  or  clironic  forms  may  be  considered  in  several 
parts. 

1.  Its  treatment  by  proper  diet,  proper  exercise,  and  rest. 

2.  its  management  by  suitable  out-door  life,  and  particularly  by  climate. 

3.  The  employment  of  drugs  to  control  or  modify  symptoms  which  are 
severe  enough  to  demand  attention. 

4.  The  use  of  tuberculin  as  a  curative  remedy. 

5.  The  avoidance  of  the  use  of  drugs  with  the  idea  that  they  can  cure 
the  disease;  for  he  who  tries  to  cure  pulmonary  tuberculosis  by  drugs  does 
not  know  the  morbid  anatomy  of  the  malady. 

It  is  of  vital  importance  in  the  treatment  of  pulmonary  tuberculosis  that 
the  disease  be  recognized  at  the  earliest  possible  njoment  and  that  curative 
measures  be  immediately  instituted.  The  possibility  of  cure  depends  solely 
upon  the  limitation  of  the  lesion,  and  this  is  difficult  to  accomplish  in  direct 
proportion  to  its  size  and  the  degree  to  which  degenerative  changes  have 
advanced. 

Diet. — There  can  be  no  doubt  that  the  proper  nourishment  of  the  patient 
is  the  most  important  matter  demanding  the  attention  of  the  physician; 
for  tuberculosis  is  not  only  a  disease  in  which  emaciation  progresses  rapidly, 
but  it  is  one  in  which  the  outlook  depends  entirely  upon  the  ability  of  the 
patient  to  carry  out  protective  processes  through  which  alone  he  can  hope 
to  recover  his  health.  Under  these  circumstances  it  is  evident  that  the 
physician  must  do  ever^'thing  in  his  power  to  kec[)  the  digestion  in  the  best 
possible  order,  to  administer  foods  which  are  easily  digested  and  readily 
absorbed,  and,  ecpmlly  important,  to  prescribe  no  drugs  or  foods  which  by 
disordering  the  stomach  will  interfere  with  the  function  of  this  important 
viscus.     It  must  also  be  remembered  that  the  digestion  of  food  requires 
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nervou3  energy  just  as  does  the  performance  of  any  other  vital  function^ 
and  care  must  be  taken  that  food  is  not  ingested  at  a  time  when,  by  reason 
of  exercise  or  other  cause,  a  considerable  quantity  of  nervous  energy  has 
been  recently  expended.  The  physician  is,  therefore,  in  the  diflBcult  position 
of  knowing  that  the  patient  must  take  large  quantities  of  nutriment  if 
recovery  is  to  be  expected,  and  at  the  same  time  be  careful  that  the  digestion 
is  not  overburdened  by  the  too  frequent  administration,  or  too  free  employ- 
ment, of  nutritious  articles.  If  the  patient's  digestion  is  moderately  strong, 
he  may  follow  a  line  of  diet  about  as  follows: 

Before  getting  up  in  the  morning  he  should  receive  a  teacupful  of  hot 
milk,  which  should  be  sipped  and  not  gulped  down  in  one  or  two  large 
swallows.  After  taking  this,  he  should  rest  in  bed  for  fifteen  or  twenty 
minutes;  should  then  bathe,  or  be  bathed,  and  clothed,  and  for  his  breakfast 
have  wheaten-grits,  oatmeal,  or  some  of  the  more  modern  cereal  preparations 
which  are  known  to  possess  real  nutritive  value.  If  his  appetite  is  good 
he  may  also  have  at  this  time  a  tender  chop  or  a  small  piece  of  steak,  and 
if  accustomed  to  the  use  of  tea  or  coffee,  these  beverages  may  be  allowed 
unless  it  is  found  that  they  increase  nervous  irritability.  In  some  instances 
the  patient  may  desire  to  take  an  orange  or  some  other  fruit  with  his  break- 
fast, and  to  this  there  can  be  no  objection.  The  meal-  should  be  adequate, 
but  not  large  enough  to  be  heavy. 

Half-way  between  his  breakfast  and  his  mid-day  meal  the  patient  should 
receive  some  light  luncheon,  consisting  of  a  cup  of  broth,  a  piece  of  toast, 
a  glass  of  koumyss,  or  a  sandwich  made  of  scraped  beef;  or,  if  he  tires  of 
this,  one  made  with  toast  and  anchovy  or  caviar.  Often  an  egg,  cooked 
or  raw,  may  be  taken  between  meals  with  advantage.  If  desired,  a  glass 
of  sherry  or  some  red  wine  may  also  be  taken  at  this  time;  or,  in  its  place, 
Scotch  or  rye  whiskey  may  be  given. 

The  dinner  should  be  the  heaviest  meal  of  the  twenty-four  hours,  and  should 
be  taken  between  twelve  and  two  o'clock.  It  should  consist  of  a  nutritious 
and  somewhat  stimulating  soup  which  is  easily  digested  and  absorbed ;  one  of 
the  clear  soups  being  preferred  rather  than  a  pur^e,  unless  it  is  known  that 
the  patient  readily  digests  thickened  and  rich  soups.  This  may  be  followed 
by  a  small  piece  of  fresh  fish,  great  care  being  taken  that  the  fish  is  really 
fresh,  and  then  by  a  hearty  course  of  any  one  of  the  roast  or  broiled  meats, 
accompanied  by  two  or  three  wholesome  vegetables,  such  as  potatoes,  string 
beans,  asparagus,  spinach,  carrots,  macaroni,  and  similar  substances.  With 
this  meal  it  may  be  well  for  the  patient  to  take  a  little  sherry  wine  or  whiskey 
and  water,  particularly  if  he  is  accustomed  to  stimulants  with  his  meals. 
Some  plain,  nutritious  dessert  like  cornstarch  or  rice-pudding  may  also  be 
taken. 

During  the  afternoon  a  light  luncheon  should  be  given  him,  somewhat 
similar  to  that  which  has  been  taken  in  the  middle  of  the  forenoon,  two 
or  three  hours  after  his  dinner.  In  the  evening  another  light  meal  should 
be  taken,  which  should  consist  of  arrow-root  or  an  egg  cooked  in  some 
simple  form,  or  a  few  stewed  oysters  or  milk-toast  may  be  used,  and  again 
before  going  to  bed  at  night  a  cup  of  broth,  a  glass  of  koumyss,  a  cup  of 
hot  milk,  or  some  curds  and  whey  may  be  given. 
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The  patient  who  is  able  to  take  the  quantity  of  food  which  has  just  been 
descrihetJ  is,  of  course,  one  whose  digestion  is  in  fairly  good  condition.  But 
if  careful  attention  is  paid  to  the  digestive  tract  by  the  administration  of 
aids  to  digestion,  such  as  pepsin,  pancreatin,  and  taka-diastase,  if  the  bowels 
are  moved  re^larly  by  the  use  of  pro|x>r  laxatives,  and  if,  above  all,  the 
patient  is  required  to  conserve  his  nervous  energy  in  order  to  expend  it  upon 
his  digestive  apparatus,  it  is  quite  remarkable  what  large  quantities  of  food 
may  be  taken,  even  by  the  consumptive  who  otherwise  seems  quite  feeble. 

The  actual  quantity  of  the  food  at  each  feeding  must  be  varied  from  day 
to  day  with  the  patient's  appetite  and  with  the  conditions  which  may  arise. 
If  the  patient  lias  passed  a  restless  and  feverish  night,  the  quantity  of  food 
at  each  feeding  should  be  small;  whereas,  if  he  lieis  had  a  restful  night,  and 
therefore  has  been  able  to  gain  nervous  energy,  larger  quantities  may  be 
given.  So,  too,  limited  quantities  shoLild  l>e  ordered  when  the  tongue  is  at 
all  foul,  and  larger  quantities  ordered  when  it  is  comparatively  clean.  It 
is  of  vital  imfK>rtance  that  these  daily  variations  should  be  made  in  the  diet, 
for  the  digestive  apparatus  of  no  one  is  prepared  day  in  and  day  out  to 
take  exactly  the  same  (]uantity  of  food,  and  digest  it  satisfactorily.  Both 
the  physician  and  the  patient  must  rememlier  that  professional  advice  as 
to  food  and  digestion  is  much  more  important  for  the  patient  than  advice 
as  to  the  treatiiieut  by  drugs. 

Exercise. — The  majority  of  cases  of  pulmonary  tuberculosis  do  not 
require  much  exercise  provided  they  are  supplied  with  sufficient  fresh 
air.  Patients,  however,  differ  very  greatly  in  regard  to  this  matter.  Some 
of  them  seem  capable  of  taking  moderate  exercise  with  great  advan- 
tage, and  others  cannot  take  any  exercise  without  suffering  either  from  a 
disordered  digestion  or  from  a  restless  night  caused  by  inordinate  fatigue. 
In  many  instances  the  patient's  health  can  best  be  preserved  by  giving 
him  fresh  air,  and  supplanting  exercise  by  massage  and  gentle  Swedish 
movements.  Of  course,  these  remarks  (lo  not  hold  true  of  those  cases  in 
which  a  small  area  of  the  lung  is  involved,  with  almost  no  impairment  of 
the  general  health  and  muscular  strength.  These  patients  should  take 
healthy  exercise,  being  careful  to  avoid  excessive  fatigue,  and  they  should 
be  impresseil  with  the  idea  that  exercise  in  sufficient  degree  to  approach 
exhaustion  is  not  only  bad  on  general  principles,  but  actually  diminishes 
their  ability  to  prevent  the  spread  of  the  infection  in  their  lungs.  The 
whole  ((uestion  of  exercise  must,  therefore,  be  gauged  in  each  case  by  the 
real  strength  of  the  individual  rather  than  by  his  ambition  to  be  up  and  about. 

Climate  a.vd  Out-door  Lifk. — In  these  two  factors  we  have  our  greatest 
aid  in  the  treatment  of  pulmonary  tul>erculosis,  although,  of  course,  these 
agents  must  be  prescribed  with  the  same  care  as  governs  our  employment 
of  ordinary  remedies.  There  can  be  no  doubt  whatever  that  an  out-door 
existence  is  capable  of  curing  pulmonary  tuberculosis  under  certain  circum- 
stances, even  when  the  climate  is  by  no  means  theoretically  suitable  for 
pulmonary  cases.  This  is  a  matter  of  importance  when  it  is  remembered 
that  a  very  large  proportion  of  consumptives  find  it  impossible  to  travel 
great  distances  to  obtain  those  climatic  conditions  which  are  most  favorable 
to  them. 
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At  every  modem  resort  for  consumptives  every  measure  is  taken  to  keep 
the  patients  for  many  hours  each  day  in  the  open  air,  the  essentials  heing 
that  they  shall  be  exposed  to  sunlight,  and,  if  possible,  to  the  direct  rays  of 
the  sun,  and  protected  from  high  winds.  These  conriitions  can  be  obtained 
by  the  erection  of  suitable  sheds  facing  the  sun,  and  providing  wind 
guards  which  will  place  the  patient  in  a  quiet  atmosphere.  Even  should 
the  patient  he  unable  to  go  to  the  country  for  fresh  nir,  goo<l  results  have 
been  found  to  follow  this  plan  of  treatment  while  he  remains  in  a  city  resi- 
dence, either  in  a  suitably  arrangeii  room  or  in  a  tent  or  shed  erected  upon 
the  roof  of  his  house. 

The  climate  to  which  the  patient  should  resort,  if  it  is  possible  for  him 
to  travel,  should,  in  the  great  majority  of  Instances,  be  one  which  is  found 
at  an  altitude  varying  from  3000  to  CjOOO  feet.  There  are  two  great  essentials 
in  such  a  climate:  first,  that  there  shall  be  an  unusual  number  of  hours 
of  sunshine  in  the  course  of  the  year,  and,  second,  that  the  atmospliere 
shall  be  dry.  A  third  point  of  importance,  but  by  no  means  an  essential 
one,  is  that  the  atmosphere  shall  be  c|uiet,  in  order  that  there  may  be  litde 
dust.  The  temperature  is  of  comparatively  little  importance,  proWded  it  is 
not  accompanied  by  humidity,  for  it  is  quite  remarkable  how  patients 
suffering  from  this  disease  often  thrive  in  temperatures  which  in  winter 
are  far  below  the  freezing  poiiit,  and  in  summer  are  often  as  high  as  90°. 
At  those  altitudes  of  from  5000  to  6000  feet  which  are  suited  to  this  class  of 
patients  the  atmosphere  is  so  clear  that  the  sun*s  rays  are  not  interfered 
vrith,  and  even  if  the  thermometer  shows  that  a  zero  temperature  is  present, 
the  patient,  if  properly  clad  and  protected  from  wind,  can  very  frequently 
lie  out-of-<loors  all  day.  warmed  by  the  heat  of  the  sun.  This  is  beneficial 
to  an  extraordinary  degree. 

A  high  altitude  is  advantageous  for  the  tuberculous  patient,  not  only 
for  the  reasons  which  we  have  given,  but  also  because  the  rarity  of  the 
atmosphere  rerjuires  that  he  use  all  possible  portions  of  the  lung  tissue, 
anti,  this  being  the  case,  he  gradually  expands  and  calls  into  functional 
acti\'ity  all  those  parts  of  the  lung  in  the  neighborhood  of  the  tuberculous 
lesion  which  have  a  tendency  to  become  functionally  inactive.  This  ilevt^lop- 
ment  of  active  circulation  of  air  and  blood  does  much  toward  aiding  nature 
in  walling  off  the  tuberculous  focus  and  preventing  its  further  spread.  A 
high  altitude  is  als<j  advantageous  because  it  seems  to  increase  the  quantity 
of  haemoglobin  in  the  bloorl.  Whether  it  increases  the  number  of  red  blood 
cells  is  still  a  matter  of  debate,  some  asserting  that  the  increased  number 
of  corpuscles,  found  in  the  superficial  bloodvessels  after  a  patient  has  been 
some  weeks  at  a  high  altitude,  depends  more  upon  an  altered  distribution 
of  blood  than  upon  any  actual  increase. 

Of  the  high-altitude  resorts  which  are  most  popular  because  of  their 
excellent  climate  for  consumptives  may  be  mentioned  Colorado  Springs, 
Colorado,  certain  parts  of  Arizona  and  New  Mcxieo,  and  parts  adjacent  in 
America,  and  the  so-called  Engadine,  in  Switzerland,  of  which  the  most 
celebrated  places  are  Davos,  Pontresina,  and  San  Morltz. 

A  high,  dry  climate  is  contraindicated  in  tuberculous  patients  who  are 
suffering  from  tuberculous  laryngitis,  since  the  dry  air  increases  the  laryngeal 


32S 


DISEASES  DUE  TO  A  SPECIFIC  INFECTION 


irritation.  It  is  also  contraindicated  in  patients  who  have  dilatation  or 
degeneration  of  the  heart  niuscle,  and  great  care  should  be  taken  to  deter- 
mine the  state  of  the  heart  in  all  tuberculous  patients  before  sending  tliera 
away  from  home.  A  persistently  high  pulse  rate  is  a  distinct  contraindication 
to  altitudes.  If  valvular  disease  exists,  and  there  is  a  tendency  to  failure 
of  compensation,  a  high  altitude  is  also  contraindicate<l;  but  where  com- 
pensation is  adequate,  the  mere  presence  of  a  murmur  does  not  necessarily 
coatraiudicate  resort  to  an  altitude,  provided  that  the  patient  is  cautious 
not  to  overexert  himself. 

Emphysema  associated  with  pulmonary  tuberculosis  usually  contrain- 
dicates  a  high  altitude. 

It  has  been  taught  by  some  that  a  tendency  to  hremoptysis  also  renders 
a  high  altitufle  inadvisable,  but  very  eminent  phthisiologists,  on  the  con- 
trary, have  asserted  that  a  tendency  to  hemorrhage  does  not  contraindicate 
health  resorts  of  this  character.  My  own  personal  feeling  is  that  the 
patient  who  has  a  tendency  to  hemoptysis  should  approach  a  high  altitude 
very  gradually  in  order  that  his  heart  ami  lungs  may  become  accustomed 
to  the  altered  atmospheric  conditions,  and  certainly,  for  the  first  few  weeks 
after  his  arrival,  should  rest  constantly. 

Still  another  contraindication  to  such  an  altitude,  unless  perchance  the 
climate  is  very  mild  and  the  temperature  fairly  constant,  is  renal  disease 
of  any  kind,  or  tuberculosis  of  the  gcnito-uriuary  tract.  Should  any  of  these 
contraindications  exist,  the  climate  of  choice  is  one  which  is  represented 
by  San  Diego,  California,  where  the  air  is  pure,  where  sudden  changes  of 
temperature  do  not  occur,  and  where  a  flood  of  sunshine  is  constantly 
obtainable. 

In  those  cases  which  have  a  great  deal  of  secretion,  excessive  cough,  and 
excessive  expectoration,  dry  climates,  such  as  are  found  near  Phoenix,  Ari- 
zona, and  Silver  City,  New  Mexico,  are  the  climates  of  election. 

For  those  who  are  unable  to  take  a  long  journey,  and  for  those  who  are  not 
thought  to  be  suitable  cases  for  high  altitudes,  the  Adirondacks  in  the  neigh- 
borhood of  Saranac  Lake,  New  York;  Wliitc  Haven,  Pennsylvania;  or 
Asheville,  North  Carolina,  can  be  recommended.  These  altitudes  are  in 
the  neighborhood  of  2500  feet.  I^wer  altitudes  which  have  been  found 
advantageous  for  the^e  cases  exist  at  Thomasville,  Georgia,  and  Lake- 
wood,  New  Jersey,  where  the  curative  elements  are  the  sunshine  and 
pure  air, 

It  is  interesting  to  note,  in  regard  to  the  treatment  of  pulmonary 
tuberculosis  by  fre,sh  air,  proper  diet,  and  moderate  or  high  altitudes,  that  a 
large  percentage  of  cases  can  be  cured.  Thus,  Trudeau  reported,  at  the 
Adirondack  Cottage  Sanitarium,  where  the  altitude  is  le^s  than  2500  feet, 
for  the  years  1897,  1898,  and  1S99,  cures  in  72  per  cent,  of  incipient  cases 
and  17.S  per  cent,  in  advanced  cases;  and  Clapp  and  Bowditch,  of  the 
sanatorium  at  Rutland,  report  for  the  year  ending  September  1,  1901, 
I  cures  in  72.5  per  cent,  of  incipient  cases  and  46.11  per  cent,  in  ad- 
vanced cases. 

Still  more  recently  Trudeau  has  presented  the  resultsobtained  by  an  analysis 
and  study  of  all  the  cases  under  his  observation  in  the  last  seventeen  years. 
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Of  the  1500  cases  under  consideration,  which  have  been  discharged  from 
two  to  seventeen  years,  434  could  not  be  traced,  leaving  1066  which  have 
been  traced.  Of  these  1066,  4G.7  are  still  living,  31  per  cent,  are  known 
to  he  well  at  present,  in  6.5  per  cent,  the  disease  is  still  arrested,  4  per  cent, 
have  relapsed,  5.2  per  cent,  are  chronic  invalids,  and  53.3  per  cent,  are  dead. 
As  to  the  influence  of  the  stage  of  the  disease  on  the  permanency  of  the 
results  obtained,  he  found  66  per  cent,  of  the  25S  incipient  case^  discharged 
are  well  at  present.  Of  the  563  advanced  cases  28.6  per  cent,  are  well, 
and  of  the  far-advanced  cases  2.5  per  cent,  only  remain  cured.  Thus  we 
learn  that  31  per  cent,  of  all  cases  discharged  from  two  to  seventeen  years 
ago  have  remained  well,  and  that  66  per  cent,  of  the  incipient  cases  dis- 
charged during  the  same  time  continue  well  at  present.  Surely  these  results 
are  encouraging  and  he  has  shown  us  the  way  in  a  great  work.  Thirty  years 
ago  physicians  were  of  the  opinion  that  cures  did  not  take  place  from  pul- 
monary tuberculosis  in  more  than  2  per  cent,  of  cases. 

Sea  voyages,  which  at  one  time  were  very  popular  in  the  treatment  of 
tuberculosis  of  the  lungs,  are  no  longer  regarded  with  much  favor.  The 
possibiUties  of  seasickness,  bad  weather,  and  of  consequent  close  confine- 
ment are  naturally  not  looked  upon  with  favor,  when  we  consider  that  free 
feeding  and  fresh  air  are  absolutely  essential  for  these  patients.  Further 
than  this,  the  atmosphere  at  sea  is  never  dry,  but  always  more  or  less  damp. 
Again,  there  are  practically  no  comfortable  sailing  ships  at  the  present  time, 
and  steamers  make  such  rapid  voyages  that  the  patient  is  not  long  enough 
at  sea  to  be  materially  benefited. 

Before  the  physician  decides  to  send  his  patient  away  from  home  for  the 
climatic  treatment  of  his  disease,  he  should  determine  whether  such  treat- 
ment really  offers  fair  chance  of  benefit;  for  it  is  a  vita!  mistake  to  exhaust 
the  strength  and  finances  of  the  individual  in  a  vain  endeavor  to  arrest 
an  inevitable  process.  If  it  is  decided  that  the  disease  lias  advanced  so 
little  that  such  a  trip  can  promise  good,  the  next  questioa  which  arises  is 
as  to  whether  the  patient  is  strong  enough  to  stand  the  journey,  and,  again,  if 
he  can  stay  away  long  enough  to  be  benefited ;  for  in  all  instances  it  is  useless 
for  a  patient  to  leave  home  with  any  expectation  of  returning  in  less  than 
six  months  or  a  year,  an<l  usually  he  had  better  give  up  the  hope  of  return- 
ing except  for  a  visit,  if  he  wishes  to  preserve  his  health  after  the  climate 
has  done  its  good  work.  It  is  also  a  grave  mistake  to  send  such  patients 
far  from  home  unless  they  can  be  accompanied  by  some  relative  or  friend, 
as  homesickness  exercises  a  deleterious  infiuencc  upon  vitality. 

Drugs. — I  have  already  mentioned  the  use  of  the  various  digestants 
when  speaking  of  the  diet.  Tlie  ever-present  anEcmia  of  many  of  these 
patients  is  to  be  overcome  by  the  careful  administration  of  iron  and  arsenic. 
Arsenic  for  many  years  has  liad  the  reputation  of  being  a  drug  of  great 
value  in  tuberculosis.  Iron  is  also  very  useful,  but  it  should  not  be  given 
in  the  large  doses  ordinarily  employed.  As  I  have  repeatedly  pointetl  out, 
the  quantity  of  iron  in  the  l>ody  is  exceedingly  small,  not  more  than  about 
10  grains,  and  therefore  the  administration  of  2  or  3  grains  of  retluced  iron 
two  or  three  times  a  day  provides  in  twenty-four  hours  far  more  iron  than 
can  possibly  be  utilized,  and  at  the  same  time  tends  to  produce  constipation 
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and  so  disturb  digestion.    Most  cases  will  do  better  if  they  are  given  in  the  \ 
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Strychnine  may  be  used  in  moderation  as  a  bitter  and  as  a  nervous  tonic, 
but  it  is  a  mistake  to  use  it  as  a  circulatory  stimulant,  as  it  is  only  an  irri- 
tant to  the  nervous  system,  and  produces  fictitious  strength.  Quinine 
cannot  be  given  in  doses  which  are  adequate  to  control  hectic  fever,  and 
if  any  attempt  of  this  kind  is  made  it  disorders  the  stomach  and  pro- 
duces headache;  2  or  3  grains,  twice  or  thrice  a  day  as  a  bitter  tonic,  are 
quite  sufficient  for  the  average  patient. 

The  syrups  of  the  hypophosphites  and  lactophosphates  have  been  popular 
with  the  profession  for  many  years.  In  many  instances  the  improvement 
which  follows  their  use  depends  upon  the  iron  or  strychnine  which  they 
contain,  and  too  frequently  these  syTupy  preparations  disorder  the  stomach 
and  spoil  the  appetite.  If  it  is  desired  to  administer  calcium^  potash, 
and  soda  to  such  patients,  it  is  l>etter.  in  the  writer's  experience,  to  give 
an  elixir  of  the  glycerophosphates  in  the  dose  of  a  dessertspoonful  three 
times  a  day  to  an  adult. 

When  the  heart  is  weak,  particular  care  should  be  taken  in  regard  to 
rest,  and  digitalis  may  be  given,  but  it  should  be  used  in  small  doses  over  a 
long  period  of  time  rather  than  in  full  doses  for  a  short  period.  It  is  quite 
remarkable  what  good  results  follow  the  use  of  2  or  3  minims  of  a  physio- 
logically tested  tincture  of  digitalis  three  times  a  day.  These  doses,  main- 
tained for  some  time,  produce  a  true  improvement  in  the  heart  muscle  and 
do  not  disorder  the  stomach;  whereas,  larger  doses  sonn  u|>.set  the  eanliac 
balance,  and  ahnost  certainly  disturb  digestion,  and  even  produce  vomiting. 

For  the  control  of  nlifitt  itweats  no  remedy  equals  camphoric  acid  in  my 
experience,  given  in  the  dose  of  15  to  20  grains,  two  or  three  hours  before 
the  time  that  the  sweat  usually  comes  on.  The  best  way  to  administer  it 
is  in  cachet  or  capsule,  or  dissolved  in  a  little  brandy.  The  difficulty  of 
the  use  of  atropine  for  this  purjMse  is  that  it  checks  other  secretions  and 
sometimes  by  so  doing  renders  the  cough  more  dry  antl  annoying. 

FeveTf  as  a  rule,  requires  treatment  oidy  if  it  becomes  excessive.  The 
patient  may  be  sponged  with  tepid  water  and  alcohol,  and  even  cool  water 
may  be  used.  But  care  must  be  taken  that  the  temperature  does  not  break 
rapidly  and  become  subnormal.  The  use  of  the  coal-tar  antipyretics  is 
entirely  inexcusable.  They  diminish  vital  resistance,  are  apt  to  produce 
profuse  sweats,  and  increase  cyanosis  and  dyspnoea  when  the  pulmonary 
lesions  are  well  developed. 

The  use  of  creosote  or  of  any  of  its  derivatives,  w^ith  the  idea  that  they 
are  beneficial  for  pulmonary  tuberculosis,  is  based  upon  an  utterly  erroneous 
view  of  the  disease  and  of  the  action  of  these  drugs.  When  bronchitis  is 
present  as  a  complication  their  value  as  stiumlating  expectonints  is  worthy 
of  consideration,  and  under  these  circumstances,  by  improving  the  con- 
dition of  the  bronchial  mucous  membrane  and  aiding  expectoration,  they 
may  eventually  help  the  patient,  but  they  certainly  do  not  exercise  any  influ- 
ence upon  the  tuberculous  process  itself.  Worse  than  this,  in  many  instances 
they  do  not  even  act  as  expectorants,  unless  given  in  doses  so  large  as  to 
disorder  the  stomach.     The  number  of  unfortunate  consumptives  whose 


I 

i 


I 

i 
i 

i 


TUBERCULOSIS 


331 


struggle  with  their  disease  has  been  lost  through  disorder  of  the  digestion 
arising  from  the  administration  of  expectorants  is  not  comforting  to  con- 
template. 

Cough  is  to  be  controlled  by  the  use  of  such  cough  sedatives  as  heroin 
in  the  dose  of  ^2^^  to  ^  of  a  grain  three  or  four  times  in  twenty-four  hours. 
A  very  useful  plan  of  treatment  under  these  circumstances  is  the  adminis- 
tration of  the  elLxir  of  terpin  hydrate  and  heroin  in  the  dose  of  a  teaspoonful 
every  four  hours.  In  some  instances  cannabis  indJca  is  useful  as  a  cough 
sedative.  In  still  otiior  cases,  if  the  cough  seems  to  be  due  to  a  dry  and 
irritable  condition  of  tlie  bronchia!  tubes*  quiet  and  sleej>  is  obtainable  if 
there  is  disengaged  in  the  air  of  a  room,  from  a  bronchitis  kettle,  steam 
which  arises  from  water  into  which  is  poured  creosote^  oil  of  pine,  and 
oil  of  eucalyptus,  equal  parts,  to  the  extent  of  I  to  1  drachm.  Care  should 
be  taJcen  that  the  patient  does  not  go  out-of-doors  into  the  cold  atmosphere 
after  inhaling  the  warm  steam-laden  atmosphere. 

When  a  laryngeal  iubervidosvf  develops,  these  steam  inhalations  are  often 
exceedingly  valuable. 

Sometimes  an  excessive  cough  at  night  can  be  stopped  by  giving  the 
patient  a  drachm  of  Hoffmann's  anodyne,  or  a  little  spirit  of  camphor.  In 
other  instance,*;  morphine  in  the  dose  of  -s^^  to  ^tj^  of  a  grain  is  required, 
but  opiates  are  to  be  carefully  avoided  if  other  measures  of  relief  are 
sufficient. 

Wlien  the  cough  depends  upon  the  accumulation  of  large  quantities 
of  material  in  the  bronchial  tubes  or  in  cavities,  it  is  of  vital  impor- 
tance that  it  should  not  be  arrested  by  the  administration  of  drugs; 
for  it  is  an  elfort  on  the  part  of  nature  to  get  rid  of  materials  which,  if  (hey 
are  retained  in  the  lung,  will  greatly  increase  septic  poisoning.  This  is 
particularly  true  of  morning  cough,  which,  though  it  is  often  exceedingly 
annoring,  is  really  an  eifort  to  empty  a  cavity  which  has  become  filled 
during  the  night.  Such  coughing  can  fre<[uently  be  aided  by  placing  the 
patient  in  such  a  position  that  tlie  cavity  will  readily  drain  into  its  supply- 
ing bronchus. 

^^"heneve^  the  physician  in  the  trealnient  of  pulmonary  tuberculosis  is 
tempted  to  employ  a  drug,  the  question  of  its  influence  upon  the  stomach 
and  digestion  should  be  carefully  decided,  even  though  the  indications  for 
the  use  of  the  remedy  which  exist  in  other  portions  of  the  body  seem 
very  clear  and  conclusive,  'lliiis,  the  use  of  cod-liver  oil  in  the  treatment  of 
pulmonary  tuberculosis  is  uniloubtedly  to  be  couinionded,  provided  that 
the  patient  can  digest  it,  and  at  the  same  time  take  ordinary  food.  Even 
a  healthy  person  cannot  exist  on  cod-liver  oil  alone,  and  it  is  a  vital  mistake 
to  impair  the  appetite  and  digestion  by  giving  full  doses  of  this  sometimes 
valuable  drug.  Any  sign  of  indigestion  of  the  oil,  as  in  eructations,  or  in 
the  passing  of  oily  stools,  should  be  the  signal  for  sto[>ping  its  use  at  once. 
The  digestion  of  good  food  does  more  for  a  patient's  vitality  than  the  diges- 
tion of  good  oil. 

Serum  Tokrapy. — An  endeavor  has  been  made  to  treat  tuberculosis  by 
means  of  antitubercle  serum,  but  so  far  the  results  which  have  been 
obtained  have  not  been  sufficiently  encouraging    to  cause  the  plan  to  l>e 
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^«M  piynlir.  although  in  the  early  stages  of  the  disease  the  use  of  this 
9«ii|A  VM^  Mt  as  an  aid  to  the  contml  of  the  tuberculous  process. 

Xwtii itrr nlnm r i  i r  serum  lias  lieen  used  on  the  ground  that  nearly  all 
c««9vi  tuberculous  cavity  are  infected  by  the  streptococcus  as  well  as  the 
Hj^rcfe  bacillus,  and  that  if  the  former  malign  organism  was  removed »  or 
^  loadns  antagonized,  the  patient  could  the  better  combat  the  original 
<«Maeof  the  illness.  If  streptococci  are  found  in  the  sputum  in  large  numbers 
it  MaV  br  used  to  aid  the  patient,  but  otherwise  its  use  is  futile. 

TuBiutcuUN. — ^The  employment  of  tubercuUn  as  a  specific  remedy  for 
pahuonary  tuberculosis  has  not  as  yet  received  general  professional  endor^e- 
nienl.  It  is  true  that  a  very  large  numl>er  of  physidans  who  are  especially 
on^gt^d  in  the  treatment  of  tuberculous  patients  have  written  papers  in 
which  they  have  highly  praised  the  emplo^Tnent  of  this  substance,  and  that 
MHti.Htics  are  numerous  which  tend  to  show  that  it  produces  advantageous 
rt'sults.  It  must  be  admitterl,  therefore*  that  at  times  it  does  good.  But, 
on  the  other  hand,  it  is  a  good  rule  in  practice  to  follow  the  majority  in  the 
use  of  new  remedies;  for  new  remedies  which  really  are  advantageous  are 
taken  up  and  constantly  employed  by  everyone.  Probably  the  conclusions 
as  Hunched  by  Trudeuu,  in  regard  to  tuberculin,  represent  the  real  facts  of 
ihc  case  when  he  says:  "My  experience  with  tuberculin  treatment  at  the 
Sanilariuin  thus  far  has  led  me  to  believe  that  when  carefully  tried>  in 
etuitnble  cases,  it  has  proved  apparently  fn'e  from  *langer,  and  that  it  has 
seemed  to  have  some  favorable  influence  in  bringing  about  healing  of  the 
le.siotis,  pnilmbly  by  inciting  the  formation  of  fibrous  tissues/' 

The  tuberculin  which  should  be  employeiJ  is  that  which  is  prepared 
by  the  more  modern  methods.  It  is  now  made  by  a  number  of  reliable 
concerns,  and  it  can  he  obtained  both  in  this  country  and  abroad.  This 
rtMne<ly  is  not  one  which  is  suitable  to  all  cases  and  should  only  be  given 
by  an  expert  in  its  use. 

When  tuberculin  is  used  for  curative  purposes  the  so-called  "Tuberculin 
U. '*  is  always  employed.  It  is  a  very  much  more  powerful  product  than 
ordinary  tuberculin.  This  preparation  bears  this  name  because  of  the  fol- 
lowing facts:  Tubercle  bacilli  are  coate<l  with  fatty  acid.  This  fatty  acid 
is  removed  by  triturating  them  in  a  mortar  and  washing  the  mass  with  dis- 
tilled water.  This  mixture  is  then  placed  in  a  centrifuge  and  it  is  found 
that  the  fluid  separates  into  two  layers.  The  upper  layer  contains  no  tuber- 
cle bacilli,  and  it  is  called  ** Tuberculin  Ol^erst"  (T.  O.),  but  the  lower  layer, 
which  contains  bacilli,  is  caller!  ''Tuberculin  Residuatum,"  or  T.  R.  This 
lower  hiyer  is  repeatedly  treated  by  trituruting  ami  centrifuging  until  all  the 
bacilli  are  removed.  The  advantage  of  this  prorluct,  T.  R.,  is  that  it  does 
not  cause  suppuration,  but  does  cause  immunization.  By  care  in  grading 
the  dose  it  may  be  possible  to  produce  a  curative  effect  without  causing 
reliction. 

When  the  physician  desires  to  use  T.  R.  as  a  curative  agent  he  begins  by 
employing  7j-^  milligram  or  less  if  that  dose  produces  a  reaction.  This 
dose  is  prepared  by  adding  I  c.c.  of  Tuberculin  R.  to  500  c.c.  of  normal 
saline  solution  (O.S  per  cent.).  One  c.c,  therefore,  represents  one  dose 
of  j^  milligram.    As  the  solution  when  used  should  not   be   more  than 
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twenty-four  hours  old,  this  method  necessarily  involves  wasting  a  great  deal 
of  the  product. 

The  dose  is  injected  into  the  tissues  of  the  back  by  means  of  a  sterilized 
syringe  on  every  alternate  day.  It  is  desirable  to  avoid  reaction,  and  all 
febrile  movement  that  may  be  induced  by  one  injection  must  have  disap-* 
peared  before  another  dose  is  given.  After  repeated  doses  the  patient 
may  be  able  to  stand  very  large  doses  without  any  reaction  and  with  good 
effect. 

When  vomiting  complicates  pulmonary  tuberculosis,  its  cause  must  be 
discovered.  If  it  follows  excessive  cough,  the  cough  must  be  controlled  in  the 
manner  already  described.  If  it  arises  from  gastric  irritability,  2  to  5  grains  of 
subnitrate  of  bismuth  and  1  to  2  grains  of  oxalate  of  cerium  may  be  given 
an  hour  before  meab.  In  other  instances,  where  the  stomach  is  depressed 
rather  than  irritated,  1  or  2  drops  of  Fowler's  solution  before  meals  is 
advantageous. 

The  treatmeni  of  hasmo'ptysis  consists  in  the  administration  of  a  hypo- 
dermic injection  of  |^  of  a  grain  of  morphine  if  the  patient  shows  great 
mental  perturbation  because  of  the  hemorrhage.  It  does  not  have  any 
direct  influence  upon  the  flow  of  blood  by  producing  nervous  quiet,  but  it 
relieves  the  patient's  mind  and  so  quiets  the  circulation.  If  the  flow  of 
blood  is  profuse,  the  patient  should  be  allowed  to  occupy  that  position  in 
which  it  is  most  easy  for  him  to  rid  his  bronchial  tubes  of  fluid.  I  have 
seen  relief  produced  by  permitting  him  to  lie  flat  on  his  chest  with  his  head 
resting  on  the  edge  of  the  mattress  in  such  a  way  that  the  blood  readily 
flowed  from  his  mouth  without  violent  efforts  at  coughing. 

A  multitude  of  measures  have  been  recommended  for  the  control  of  the 
hemorrhage.  Manifestly,  none  of  them  can  exercise  much  power  for  good. 
No  one  would  think  of  attempting  to  control  the  hemorrhage  from  a  ruptured 
varicose  vein  in  the  leg,  or  from  a  small  artery  on  the  surface  of  the  body, 
by  the  internal  administration  of  any  drug  of  which  we  have  knowledge. 
Such  indirect  styptics  as  tannic  and  gallic  acid  are  useless.  When  the 
hemorrhage  ceases  after  the  administration  of  these,  or  other  styptics,  by 
the  stomach,  it  is  evident  that  the  arrest  must  be  due  to  the  natural  clotting 
of  the  blood  rather  than  to  any  effect  of  drugs.  That  this  is  the  correct 
view  of  the  case  is  still  further  emphasized  by  the  fact  that  the  pulmonary 
bloodvessels  are  very  poorly  supplied  with  vasomotor  nen'es  and  with 
muscular  fibres,  and  therefore  drugs  which  act  by  contracting  bloodvessels 
cannot  exercise  any  powerful  influence  in  this  area.  Finally,  absorption  is 
so  slow  from  the  stomach  that  it  is  incredible  that  styptics  can  exercise  a 
material  effect  before  the  hemorrhage  destroys  the  patient  or  is  stopped 
by  clotting.  If  the  circulation  is  bounding,  a  dose  of  chloral  or  aconite  may 
be  given  as  a  circulatoiy  sedative.     Nitroglycerin  is  also  of  value. 

ITie  use  of  adrenalin  by  the  stomach  is  of  doubtful  value,  first,  because, 
as  just  pointed  out,  the  pulmonary  bloodvessels  are  poorly  supplied  with 
muscular  fibres  upon  which  the  adrenalin  can  act,  and,  second,  because  it 
is  very  doubtful  whether  when  adrenalin  is  place<l  in  the  stomach  it  is  not 
decomposed,  or  at  least  largely  prevented  from  exercising  its  constricting 


dM 


DISEASES  DUE  TO  A  SPECIFIC  INFECTION 


influence  upon  bloodvessels  at  distant  parts.  The  use  of  astringent  sub- 
stances in  atomizers  is  efiually  futile.  All  of  the  fluid  strikes  against  the 
pharyngeal  wall,  and  mav  run  down  into  the  stomach,  but  it  does  not  reach 
the  lungs.  Only  Huid  which  can  be  used  in  a  vajxjrizer,  such  as  that  which 
Is  driven  by  a  cylinder  of  compressed  air,  can  by  any  possibility  reach  the 
bleeding  spot. 

Some  practitioners  ha%'e  recommended  the  application  of  ice  upon  the 
perineum  in  cases  of  haemoptysis,  believing  that  in  some  reflex  manner  it 
diminishes  hemorrhage  from  the  lungs,  and  others  have  applied  a  small 
ice-bag  over  the  cavity  from  which  the  hemorrhage  takes  place.  There 
is  much  more  danger  of  tht^se  measures  ad*ling  to  shock  by  chilling 
the  patient  than  there  is  chance  of  their  doing  good.  As  already  stated, 
haemoptysis  rarely  produces  deaiii  as  the  innnediate  result  of  the  loss  of 
blood,  and  remedies  which  receive  credit  for  arresting  the  flow  are  probably 
uinvordiy  of  tlie  confidence  im[)osed  in  them. 

Tuberculosis  of  the  Alimentary  Canal.— Tuberculosis  of  the  alimentary 
canal  may  occur  in  any  of  its  parts  from  the  tonsils  to  tlie  anus,  and,  while 
its  development  is  a  comparatively  rare  primary  form  of  the  infection,  it  is 
nevertheless  met  within  sulhcient  frequency  to  make  it  of  importance.  In 
an  analysis  of  5142  autopsies  William  Hunter,  the  Government  Bacteriolo- 
gist of  Hong  Kong,  found  that  this  condition  was  rarely  present  in  children 
under  five  years,  notwithsianding  the  very  great  prevalence  of  tuberculosis 
among  the  Chinese. 

Tuberculosis  of  the  Tonsils. — The  tonsib  may  contain  tubercle  bacilli,  on 
their  way  to  the  infection  of  neighboring  lymphatic  glands,  or  they  may 
be  actually  tuberculous  themselves,  containing  in  their  substance  mihary 
tubercles  or  caseous  foci.  These  lesions  are  more  frequently  met  with  in 
children  than  in  adults,  and  may  depend  upon  autoinfeetion — that  is,  the 
tonsils  may  be  infected  by  tuberculous  sputum  which  is  expectorated 
(secondary),  or  tliey  may  become  infecteii  by  the  entrance  of  tidjercle  bacilli 
in  dust  by  the  nose  or  mouth  or  perhaps  in  the  milk  of  tuberculous  cows 
(primary).  Koplik  has  recently  made  an  interesting  report  on  this  subject 
in  the  Atncricaa  Jouninl  of  the  Medical  Sciences, 

Even  more  imj)ortant  than  tuberculosis  of  the  tonsils  is  tuberculosis  of 
the  so-called  third  or  pharyngeal  tonsil,  constituting  the  ^*  postnasal  adenoid.*' 
As  is  well  known,  these  growths  are  not  rarely  tuberculous  in  origin. 
From  these  adenoids  tlie  bacilli  may  pass  through  the  lymphatics  and 
so  cause  tuberculosis  of  the  mediastinal  nml  bronchial  lymph  nodes. 

Tuberculosis  of  the  Pharynx  and  (Esophagi. — The  pharyngeal  svall  is  not 
uncommonly  the  site  of  miliary  tidxn'cles,  in  the  course  of  chronic  pubnonar}' 
tuberculosis,  niul  even  more  commonly  tuberculous  ulceration  extends  from 
the  larynx  and  epiglottis  to  the  pharynx  and  adds  greatly  to  the  discomfort 
of  the  patient.  TulH*rculosis  of  the  (i-sophagtis  is  exceedingly  rare,  but  some 
cases  have  been  recorded.  It  may  complicate  general  miliary  tuberculosis, 
being  a  part  of  the  systemic  infection,  or  it  may  arise  from  the  swallowing 
of  tuberculous  sputum,  or,  again,  from  the  extension  of  the  disease  from 
a  tuljerculous  lymph  node  or  vertebra.  The  ulceration  may  lead  to 
perforation  from  within  or  the  reverse. 
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Tuberculosis  of  the  Stomach. — Tuberculosis  of  the  stomach  rarely  occurs, 
probably  because  its  juices  pnUect  it  from  infection.  When  it  does  occur, 
it  appears  as  a  miliary  tuberculosis  due  to  circulatory  infection,  or  as  single 
or  multiple  tul>erculous  ulcers  involving  the  mucous  membrane.  These 
ulcers  are  usually  the  result  of  a  process  starting  from  an  ulcerating  gland 
which  becomes  attached  to  the  stomach  and  so  causes  disease  by  the  exten- 
sion of  the  inHammatory  process.  Van  Wart  has  recently  reported  an 
instance  of  solitary  tubercle  in  the  muscular  layer  of  the  stomach  which  is 
believed  to  be  unique. 

Tuberculosis  of  the  Intestiziea. — ^Tuberculosis  of  the  intestines  is  a  much 
more  common  condition,  and  in  the  great  majority  of  instances  is  secondary 
to  infection  elsewhere.  Primary  intestinal  tuberculosis  occurs  usually  in 
children,  and  as  the  result  of  the  ingestion  of  milk  which  is  infected  by  the 
specific  bacillus.  This  primary  form  has  been  denied  an  existence  by  such 
excellent  men  as  I^ube  and  others,  but  so  many  other  pathologists,  of 
whom  Bollinger  may  be  taken  as  a  leader,  have  observed  it  that  its  existence 
is  proved. 

The  secfindary  or  common  type  of  intestinal  tuljercidosis  is  usually  the 
result  of  pulmonary  tuberculosis,  and  arises  from  the  swallowing  of  tuber- 
culous sputum.  When  the  pulmonary  lesions  have  lasted  for  a  long  time 
intestinal  infection  will  be  found  at  autopsy  in  a  large  proportion  of  cases, 
about  25  per  cent.  Statistics  have  Ix^en  publisiied  by  certain  pathologists 
giving  over  50  per  cent.  The  lesions  are  found  chiefly  in  the  ileum  (80 
per  cent,  of  the  intestinal  cases)  just  before  it  joins  the  ca?cum,  or  in  the 
ileum  and  colon  45  per  cent.,  in  the  colon  alone  3  per  cent.,  and  in  the 
rectum  7  per  cent.,  according  to  Frerichs.  These  statistics  as  to  the  relative 
frequency  of  the  various  lesions  hold  true  of  the  disease,  as  it  appears  in 
children  as  well,  even  when  the  malady  appears  as  a  primary  affection. 

Tuberculous  infection  of  the  intestine  primarily  involves  the  l}Tnph  nodes 
of  the  bowel,  causing  them  to  become  swollen  by  reason  of  the  characteristic 
cell  proliferation  which  the  tubercle  bacillus  always  produces.  The  solitary 
glands  project  markedly  almve  the  surface  as  yellowish-white  masses  which 
finally  undergo  caseation  and  softening,  and  then  the  mucous  membrane 
covering  them  breaks  down,  forming  an  ulcer  which  is  surrounded  by 
somewhat  overhanging  edges.  The  ulcers  are  not  very  numerous;  at  times 
only  one  node  may  be  involved.  If  the  agminated  glands,  or  Peyer's  patches, 
are  infected,  separate  caseous  masses  develop,  several  ulcers  fonn,  and 
finally  coalesce,  forming  a  large  necrotic  surface  of  very  irregular  outline. 
It  is  interesting  to  note  that  this  condition  is  quite  different  from  the  process 
in  enteric  fever,  in  which  rlisease  the  glands  are  affected  generally  and  the 
individual  agminated  mass  is  muformly  infiltrated.  Tuberculous  ulcers  of 
the  agminated  glands  usually  extend  transversely  across  the  gut,  whereas 
the  lesion  of  enteric  fever  extends  longitudinally. 

The  overlying  serosa  is  commonly  thickened,  it  may  contain  distinct  tuber- 
cles, and  at  operation  the  diagnosis  of  tuberculous  ulcer  may  be  made 
without  opening  the  bowel.  Fibrosis  and  thickening  with  a.ssociated  con- 
traction may  cause  stricture  and  symptoms  of  obstruction;  perforation  is 
not  common  and  is  usually  overlooked. 
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Tuberculosis  of  the  csecum  in  the  neighborhood  of  the  appendix  may 
give  rise  to  the  belief  that  appendicitis  or  tumor  of  the  bowel  b  present. 
(See  Symptoms.) 

When  the  rectum  is  affected  the  ulceration  is  preceded  by  infiltration 
and  caseation  in  the  submucosa,  it  often  encircles  the  bowel,  and  the  tissues 
near  the  seat  of  the  ulcer  are  frequently  dotted  with  small,  yellowish  or 
whitish  tubercles,  which  add  to  the  area  of  the  ulcer  as  they  undergo  degen- 
erative change.  They  also  give  rise  to  tuberculous  infection  of  the  perito- 
neum and  perirectal  tissues  and  to  tuberculous  abscesses  and  fistulee. 

With  the  distinct  and  specific  lesions  just  described  tuberculous  disease 
of  the  bowel  presents  an  associated  condition  of  acute  and  chronic  catarrh 
or,  in  other  words,  a  true  enterocolitis. 

Of  recent  years  much  has  been  written  of  chronic  hyperplastic  tuberculosis 
of  the  intestine.  In  this  form  the  intestinal  wall  is  greatly  thickened,  the 
lumen  commonly  narrowed  and  sausage-like.  Distinct  cylindrical  seg- 
ments of  the  involved  tissue  may  be  recognized  through  the  thin  abdom- 
inal walls.  Neoplastic  masses  which  may  attain  the  size  of  a  fetal  head 
occasionally  develop,  and  polypoid  growths  may  occur  on  the  interior  of 
the  bowel.  The  condition  is  most  common  in  the  ileocsecal  region,  and 
is  rarely  restricted  to  the  small  intestine,  but  may  involve  one  or  more  parts 
or  the  whole  of  the  colon,  causing  strictures  with  interposed  dilated  areas, 
although  actual  dilatation  is  rare.  The  stenosis  may  be  almost  complete. 
Histologically  there  is  marked  hyperplasia  of  the  connective  tissue  of  the 
intestinal  wall,  and  the  great  thickening,  sometimes  attaining  5  cm.,b  due 
largely  to  this  cause.  Caseous  areas  and  even  typical  tubercles  may  be 
absent.    The  newly  formed  tissue  is  often  but  scantily  supplied  with  bacilli. 

Symptoms  of  Intestinal  Tuberculosis. — ^The  symptoms  of  intestinal 
tuberculosis  consist  chiefly  in  the  manifestations  met  with  in  most  cases  of 
enterocolitis.  The  patient  complains  of  looseness  of  the  bowels,  or  diarrhaa, 
and  a  considerable  amount  of  colicky  pain.  With  these  signs  there  is  wasting 
and  decrease  in  strength.  The  tongue  may  be  coated,  but  it  is  often  unr 
duly  dean  and  the  normal  roughness  of  its  mucous  membrane  is  replaced  by 
a  raw-beef  appearance.  Palpation  of  the  abdomen  may  reveal  tenderness 
at  certain  points,  which  is  not,  however,  very  well  marked,  and  auscultation 
will  show  an  excessive  amount  of  peristaltic  movement  and  rumbling.  At 
times  the  appetite  may  be  excessive  owing  to  the  fact  that  the  diarrhoea 
causes  starvation  of  the  tissues,  which  is  recognized  by  the  system  and  shown 
in  a  desire  for  more  food.  At  such  times,  in  particular,  the  stools  may 
contain  undigested  particles  of  food.  There  are,  however,  no  symptoms 
in  this  early  stage  that  can  be  considered  typical,  and  the  presence  of 
tuberculosis  elsewhere  may  be  the  chief  reason  for  believing  that  the 
alimentary  canal  b  involved. 

When  ulceration  occurs  the  presence  of  mucopus,  blood,  and,  more  im- 
portant, the  discovery  that  tubercle  bacilli  are  in  the  stools  make  it  possible 
for  us  to  state  positively  the  cause  of  the  disease.  If  the  disease  develops 
farther,  as  it  is  prone  to  do  if  life  is  prolonged  a  sufficient  length  of  time, 
the  peritoneal  coat  of  the  intestine  is  involved  and  gradually  a  general 
adhesive  peritonitis,  such  as  was  described  in  the  article  on  peritoneal 
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tuberculosis,  is  produced,  with  its  characteristic  thickening  of  the  peritoneum 
and  cicatricial  contraction  of  the  omentttru  and  mesentery.  T'his  proikices 
conMriciiofus  in  the  intestine,  which  may  he  due  to  the  peritonitis  or  to  tlie 
ulcerative  process  inside  the  bowel. 

In  some  cases  the  infiammatory  process  produced  liy  tuberculosis  of  the 
caput  coli  is  so  intease  tliut  pain  in  the  region  of  the  appemlix  may  give 
rise  to  the  belief  that  an  acute  app/.-ndicitis  or  appnidiadar  almccss  is 
present.  In  a  case  known  to  he  tuWrculous  the  possibility  of  this  condition 
is  manifest,  but  in  one  which  has  a  small  ami  unrecognised  tuberculous 
focus  elsewhere,  as  in  the  lungs,  operative  procedures  for  appendicitis  may 
be  hurrietlly  resorted  to  when  no  necessity  for  tluMU  exists. 

So,  too,  the  finding  of  a  mass  in  this  region,  without  sharp  pain,  may  mislead 
the  physician  into  a  diagnosisof  malignant  growth  if  the  rest  of  the  body  be  not 
well  investigated  for  a  tuberculous  focus.  Such  a  mass  may  be  differentiated 
from  carcinoma  by  the  fact  that  there  is  a  focus  of  tuberculosis  elsewhere. 
If  die  growth  beslowitisprobably  tuberculous;  whereas  if  rapid  it  is  probably 
cancerous,  for  cax;al  tulx^rculusis  may  lavSt  two  years  and  cfccal  cancer 
rarely  lasts  longer  than  eight  months.  Further  than  this,  if  (he  jjatient  is 
below  thirty  years  of  age  tuberculosis  is  more  likely  than  cancer;  whereas 
after  forty  years  the  reverse  is  frue.  The  tumor  when  outlinetl  by  palpation 
in  tulxrrculosis  is  elongated  and  the  thickened  intestine  can  be  felt,  whereas 
in  cancer  it  is  usually  sharply  circuu)scribe<J  and  the  rest  of  the  bowel 
cannot  be  outlined.  Fever  is  usually  present  in  tuberculosis  and  absent  in 
cancer.  The  presence  of  tubercle  bacilli  in  the  stools  will,  of  course,  decide 
the  diagnosis,  and  even  if  they  cannot  be  found,  thepresenceof  a  tuberculous 
f{x*us  elsewhere,  in  a  j>erson  below  forty  years,  should  be  considered  as  point- 
ing strongly  to  this  bacillus  as  (he  cause  of  the  growth- 

At  times  the  tumor  found  at  the  ileociecal  region  results  in  ol>struction 
of  the  ileociecal  valve,  and  the  colon  becomes  greatly  distended  with  gas, 
appearing  as  a  large  mass  in  the  sides  and  in  the  epigastrium.  In  other 
cases  the  colon  undergoes  atrophy,  and  can  be  felt  through  the  emaciated 
lielly  wall  as  a  narrow,  thickened  lumd.  I  have  seen  the  entire  colon  in 
a  case  of  this  character  shrunken  to  such  an  extent  that  it  was  sriudler  than 
the  ileum.  In  doubtful  cases  resort  may  be  had  to  tuberculin  to  determine 
tlie  true  nature  of  the  mass. 

Prognosis  in  Intestinal  "I^jbercflosis, — The  prognosis  in  intestinal 
lul>erculosis  is  not  as  grave  as  in  pulnnuuiry  tuherculosis,  as  far  as  early 
death  is  c<:»ncemed.  In  the  majority  of  instances  the  patient  dies  of  the 
primary  focus  before  the  state  of  the  bowel  is  grave  enough  to  cause  death. 
Such  cases  often  last  for  several  years  and  have  periods  of  improvement 
followed  by  relapse,  and  characterized  by  gradual  loss  of  vitality.  If  death 
is  caused  by  the  intestinal  state  it  comes  as  a  direct  result  of  profound 
feebleness  and  exhaustion. 

Treatment  of  Intestinal  Tubkrculosis. — The  treatment  of  intestinal 
tul>crculosis,  as  in  tuF)erculosis  of  the  lungs,  consists  to  a  great  extent  in  I  he 
maintenance  of  the  greatest  degree  of  nutrition  and  vitality  that  is  pos.sible, 
and  this  ean  only  l>e  aecomph'slied  by  an  out^loor  life,  plenty  of  sutjshine, 
the  avoidance  of  fatigue,  and  the  use  of  such  foods  as  are  easily  digested  in  the 
22 
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stomach  or  in  the  duodenum,  so  that  the  greater  part  of  the  nourishment  will 
be  absorbed  before  the  lower  part  of  the  ileum  is  reached.  In  those  cases  in 
which  excessive  peristalsis  rapidly  carries  the  contents  of  the  small  intestine 
to  the  large  bowel  before  absorption  can  occur,  it  is  needful  to  insist  on  small 
quantities  of  food  being  taken  at  a  time,  and  to  order  that  no  water  be  taken 
at  meals.  It  is  also  essential  that  the  patient  shall  immediately  after  taking 
food  lie  down  and  rest  in  order  to  apply  all  the  nervous  energy  possible  to 
the  process  of  digestion  and  to  prevent  stimulation  of  the  bowel  to  active 
movement.  For  the  purpose  of  arresting  peristalsis  and  diarrhoea  the 
salicylate  of  bismuth  in  the  dose  of  10  to  15  grains  three  or  four  times  a  day 
may  be  given,  or  salol  and  the  subnitrafe  of  bismuth  may  be  used.  Another 
valuable  drug  is  eudoxine  in  the  dose  of  10  to  20  grains  three  times  a 
day  in  capsule,  or  bismuth  subgallate  may  be  given  in  the  same  dose.  In 
some  instances  iodoform  given  in  keratin-coated  pills  in  the  dose  of  5  grains 
four  times  a  day  to  exercise  the  influence  of  this  substance  on  the  tuberculous 
lesions;  or  if  the  disease  is  in  the  rectum  or  colon,  20  grains  may  be  injected 
dissolved  in  4  ounces  of  olive  oil, or  5  to  10  grains  may  be  given  in  suppository. 
Some  relief  and  comfort  can  also  be  obtained  by  the  use  of  a  hot-water 
bag  over  the  abdomen  and  by  painting  the  belly  wall  every  few  days  with 
tincture  of  iodine. 

Tuberculosis  of  the  Liver. — ^Tuberculosis  of  the  liver  occurs  as  part  of  a 
general  miliary  tuberculosis,  as  a  form  characterized  by  the  formation  of 
fairly  large  aggregations  of  tubercles  in  which  the  nodules  may  be  as  large 
as  a  walnut.  Tuberculosis  of  this  organ  is  practically  always  secondary 
to  disease  elsewhere.     (See  Tuberculosis  of  the  Peritoneum.) 

The  miliary  form  is  characterized  by  the  formation  of  miliary  tubercles 
which  are  intralobular  or  interlobular  in  position.  They  may  even  be  in 
the  walls  of  the  biliary  ducts,  and  vary  in  size  from  those  so  small  that  they 
cannot  be  seen  with  the  naked  eye  to  others  which  are  several  millimetres 
in  diameter.  When  the  tubercles  are  massed  together  so  that  they  form 
small  nodules,  the  cells  of  the  liver  are  of  course  destroyed,  the  surrounding 
cells  suffer  coagulation  necrosis  and  infiltration  with  spheroidal  cells,  and 
tubercle  bacilli  may  be  found  in  large  numbers  in  the  cheesy  masses. 

Tuberculosis  of  the  Oenito-urinary  S3rstem.— Tuberculosis  may  involve 
any  part  of  the  genito-urinary  tract,  and  is  by  no  means  rarely  met  with  in 
the  testicle,  the  Fallopian  tube,  the  bladder,  and  the  kidneys. 

Tuberculosis  of  the  Testicle. — When  tuberculosis  appears  in  the  testicle 
it  develops  in  one  or  two  forms.  In  one  of  these  the  onset  is  abrupt  and 
accompanied  by  acute  inflammation,  and  in  the  other  type  the  disease 
develops  slowly,  with  no  inflammation  and  without  pain.  WTien  the  acute 
inflammation  of  the  first  type  disappears  the  testicle  presents  irregular 
nodules,  which  also  develop  in  the  chronic  form.  In  a  large  proportion  of 
cases  the  disease  is  secondary  to  lesions  elsewhere,  but  it  may  be  primary, 
particularly  if  it  begins  in  the  epididymis.  Verneuil  believes  with  others 
that  infection  may  occur  during  coitus  if  tuberculous  disease  of  the  uterus 
exists,  but  that  state  is  very  uncommon.  Bab€s  has  found  tubercle  bacilli 
in  the  vagina. 

In  nearly  all  cases,  whether  the  disease  be  primary  or  secondary,  the 
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lesion  begins  in  the  bead  of  tbe  epididymis,  forming  nodules  which  undergo 
caseous  changes.  The  infection  spreads  to  the  vas,  which  becomes  thickened 
and  nodular,  and  to  the  testicle,  the  vaginal  tunic  of  which  is  infected.  In 
more  than  three-fourths  of  the  cases  this  secondary  infection  of  the  testicle 
takes  place. 

When  primary  infection  of  the  testicle  occurs  the  tul)ercles  also  produce 
nodules,  which  soften  and  may  form  a  sac  of  cheesy  matter.  Sinuses  may 
form  after  adhesion  to  the  scrotum  has  taken  place  and  discharge  exter- 
nally. 

Symptoms  of  Tuberculosis  op  the  Testicle. — In  the  form  of  the 
disease  characterized  by  sudden  onset  the  symptoms  closely  resemble  those 
caused  by  gonorrhceal  orchitis,  for  sickening  pain  and  swelling  are  present. 
Instead  of  subsiding  in  the  course  of  a  week  or  ten  days,  the  swelling 
persists,  although  the  pain  disappears;  but  before  many  days  have  passed 
softening  occurs  and  the  so-called  abscess  is  fonned  escaping  by  one  or  more 
sinuses.  The  swelling  is  often  bilateral,  and  in  some  instances  massive 
caseation  does  not  take  place,  but  hydrocele  develops.  In  the  chronic 
painless  form  there  is  gradiud  enlargement,  usually  of  one  testicle,  with  the 
development  of  one  or  more  nodules  and  a  sense  of  weight.  In  place  of 
caseation  a  fibroid  process  may  develop. 

Di.vGNOSis. — ^^rhe  diagnosis  of  acute  tuberculosis  of  the  testicle  can  be 
made  only  after  care  has  been  exercised  to  exclude  the  possijpility  of  injury, 
metastasis  in  mumps,  gonorrhoea,  syphilis,  and  the  orchitis  of  some  of  the 
acute  infectious  diseases  such  as  typhoid  fever.  A  previous  history  of 
gonorrhceal  orchitis  is,  however,  of  importance,  for  this  condition  predis- 
poses to  tuberculosis  of  this  part.  The  absence  of  any  of  these  causes,  the 
presence  of  tuberculous  lesions  ebewhere,  as  in  the  seminal  vesicles  or  pros- 
tate, or  in  organs  farther  removed,  and  the  fact  that  the  patient  is  in  young 
adult  life,  all  favor  the  diagnosis  of  this  disease  being  present.  The  develop- 
ment of  suppuration  and  the  finding  of  the  bacilli  in  the  cheesy  pus  will,  of 
course,  decide  the  diagnosis. 

The  chronic  type  must  be  separated  from  sarcoma  and  from  the  thicken- 
ing following  gonorrhceal  orchitis.  The  absence  of  any  recent  history  of 
gonorrhoea,  or  of  urethral  discharge,  and  the  presence  of  an  irregular  tumor 
which  increases  in  size,  all  point  to  tuberculosis  as  the  cause.  The  finding  of 
the  bacilli  proves  tuberculosis,  but  the  presence  of  the  gonococcus  does 
not  prove  the  absence  of  tuberculosis,  for  obvious  reasons.  If  hydrocele 
is  present  the  injection  of  some  of  the  fluid  into  the  peritoneal  cavity  of 
a  guinea-pig  may  decide  the  diagnosis  by  producing  tuberculosis  in  that 
animal. 

Treatment. — In  most  cases  it  is  far  safer  to  remove  the  gland.  The 
palliative  treatment  consists  in  the  ordinary  hygienic  measures  used  in 
tuberculosis  and,  if  the  disease  is  localized,  in  incision  and  drainage  with 
iodoform  gauze;  or  in  other  cases,  after  the  abscess  is  evacuated,  the  cavity 
may  be  injected  with  iodoform  in  glycerin  or  in  olive  oil  to  the  extent  of 
15  drops.  In  other  cases  a  few  drops  of  this  mixture  may  be  injected  into 
the  gland  at  different  points  every  three  or  four  days,  care  being  taken 
that  antisepsis  is  preserved. 
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Tuberculosis  of  the  Bladder. — This  condition  may  be  either  primary  or 
secondary,  ami  when  secondary  it  may  be  due  to  infection  through  the 
blooiivessels  fmni  a  distant  point,  or  by  direct  extension  from  the  prostatic 
urethra,  which  is  diseased  through  infection  of  the  prostate  gland,  which 
is  aifected  in  97  percent,  of  cases  of  ^enito-urinary  tuberculosis  according 
to  Kazywicki.  In  other  instances  the  tuberculous  lesions  are  transferred 
from  (he  kidney  by  the  ureter  to  the  bladder.  In  still  other  instances  the 
Infection  passes  from  the  vas  deferens  or  epididymis  or  seminal  vesicles  to 
this  viscus.  Primary  vesical  tuberculosis  is  f|iiite  rare,  and  when  it  occurs 
is  *Uie  to  infection  from  tuberculous  female  genitals  (Fournier).  In  many 
instances  a  case  of  tuberculosis  of  the  bladder  which  i.s  seemingly  primary 
is  really  secondary  to  an  unrecognized  infection  of  the  kidney.  This  renal 
condition  in  other  instances  may  be  known  to  exist  iluring  life,  but  it  may 
develop  so  synchronously  with  the  vesical  lesions  that  it  is  difficult  to  tell 
which  organs  were  first  aifected.  In  many  other  cases  the  primary  lesion 
may  really  exist  in  the  prostate  or  in  the  seminal  vesicles. 

'rhe  bladder,  when  aifected  by  tulH*rculosis.  develops  grayish  miliary 
tubercles  in  its  epithelial  lining,  which  can  rarely  he  seen  through  the  cy.sto- 
scope  as  small  gray  spots »  which,  like  all  other  tuberculous  growths  of  small 
size,  tend  to  amalgamate  and  form  patches  which  in  turn  may  ulcerate, 
and  so  destroy  the  raucous  membrane.  The  ulcers  may  l>e  single  or  mul- 
tiple»  and,  like  tuberculous  ulcers  of  the  bowel,  may  have  irregular  outlines 
with  the  base  covered  by  greenish  or  grayish  pus.  Sometimes  they  are  deep. 
at  others  superficial,  and  in  the  severe  cases  they  may  penetrate  the  walls  of 
the  bladder  and  cause  absces-ses,  which  in  turn  may  perforate  the  rectum, 
the  vagina,  or  even  the  tissues  in  the  suprapubic  area.  The  chief  lesions 
are  usually  in  the  area  of  the  trigonum.  Tubercle  bacilli  may  be  found  in 
the  pus  in  the  urine. 

Symptoms, — The  symptoms  of  tuberculosis  of  the  bladder  are  usually 
not  well  marked  in  the  early  stages,  and  the  onset  of  the  mahidy  may  he  so 
gradual  that  the  disease  is  well  developed  before  it  is  recognized.  At  first 
nothing  more  than  a  little  vesical  irriiahilily  may  appear,  and  the  urine 
remains  clear  and  normal  in  appearance.  The  microscope  may,  however, 
reveal  a  few  red  blood  cells,  and  later  distinct  hmmaiuria  develops,  which  is 
characterized  by  the  appearance  of  a  few  drops  of  clear  blood  at  the  end  of 
urination.  As  soon  as  the  mucous  membrane  of  the  blad<ier  l>ecomes 
eroded  infection  is  prone  to  occur  and  cystitis  develops,  and  wnth  the  appear- 
ance of  cystitis  jmin  comes  to  be  a  prominent  symptom,  associated  with 
tenesmus  and  a  constarU  desire  to  urinafe,  which  exhausts  the  patient  and 
prevents  sleep.  The  earliness  with  which  these  symptoms  develop  depenfis 
upon  the  seat  of  the  disease.  If  it  lie  in  the  trigonum,  they  arise  promptly; 
if  elsewhere,  they  may  be  postponed  for  months.  Retention  of  urine  may 
follow  ulceration,  or  in  other  cases  as  the  neck  of  the  bladder  ulcerates 
incontinence  is  produced. 

Diagnosis. — The  diagnosis  of  vesical  tuberculosis  dcpenils  upon  the  pres- 
ence of  these  symptoms  and  the  finding  of  the  bacillus  in  the  urine,  or  by 
inoculation  of  a  rabbit  or  guinea-pig  with  the  urine,  with  the  sid^sequent 
development  of  the  disease  in  that  animal ;  but  the  failure  of  either  of  these 
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tests  does  not  exclude  tuberculosis.  If  gonorrhcea,  stone  in  thr  blatlcler, 
stricture  of  the  urethra,  or  a  history  of  the  use  of  irritating  drugs  can  he 
excluded,  and  if  no  spinal  disease  exists  to  cause  secontUiry  bladder  trouble, 
tuberculosis  should  be  suspected.  The  presence  of  tuberculosis  elsewhere, 
of  course,  suggests  that  this  disease  is  tlie  cause  of  the  bladder  trouble. 

Treatment. — For  the  general  plan  of  treatment  in  these  cases  reference 
must  be  made  to  treatises  on  genito-urinary  disease.  The  Vjlachlernnist  be 
s*wthed  by  alkaUnc  diuretics  if  the  urine  is  acid,  hyoscyanius  may  l>e  given 
for  vesical  irritability.  an4l  if  the  disease  is  active  iodoform  in  olive  oil  may 
\ye  injected  into  the  bladdiT  every  day,  using  a  10  per  cent,  solution.  The 
bladder  should  be  carefully  emptied  before  the  iodoform  is  injected.  In 
other  cases  corrosive  sublimate  1:5<KX>  may  l>e  employed  by  injection.  In 
severe  cases  perineal  drainage  is  to  be  resorted  to. 

Tuberculosis  of  the  Kidneys. — With  regard  to  the  pathway  by  which  the 
Ijacillus  reaches  the  kidney  two  views  iiave  generally  been  heU].  Hiema- 
togenous  infection  is  admitted.  Until  recently  an  ascending  infection  has 
l)een  thought  not  uncommon,  hut  there  is  at  present  a  decided  tendency  to 
doubt  that  infection  travels  from  below  upward;  it  has  been  shown  by  many 
observers  that  tubercle  bacilli  are  occasionally  present  in  the  urine  of  tuber- 
culous patients,  even  when  subsequent  examination  at  autopsy  discloses  no 
lul)erculosls  of  the  genito-urinary  organs,  and  hence  it  is  not  necessary  to 
invoke  ascending  infection  to  explain  I'enal  lesions  secondary  to  tuberculosis 
elsewhere. 

Tuberculosis  of  the  kidneys  appears  in  an  acute  and  chronic  form.  The 
former  is  of  the  miliary  type  and  !s  associated  with  the  signs  of  tuberculous 
infection  elsewhere,  and  cannot  be  treated  separately  from  the  general  state. 
The  chronic  form  may  arise  as  a  primary  lesion,  or,  far  more  commonly, 
as  a  secondary  process  due  to  ilisease  of  the  lower  genital  tract.  When  the 
disease  is  primarj'  the  bacillus  probably  gains  access  to  the  kidney  through 
the  blood;  this  type  is  that  usually  met  with  in  children.  But  the  form 
ascending  from  the  genitals  is  that  met  with  in  a<lults,  as  a  rule.  Males 
are  more  frefpiently  affected  tlian  females,  The  disease  is  most  frecpifnt 
between  tweiUy-five  and  forty  years  of  agej.iut  it  has  occurred  in  an  infant 
at  the  breast  and  in  very  old,  men.    The  lesions  are  often  bilateral. 

The  pathological  process  in  primary  and  secondary  renal  tuberculosis 
is  quite  difTerent.  In  the  priniarj*  form,  in  which  the  infe<'tion  comes  by 
the  blood,  the  bacilli^  resting  in  the  V€»ssels  of  the  tufis  and  tubules,  form 
small  tul>ercles,  which  graduiilly  undergo  necrosis  and  so  cause  a  spread  of 
the  disease  to  other  parts  of  the  kidney,  particularly  the  calices  and  the 
pelvis.  The  necrosis  of  tuberculous  notles  gives  rise  to  areas  of  softening 
or  abscess  cavities,  and  these  are  filled  with  cheesy  material  which  rarely 
contains  blood  and  urine,  although  Hnie  salts  are  frequently  present  in  the 
dead  tissue.  Not  only  tubercle  Imcilli  but  [jyogenic  and  other  micro- 
organisms are  often  present.  The  capsule  of  the  kidney  is  thickened  and 
may  show  scattered  tubercles.  The  sixe  of  the  organ  is  considerably 
increascil  by  the  growth  of  the  tubercles  and  the  associated  inflamma- 
tion, forming  the  so-called  massive  tuberculosis  of  the  kidney.  Finally,  the 
kidney  may  be  shrunken. 
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As  the  tuberculous  process  in  the  pelvis  of  the  kulney  increases  the  ureter 
is  usually  infectfd,  and  as  a  result  is  often  partly  occluilod.  This  produces 
a  retention  of  urine  iu  the  kidney  and  so  a  secondary  hydronephrosis 
develops,  or  it  may  be  a  pyonephrosis.  Sometimes  in  the  early,  and  much 
more  frequently  in  tlie  later,  stages  of  the  affection  the  tissues  suiTOvnidlng 
the  kidney  iH'CtMiu*  more  or  less  affected  and  a  [x^rinephritic  tul>erculosis  may 
appear  horn  niptnre  of  a  softened  area  throu*^]i  the  capsule  of  the  kidney. 

^Vhell  that  form  of  renal  tul^rcuk>sis  whicli  is  secondary  to  tuherculosis 
in  the  lower  ^enito-urinary  tract  develops,  the  ureter  is  first  involved,  and 
thence  the  pelvis  of  the  kidney.  The  disease  then  attacks  the  tips  of  the 
pyramids  and  so  gradually  the  entire  inland  is  involved,  but  to  a  less  degree 
than  in  the  fonn  firi^t  descriljcd.  Pyonephrosis  is  very  common  in  these 
cases,  and  obstruction  in  the  flow  of  urine  is  usual. 

Symptoms. — Often  no  s}7nptoms  appear  until  the  pelvis  of  the  kidney  is 
diseased,  when  pain  l)ecomcs  a  marked  symptom.  This  pain  may  l)e  dull 
or  acute,  as  if  due  to  a  renal  calculus,  with  the  characteristic  radiation  of 
the  pain  to  the  penis  and  inner  side  of  the  thigh.  Tlie  urinary  symptoms 
are  frequent  urination^  slight  incontinence,  and,  later,  distinct  signs  of 
cystitis  develop.  Before  the  pelvis  of  the  kidney  Is  affected  the  urine  may 
be  uormah  but  afterward  it  contains  pus  ami  blood,  the  pus  coming  from 
this  area  or  from  the  necrotic  ulcerating  tubercle.  Attacks  of  violent  jxtin, 
arising  from  acute  hydronephrosis  due  to  blocking  of  the  ureter  by  cheesy 
masses,  may  occur,  followed  by  a  free  flow  of  purulent  urine  as  the  obstruc- 
tion gives  way.  Tubercle  bacilli  can  usually  be  found  in  the  urine,  but  care 
must  be  taken  that  the  smegma  bacillus  is  not  mistaken  for  the  specific 
bacillus,  and.  as  indicate<i  above,  the  demonstration  of  the  tul>ercle  bacillus 
does  not  prove  that  the  infection  is  in  the  genito-urinary  organs. 

The  a3so<:iated  symptoms  are  those  of  afucmia,  debility,  and  loss  of  fle^h» 
A  lumbar  tumor  may  also  appear. 

When  the  case  is  grave  the  question  of  operation  must  \ye  considered, 
and  it  is  important  to  discover  if  tlie  disease  is  bilateral  or  unilateral  before 
operathig.    This  may  be  done  by  unilateral  catheterization. 

Tuberculosis  of  the  Fallopian  Tubes,  Ovaries,  and  Uterus.— The  fre- 
quency of  tuberculosis  of  the  Fallopian  tubes  is  notable.  It  forms  the 
largest  part  of  all  statistics  involving  the  female  genitalia,  for,  as  stated 
below,  the  ovary  and  uterus  an*  nirely  affected.  Tuberculosis  of  these 
parts  was  recognized  and  reported  as  early  as  1744  by  Morgagni.  In 
1886  Hegar  publishetl  an  im|x>rtanl  paper  on  this  subject  which  njarked 
an  epoch  in  its  study.  To  illustrate  the  great  frequency  of  tuberculosis  of 
the  female  genital  tract  the  statistics  of  eight  European  pathologists  may 
be  cited.  In  8627  cases  of  tuberculosis  in  females,  this  disease  had  infected 
the  genitals  208  times.     These  relative  proportions  are  probably  too  small. 

Unlike  tuberculous  disease  elsewhere,  tuberculosis  is  quite  frequently  a 
primary  lesion  in  these  parts,  the  infection  being  received  in  some  cases  from 
the  male  during  coitus  (Verneuil,  Cohnheim),  but  in  the  majority  of  instances 
taking  place  through  the  blood  or  lymphatics.  Acconling  to  the  statistics 
of  Schramm,  Spaeth,  Mosler,  and  Frerichs,  genital  tuberculosis  is  found 
to  be  primary  in  about  IS  per  cent,  of  cases  of  genital  tuberculous  disease. 
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Genital  tuberculosis  is  most  common  during  the  period  of  sexual  life. 
Pathologically  the  condition  under  these  circumstances  is  like  that  of  an  ordi- 
nary salpingitis,  the  tubes  being  thickened  and  filled  with  cheesy  material. 
Because  of  the  inflammation  associated  with  the  tuberculous  process  the  fim- 
briated extremity  of  the  tubes  becomes  adherent  to  the  ovaries  and  the  uterus 
may  become  infected.  This  condition  may  develop  in  children  as  well  as  in 
adults,  and  it  is  usually  bilateral.  True  abscess  of  the  tube  may  arise  from 
this  cause  and  a  tuberculous  parametritis  and  peritonitis  often  start  from 
this  nidus.    In  some  cases  a  miliary  tuberculosis  of  the  tube  develops. 

The  ovary  is  rarely  involved,  but  when  this  occurs  it  is  always  a  secondary 
infection  from  an  infected  tube  or  other  adjacent  parts  or  from  the  blood. 
The  uterus  is  affected  only  in  very  rare  instances. 

Prognosis. — ^The  prognosis  in  tuberculosis  of  the  female  genitalia  is  more 
favorable  than  would  be  imagined,  provided  an  early  diagnosis  is  made  and 
operative  treatment  resorted  to.  It  is,  of  course,  more  favorable  in  these 
instances  if  the  lesion  be  a  primary  one,  for  if  severe  disease  is  present  else- 
where, operation  may  be  contraindicatcd  and  general  recovery  impossible. 

Treatment. — ^The  treatment  is  entirely  surgical. 

Tuberculosis  of  the  Heart. — Ferrend  and  Rathery  have  reported  a  case 
of  tuberculous  vegetative  endocarditis  following  primary  tuberculosis  of 
the  spleen.  Tubercle  bacilli  were  found  in  these  vegetations  and  in  the 
clotted  heart  blood. 

Tuberculosis  of  the  myocardium  is  very  rare.  In  1902  Anders  collected 
71  cases  of  tuberculosis  of  the  myocardium,  and  reported  one  of  his  own, 
which  were  all  he  could  find  in  literature.  Out  of  3999  autopsies  reported 
by  Valentin  and  Sangelli  this  condition  was  found  in  only  9  instances. 
Weigert,  however,  states  that  he  has  found  minute  tubercles  in  different 
portions  of  the  heart  in  nearly  all  his  autopsies  on  patients  who  died  from 
acute  miliary  tuberculosis. 

Tuberculosis  of  the  Thyroid  Oland.— Fraenkel  and  Chiari  in  480 
autopsies  on  tuberculous  subjects  found  the  thyroid  gland  affected  13  times. 

Tuberculosis  of  the  Brain  and  Cord.— Tuberculosis  of  the  meninges 
of  the  brain  and  cord  has  already  been  mentioned  when  discussing  the  tuber- 
culous infection  of  the  serous  membranes.  The  tissues  of  the  brain  and 
cord  are,  comparatively  speaking,  very  rarely  affected.  When  tuberculous 
lesions  occur  in  these  parts  they  are  practically  always  secondary  to  tuber- 
culous lesions  elsewhere,  but  there  are  a  few  exceptions  to  this  rule.  Thus, 
Demme  has  recorded  a  unique  case  of  tuberculous  tumor  of  the  cerebellum 
in  a  child  of  twenty-three  days,  and  he  has  also  had  a  case  in  which  infection 
seemingly  took  place  through  the  nose. 

When  tubercidoits  tumors  develop  in  these  parts  of  the  nervous  system 
they  appear  as  solid  or  caseous,  rounded  masses,  which  resemble  the  ordinary 
tuberculous  growth  as  it  is  seen  elsewhere.  They  vary  in  size  from  a 
millet-seed  to  an  orange.  When  incised  they  are  caseous,  fibrocaseous,  or 
hyaline  and  calcareous,  or  all  of  these  changes  may  be  found  associated. 
The  surface  of  the  growth  is  sometimes  soft  and  translucent,  and  the  adjacent 
brain-tissue  may  be  filled  with  miliary  tubercles,  which,  coalescing  with  the 
m^n  growth,  in  this  way  increase  its  size.     The  growth  does  not  undergo 
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the  rapid  changes  usually  met  with  elsewhere.  Sometimes  these  nodules 
l>ecome  enca|)sulate<l  hy  fibrous  tissue  just  as  does  the  ordinary  tuberculous 
growth  in  the  hmg,  or  rapid  ijofteiiiug  in  the  surroun(iing  tissues  develops 
and  suppuration  takes  [>lace. 

These  tulierfulous  gn)\vtii.s  do  not  tend  to  infiltrate  the  surrounding  tissue 
They  generally  occur  in  the  brain  tissue  itself,  and  while  it  has  been  asserte 
that  they  always  spring  from  the  pia  mater,  this  ^^cw  is  of  tloubtful  value, 
they  often  project  above  the  surface,  the  cerebrospinal  Huid  is  rcatlily  infected| 
Otie-thinl  of  these  tuberculous  growths  occur  in  the  cerclielluui,  in  one  of  its 
hemispheres  or  In  tlie  middle  lobe.  After  the  cerebelhim,  the  cerebrum 
is  the  most  common  site,  and  after  this  Gowers  gives  the  follo\nng  order: 
the  ]K>ns,  the  cerebral  ganglia,  the  (piadrigeminal  iRtdies.  As  a  rule,  more 
than  1  growtli  exists;  but  sometimes  2  and  sometimes  as  many  as  10  or  12 
are  present.  Thus,  Trevelyan  found  them  ninltiple  in  17  out  of  33  cases, 
which  is  a  smaller  proportion  than  is  usual,  an<l  the  largest  numl>er  in  any 
one  case  was  4.  In  a  case  n*ported  by  Middleton  there  were  20,  and 
in  a  case  reported  by  Hoinen  there  were  12.  West  and  Henoch  have 
each  reported  a  case  in  which  there  were  12  tul^rculous  tumors.  There 
arc  a  few  cases  reconled  in  which  recovery  has  taken  place  notwithstanding 
the  presence  of  a  tuberculous  tumor  in  the  brain,  and  without  operation. 
(For  literature  see  Trevelyan's  article  in  the  iMnrei  for  November  7,  1903.) 
The  symptoms  and  treatment  of  tubercle  of  the  brain  are  discussed  under 
Brain  Tumor. 

LEFROST. 


Definition. — Leprosy  is  a  chronic  infectious  disease  caused  by  a  specific 
bacillus,  and   is  characterized   by  the  occurrence  of  granulomatous  new- 
growths  in  the  skin,  mucous  membrane,  peripheral  nerves,  and  viscera.    The 
lesions  are  partly  anaesthetic  and  there  is  a  marked  tendency  to  destructivtt| 
ulceration  and  trophic  lesions.  " 

History. — The  history  of  leprosy  is  as  old  as  the  written  history  of  the 
human  race.  The  earliest  known  records  are  in  two  Egyptian  papyri  of 
42(jO  B.C.  and  2400  «.c.  The  detailed  description  of  leprosy  in  the  third 
book  of  Moses  is  familiar  to  all.  In  India  and  China  the  earliest  writine 
that  unmistakably  describe  leprosy  appeared  about  700  B.C.  The  dis 
appears  much  later  in  European  history.  It  was  not  mentioned  by  Hippoc^ 
rates,  and  we  may  assume  that  it  was  unknown  in  his  time.  It  appeared 
in  Greece  before  375  b.c.  and  gradually  spread  over  all  Europe,  its  exten- 
sions l>eing  generally  along  the  track  of  conquering  armies.  Its  extensive 
distribution  in  the  Middle  Ages  finally  brought  about  stringent  restrictive 
regulations  which,  beginning  in  the  tlnrteenth  century,  ser\'ed  to  gradually 
decrease  the  disease  until  now  it  occurs  only  in  isolated  centres  of  infection. 

Distribation. — At  present  the  distribution  of  leprosy  is  very  extensive, 
principally  in  tropical  and  subtropical  countries.  It  is  a  mistake  to  con- 
sider that  leprosy  is  essentially  a  disease  of  warm  climates.  In  Europe 
it  apf»ears  only  in  small,  scattered  centres  or  in  isolated  cases.  It  prevails  in 
greatest  numbers  in  Finland,  Sweden,  Iceland,  and  Norway,  particularlj 
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the  latter.  In  Russia  it  is  found  in  forty-nine  provinces,  most  frequently  in 
the  Baltic  provinces  of  Lifii  with  009  and  KurhirnJ  with  201  cases.  Isolated 
eases  occur  in  England,  Germany,  Brittany,  ami  Italy.  The  total  number 
of  cases  in  Western  Europe  at  present  is  estimated  at  3000.  The  disease 
is  found  all  over  tropical  Asia.  In  British  India  tlie  rnirnlifT  of  lepers  is 
estimated  at  105.000,  or  one  in  every  two  thousand  of  population.  It  is 
believed  that  leprosy  prevails  in  the  southern  provinces  of  China  more 
than  anywhere  else,  although  no  accurate  figures  are  available.  It  is 
very  common  in  Japan,  the  number  of  cases  being  estimated  at  23,660 
(Souton),  and  in  Ceylon,  Persia,  Arabia,  and  the  Malayan  country.  In 
the  Philippines  there  are  probably  15,000  lepers.  The  disease  is  widely 
distributeti  in  Africa,  particularly  along  the  upper  Nile  and  the  countries 
bordering  along  the  Red  Sea  and  the  Mediterranean.  I^eprosy  was  intro- 
duced into  the  Sandwich  Islands  in  1859,  and  in  1891  one  in  thirty  of  the 
population  was  affected. 

Nluch  has  been  said  of  the  early  existence  of  leprosy  in  America.  There 
is  no  evidence  to  show  that  the  disease  existed  prior  to  the  Spanish  discovery. 
The  so-called  evidence  of  pre-CuIurubian  leprosy  in  America  is  entirely  too 
vague  to  justify  any  deductions.  In  point  of  fact  it  suggests  syphilis  or 
sacrificial  mutilation  more  strongly  than  leprosy.  At  present  lepers  are 
found  in  large  numl>ers  in  Mexico  and  many  countries  of  South  America. 
In  Colombia  there  are  said  to  be  seven  in  every  one  thousand  in  the  popula- 
tion. There  are  some  cases  in  New  Brunswick  and  British  CYihimbia.  Cuba 
and  the  Antilles  are  severely  infected;  the  latest  figures  give  1297  lepers  in 
Cuba.  In  the  United  States  tlie  disease  is  generally  distributed.  A  recent 
official  report  shows  that  nearly  every  large  city  has  at  least  one  case,  the 
aggregate  numl>er  for  the  United  States  reiiehing  over  IHM).  The  disease 
occurs  in  three  main  foci,  namely,  one  in  Louisiana,  which  has  existei!  since 
1785,  and  has  lately  been  estimated  as  containing  about  500  cases;  another 
ID  California,  the  infection  having  been  brought  in  by  the  Chinese,  and  a 
third  in  Minnesota,  where  it  is  estimated  that  there  are  170  lepers,  the  num- 
ber being  almost  entirely  made  up  of  emigrants  from  the  infected  districts  in 
Norway,  from  which  region  infecte<l  persons  also  carried  the  disease  into  the 
Mormon  settlements  of  Utah.  These  settlements  in  Utah  liave  also  been 
infected  from  Hawaii. 

Etiology. — The  specific  cause  of  leprosy  is  the  Bacillvs  lepnr,  discovered 
by  Hansen  in  1871.  This  bacillus  is  about  the  same  size  and  has  t!ie  same 
morphology  as  the  tubercle  bacillus.  Like  it  it  is  also  acid  fast;  that  is  to 
say,  when  stained  with  an  aniHne  dye  it  does  not  decolorize  readily  in  the 

Eresence  of  mineral  acid.  It  stains  a  little  more  easily  than  the  tubercle 
acillus  and  decolorizes  more  rapidly.  It  has  not  been  grown  successfully 
on  artificial  culture  media.  It  is  found  packet!  in  very  great  numbers 
insitie  the  leprosy  cells,  but  it  does  not  invade  the  nucleus.  It  is  also  found 
in  zooglea  masses  in  the  lymph  spaces,  in  the  granulomatous  lesions,  and 
in  the  infiltrate*!  nerve  tissues,  A  number  of  cases  have  been  reported  in 
which  the  bacillus  has  been  found  in  the  circulating  blood. 

Maimer  of  Infection. — There  is  one  case  of  experimental  inoculation  on 
record  in  the  person  of  a  Hawaiian  convict  reported  by  Arning.    Four  weeks 
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after  inoculation  the  disease  began  to  develop  with  acute  pain  and  thicken- 
ing of  the  nerve  trunks,  and  a  little  while  after  a  typical  leprous  nodule 
appeared  at  site  of  inoculation.  The  patient  died  of  the  disease  in  six  years.. 
Unfortunately  this  experiment  was  made  in  a  leprosy  country  and  the  maB 
had  a  leprous  family  history,  so  that  the  evidence  derived  from  it  cannot^ 
be  regarded  as  absolutely  conclusive.  There  can  be  no  doubt  that  in  a  large 
number  of  instances  the  bacillus  gains  admission  through  abrasions  of  th«! 
skin  and  mucous  membrane,  and  possibly  also  from  the  friction  of  infecte ' 
clothing. 

Corroboration  of  the  idea  that  the  l)acilli  gain  entrance  through  loca 
lesions  is  found  in  the  fact  that  where  people  go  habitually  without  shoes,! 
as  in  tropical  countries,  the  disease   first  appears  in  the  feet  in  a  large 
proportion  of  cases.     Ehler  states  that  in  Iceland  the  face  and  bands  are_ 
most  frequently  attacked  because  ti»e  remainder  of  the  body  is  so  fully  pro^H 
tected  by  clothing.     Boinet,  in  Hanoi,  considered  infected  earth  to  be  tlie 
probable  carrier  of  the  disease  to  the  feet  of  the  natives.    He  found  the  earth 
saturated  with  sputa,  crusts,  and  discharges  of  the  lepers.     He  was  able 
to  demonstrate  that  the  soil  of  the  cemetery  at  Hanoi  was  highly  charged 
with    bacilli,  but  this  evidence  is  of   little  value,  as  acid-fast    bacilli  are 
widely   distributeil.     Caras!if|utlla  beheves  that  lp]>rosy  may  l>e  conveyed 
by  the  bite  of   fleas,  and   infection    by  the  mosquito  must  also  be  bome^ 
in  mind,  since  the  bacilli  are  sometimes  found  in  tlie  blood  and  have  als<l^| 
been  demonstrated   in   mosquitoes.       Scabies    may   transfer  the  infection. 
A  large  proportion  of  cases  are  undoubtedly  infected  in  sexual  intercourse. 
The  contagion  of  leprosy  is,  however,  feeble. 

The  immunity  of  physicians  and  nurses  is  proverbial,  although  severa 
striking  instances,  as   that   of    Father    Damicn,  are   on   reconl  in  whicl 
attendants  on  lepers  have  fallen  victims  to  the  disease.     It  would   seen 
that  long  intimate  contact  were  necessary  to  contract  it.    Hutchinson  sug 
gests  that  leprosy  may  be  conveyed  from  person  to  person  by  commensal] 
contagion;  that  is  to  say,  by  eating  food  prepared  by  the  sore  hands  of  a 
leper,  and  by  eating  out  of  infected  dishes  ami  utensils.    Von  Bergmann,  in 
a  stuily  of  100  cases  of  leprosy  in  Riga,  found  that  GO  per  cent,  occurretl  in 
people  who  had  lived  in  intimate  contact  with  lepers.     In  the  workhouse 
at  Riga  there  were  23  cases:  4  who  entered  with  it,  19  who  contracted  it  in 
the  house;  9  cases  developed  in  women  whose  neighbors  in  the  next  bedftH 
had  leprosy.  ^| 

Great  significance  was  formerly  attache<l  to  the  factor  of  heredity  in 
leprosy,  but  recent  studies  of  the  epi^lemiolog}'  of  the  disease  have  disproved^— 
its  importance.  Boinet  cites  a  case  in  which  grandfather  and  grandmoth^^| 
were  lepers,  while  the  father  and  five  children  escape<l  although  living  in  a 
leprous  community.  Children  of  lepers  rcTnoved  soon  after  birth  from 
the  infected  districts  do  not  develoj)  leprosy,  while  their  brothers  and  sisters 
who  continue  to  live  in  the  leper  community  may  contract  it.  None  of  the 
children  of  Norwegian  lepers  who  have  emigrated  to  the  United  States 
have  develoj)ed  the  disease.  Tonkin,  in  a  careful  study  of  lepers  in  Algeria 
found  that  only  10  per  cent,  of  the  cases  had  any  leprous  taint  in  their  ances 
try;  so  that  90  per  cent,  at  least  must  have  derived  the  disease  from  othe 
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sources.  He  found,  further,  that  less  than  10  per  cent,  of  the  children  of 
lepers  developed  the  disease,  which  is  certainly  a  low  percentage  of  con- 
tagion for  persons  living  in  close  intercourse  with  lepers,  even  disregarding 
the  question  of  heredity.  There  is  nowhere  a  record  of  a  leprous  foetus, 
although  one  or  two  cases  of  infants  born  with  leprosy  has  been  reported. 

The  disease  is  exceedingly  rare  under  one  year;  and,  in  fact,  before  the 
fifth  or  sixth  year.  It  must  be  recognized  as  very  feebly  contagious, 
therefore,  when  close  and  prolonged  contact  is  eliminated.  Of  the  various 
types  the  tuberculous  is  far  more  contagious  than  the  ansesthetic. 

Many  writers  have  maintained  that  defective  nutrition  and  diet  play  an 
important  role  in  this  disease.  Hutchinson  is  at  present  the  foremost  ex- 
ponent of  the  theory  that  the  disease  is  conveyed  by  food  and  that  the  germs 
gain  entrance  to  the  body  through  the  stomach.  He  believes  that  tainted 
fish  carry  the  infection,  although  leper  bacilli  have  never  been  found  in  them. 
This  idea  of  fish  serving  as  the  medium  for  the  infection  of  leprosy  is  not  a 
new  one.  They  have  been  suspected  in  all  ages,  and  it  is  true  that  leprosy 
occurs  chiefly  in  countries  where  fish  forms  a  staple  article  of  food,  and  where 
a  large  proportion  of  the  inhabitants  are  engaged  in  fishing.  There  is  noth- 
ing inherently  improbable  in  the  theory  that  fish  may  carry  the  infection, 
or  that  a  fish  diet  may  represent  a  common  additional  factor  in  the  develop- 
ment of  the  disease.  As  against  this  theory,  Hansen  maintains  that  it  is 
necessary  to  demonstrate  the  bacilli  in  fish.  He  states  that  the  people  of 
Norway  are  using  more  fish  than  ever  at  present,  but  nevertheless  leprosy 
is  constantly  decreasing. 

Morbid  ^latomy. — In  tuberculous  leprosy  the  lesions  consist  in  granulo- 
matous growths  or  diffuse  infiltration  of  the  skin  and  mucous  membrane. 
The  granulomatous  growths  are  built  up  of  small  round  and  fusiform  cells 
and  large  vacuolated  cells,  called  by  Virchow  leprosy  cells.  These  cells 
are  probably  of  endothelial  origin  and  are  packed  full  of  bacilli.  They 
frequently  develop  into  giant  cells.  The  bloodvessels  are  increased.  In 
diffuse  leprous  infiltration  the  same  histological  elements  are  observed.  The 
new-growth  invades  the  bloodvessels,  hair  follicles,  and  sweat  glands.  The 
bacilli  are  found  everywhere,  but  in  greatest  numbers  in  the  giaijt  and 
leprosy  cells. 

In  the  macular  lesions  there  is  a  larger  proportion  of  connective  tissue, 
the  bacilli  are  fewer,  and  none  of  the  large  types  of  cells  are  seen.  In  the 
ansesthetic  type,  diffuse  or  nodular  infiltrations  are  found  in  the  nerve 
trunks.  The  nerves  are  firmer  than  normal  and  darker  in  color.  The 
interstitial  connective  tissue  is  markedly  increased  and  the  axis  cyhnders 
are  atrophied. 

Leprous  nodules  and  infiltrations  are  found  in  the  liver,  spleen,  testicle, 
intestines,  and  kidneys.  In  the  bones  osteomyelitis,  necrosis,  and  atrophy 
are  observed,  the  bone  being  replaced  in  many  instances  of  leprous  mutila- 
tions by  connective  tissue.  In  the  larger  joints  changes  occasionally  are 
obflerved  that  are  very  similar  to  the  trophic  joint  changes  of  tabes. 

Symptoms  and  Climcal  Forms. — Leprosy  shows  itself  under  an  extreme 
variety  of  forms.  Its  beginning  is  very  imndious  and  at  first  the  progress 
is  very  slow.    Even  after  a  number  of  years  the  lesions  may  be  very  insig- 
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tilficant  and  not  nt  all  conclusive  to  the  casual  observer.  The  incubation 
perioJ  is  uncertain,  and  is  usually  accepted  as  very  long.  The  average 
incubation  is  assiiiued  to  be  between  two  and  three  years,  although  cases 
are  reporteil  in  which  it  is  supposed  to  have  lasted  from  ten  to  twenty-seven 
years;  these  prolougc*!  instances  must  be  viewed  with  suspicion  as  to  their 
accuracy.  In  many  otiier  cases  pcrioils  as  brief  as  from  three  or  four  weeks 
to  tiiree  or  four  months  are  given.  It  will  be  recalled  that  the  incubation 
of  the  Hawaiian  inoculation  case  was  four  weeks. 

Another  disputed  point  in  the  symptomatolog)'  of  leprosy  is  the  existence 
of  the  primary  sore  or  the  leprotuf  chancre^  as  it  has  been  called.  It  has 
been  shown  that  all  evidence  points  to  direct  inoculation  as  the  source  of 
leprosy,  and  it  is  not  unreasonable  to  assume  a  primary  sore  at  the  point 
of  inoculation  of  the  germ.  Many  observers  hold  that  such  a  sore  does 
occur»  and  that  in  a  large  majority  of  cases  it  is  locate*!  on  the  nasal  septum, 
Tlujs,  Stickler  was  able  to  demonstrate  ulceration  of  the  septum  in  128 
out  of  153  early  cases. 

I^iCprosy  l>egiris  with  marked  prodromata,  of  which  fever  is  the  most 
common.  It  comes  in  crises  of  several  days'  tluration  ami  is  usually  mistaken 
for  malaria.  It  is  entirely  analogous  to  the  pre-eruptive  fever  of  syphilis. 
Head  and  joint  pains  are  common  as  well  as  general  malaise,  with  frequent 
drtnching  and  exhausting  sweats  unassociated  wjlli  fever.  Epistaxis  is  a 
common  and  early  symptom  and  corroborates  Stickler's  observation  of  the 
existence  of  a  primary  ulcer  in  the  nose.  After  lasting  from  a  few  months 
to  two  years,  an  unusually  severe  attack  of  fever  ushers  in  the  primary 
eruption  or  viacular  stage  of  leprosy. 

Macular  eruptions  consist  in  erythematous  patches,  smooth,  shiny,  and 
slightly  elevated.  They  occur  all  over  the  body,  but  are  more  profuse  on 
the  face,  the  backs  of  the  hands^  and  forearm.  The  supraorbital  ridges 
and  malar  prominences  are  commonly  affected.  The  hairy  scalp  is  not 
invadcil.  The  patches  come  and  go,  although  the  later  crops  show  a  tendency 
to  persist  and  for  the  skin  to  become  slightly  thickened.  When  the  macules 
invade  the  hairy  portion  of  the  body,  the  hair  is  lost  or  Ijecomes  white  and 
downy.  The  macules  arc  antcsthetic,  particularly  in  the  centre  of  the 
patches. 

Next  follows  the  stage  of  development  of  the  leprous  nodules  or  the 
deposit  of  specific  leprous  infiltration.  Here  the  disease  may  be  broadly 
divided  into  three  clirucal  types:  first,  tuberculous  or  nodular  leprosy,  in 
which  the  skin  and  mucous  membrane  are  invaded  by  the  specific  new- 
growth;  second,  the  anaesthetic  or  nerve  leprosy,  where  the  leprous  deposits 
take  place  in  the  nerve  trunk;  third,  the  mixed  type  of  leprosy,  which 
combines  both  of  the  foregoing  and  to  which  class  all  cases  ultimately  tend. 

TuBKRCULous  OR  NODULAR  LEPROSY  may  begin  with  or  without  the  mac- 
ular stage.  The  leprous  nodules  appear  under  the  skin,  particularly  about 
(he  face  and  ears;  the  nodules  are  palpable  as  distinct,  tough,  flattened  masses 
under  the  skin.  They  have  a  peculiar,  rubbery  consistence,  are  painless, 
and  freely  movable.  Diffuse  infiltration  of  the  skin  takes  place,  and  large, 
Hat,  leprous  patches  are  formed.  The  leprous  lesions  grow  steadily  larger, 
until  on  the  face  large  folds  and  masses  of  tissue  are  formed,  producing  the 
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condition  known  as  Leontiasis,  or  the  lion-like  jnce  of  leprosy.  New  nodules 
appear  and  other  portions  of  the  body  are  invaded  until  practically  the 
leprous  lesions  cover  the  entire  skin  surface.  In  the  early  stages  the  nodules 
occasionally  diminish  in  size  or  may  be  entirely  absorbed.  Later  they 
break  down  and  extensive  ulceration  occurs.  At  this  stage  the  mucous 
membrane  becomes  extensively  involved.  The  cartilaginous  structures  of 
the  nose  are  completely  lost,  and  leprous  ulcerations  of  the  larynx  occur, 
with  loss  of  voice  and  ultimately  cicatricial  stenosis,  which  may  cause  intense 
dyspnoea.  Extension  of  the  leprous  ulceration  into  the  corneal  structures 
may  cause  blindness.  The  ulcerations  procjuce  horrible  and  characteristic 
deformity. 

Death  takes  place  from  exhaustion  or  intercurrent  infection. 

AN.fiSTHETic  Leprosy. — Anaesthetic  leprosy  shows  a  very  different  picture 
from  the  foregoing.  The  macular  stage  continues  and  is  marked  by  increased 
fignientaiion  and  complete  ancesthesia  of  the  macule.  Gradually  extensive 
neuritis  is  developed  in  the  trunks  of  various  nerves,  causing  pain,  severe 
and  neuralgic  in  character,  and  later  large  areas  of  anaesthesia  or  numbness. 
The  superficial  nerve  trunks*  the  posterior  auricular,  and  the  ulnar  where 
it  winds  alnuit  the  internal  condyle,  are  palpably  thickened.  IhtUous  crtij>' 
iions  occur  on  the  hands,  feet,  and  elbows,  and  along  the  course  of  the 
nerves  breaking  down  an<i  leaving  extensive  spreading  and  destructive  trophic 
ulcers.  As  a  further  result  of  these  trophic  disturbances  extensive  con- 
tractures develop,  and  fingers  and  tf>es  slough  away.  In  the  older  cases  the 
areas  in  the  distribution  of  the  affected  nerves,  which  at  the  beginning  of 
the  disease  were  painful  or  numb,  become  completely  ana'sthctie  and  tlie 
muscles  become  extensively  atrophied.  ^Vhen  this  comiition  occurs  in  the 
hand,  a  ty*pical  cloM^like  hand  oj  iejrrosy  is  produced.  The  atrophied  skin 
is  particularly  prone  to  injuries  and  to  extensive  ulceration.  The  course 
of  this  type  of  leprosy  is  excessively  chronic. 

The  mixed  leprosy  presents  a  combination  of  the  features  of  tuberculous 
and  anaesthetic  leprosy.  In  all  cases  of  extensive  tuberculous  leprosy  the 
ner>'e  trunks  eventually  liecome  involved,  and  the  evidences  of  neurilis  and 
trophic  disturbances  are  added  to  the  clinical  picture. 

DiagBOsis. — In  advanced  cases  leprosy  could  hardly  be  mistaken  fur  any 
otlier  disease.  TTie  lesions  are  too  striking  and  distinctive.  Difhculties  in 
diagnosis  arise  in  early  undeveloped  cases,  particularly  in  the  macular  and 
ansesthetic  tyyx's.  Here,  as  IVIans<»n  says,  the  touchstone  of  diagnosis  is  the 
ancesthesia.  It  should  be  sought  for  In  the  centre  of  macular  areas,  and  in  the 
centre  of  recent  nodules,  if  any  exist.  Advantage  may  also  be  taken  of 
the  fact  that  leprous  areas  <io  not  perspire.  Baelz  uses  an  ingenious  plan  not 
only  for  diagnosis,  but  also  for  mapping  out  the  involved  areas.  Aniline 
is  rubbed  on  the  skin  and  pilocarpine  is  administered  hypodermically.  The 
leprous  areas  do  not  sweat  and  consetjuently  remain  unstained. 

Tlie  most  satisfactory  diagnosis  consists  in  iilentificalion  of  the  bacilli.  For 
this  purpose  a  leprous  nodule  may  be  clamped,  punctured  with  a  needle, 
and  the  exuding  drop  of  flniii  properly  stained  and  exaniine<l.  Even  in  (he 
very  earliest  cases,  long  before  other  symptoms  appear,  leprous  tliickening 
be  demonstrated  in  the  ulnar  or  posterior  auricular  nerves.    In  doubtful 
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cases  the  minute  fragment  of  one  of  these  nerves  should  be  excised  and 
stained  for  the  bacilli. 

Morrow  calls  attention  to  the  fact  that  leprosy  and  nasal  catarrh  go  hand 
in  hand,  and  that  in  the  large  proportion  of  cases  bacilli  can  be  demon- 
strated in  tlie  nasal  secretion.  It  has  also  been  shown  that  where  nasal 
secretion  is  scanty  a  few  doses  of  potassium  iodide  will  cause  a  sharp 
catarrhal  flow,  in  which  the  biicilli  may  be  demonstrated. 

Prognosis. — In  the  vast  majority  of  cases  leprosy  slowly  tends  to  a  fatal 
ending  from  exhaustion  or  intercurrent  infection.  Isolated  cases,  however, 
occur  in  which  the  disease  is  arrested  or  cured.  These  instances  of  arrest 
are  more  common  in  amesthetic  leprosy  than  in  the  tuberculous  type.  Many 
of  these  cases  survive  twenty  or  thirty  years^  and  in  a  large  proportion  of 
these  the  specific  process  is  probably  ended,  although  the  extensive  damage 
by  nerve  involvement  and  trophic  lesions  remain.  Even  tuberculous  leprosy 
has  been  known  to  disiip]»ear. 

Many  cases  are  arrested,  and,  after  a  long  period  of  years,  death  occurs 
From  some  other  disease  not  associated  with  the  leprosy.  These  ^epo^t<^d 
cures  must,  however,  be  accepted  with  extreme  caution.  It  is  probably 
more  fair  to  speak  of  them  as  arrests.  Mention  must  also  be  made  of 
the  marked  amelioration  that  occasionally  follows  the  removal  of  a  leper 
from  the  country  in  which  he  has  developetl  the  disease. 

Treatmeat.^The  treatment  of  leprosy  comprises  careful  attention  to 
cleanliness,  provision  of  good  hygienic  surroundings,  abundance  of  nourish- 
ing food,  proper  clothing,  hygienic  dwellings,  and  light  occupation.  As 
Sf>ecial  remedies  gurgun  oil  and  clmulmoogra  oil  have  been  extensively 
used.  The  former  has  been  abandoned.  Chauhnoiigra  oil  (oleum  gyno 
cardii)  may  be  administered  by  the  mouth  in  doses  of  2  drachms,  or  by  the 
rectum,  in  an  emulsion  with  hot  milk,  when  it  is  badly  lx)rne  by  the  stomach. 
In  some  cases  this  drug  seems  to  have  almost  a  specific  action.  In  a  few 
cases  apparent  cures  and  in  a  great  many  cases  very  marked  improvement 
is  observed.    The  oil  may  also  be  administered  hypodermically. 

Unna  advises  the  internal  use  of  massive  doses  of  ichthyol  c*ombined  with 
inunction  of  pyrogalHc  and  chrysophanic  acid  externally.  The  treatment 
is  supplementetl  by  hot  baths.  Several  cures  have  been  repirtetl  following 
this  plan,  ('rocker  reports  improvement  from  subcutaneous  injection  of  the 
bichloride  of  mercury,  and  De  Luca  from  intravenous  injections  of  mercury 
according  to  Bacelli's  method.  Raynaud  reports  marked  improvement  fol- 
lowing the  administration  of  soiJium  cacodylate.  Roussel  reports  an  apparent 
cure  following  the  administration  of  potassium  chlorate,  and  Manson  a  case 
of  nerve  leprosy  apparently  cured  by  thyroidin.  Tuberculin,  aniivenene. 
and  the  iodides  have  been  used  and  do  more  harm  than  good.  Danielsen 
recommends  salicylate  of  soda  in  ascending  doses  combined  with  tonics. 
He  believes  that  it  cures  leprosy  if  administered  early.  Baelz  uses  salicylic 
acid  locally.  He  treats  about  one  square  foot  of  skin  at  a  time  by  rubbing 
the  diseased  area  with  pummice  stone  until  blood  appears.  SalicyUc  acid 
is  then  applied  in  a  20  per  cent,  ointment  with  lanolin  and  vaselin.  This 
treatment  is  combined  with  the  oil  of  gj^nocardiutu  internally  and  hot 
baths. 
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Nerve  stretching  has  been  recommended  and  practised  for  the  relief  of  the 
painful  complications  and  trophic  disturbances  of  nerve  leprosy. 

Prophylaxis. — The  only  means  of  limiting  leprosy  is  by  isolation.  While 
absolute  segregation  is  the  ideal  and  proper  measure,  it  meets  with  so 
much  opposition,  and  so  many  cases  are  concealed,  that  in  the  long  run  a 
better  purpose  is  served  by  adopting  a  reasonable  compromise  similar  to 
that  followed  in  Norway.  This  includes  caring  for  indigent  lepers  in  an 
asylum  and  allowing  those  whose  people  are  able  to  take  care  of  them  to 
do  so  at  their  homes  under  proper  restrictions.  The  Russian  laws  only 
isolate  the  tuberculous  and  mixed  cases.  Although  it  is  true  that  the  nerve 
cases  are  much  less  contagious,  this  regulation  must  be  regarded  as  a 
mistake. 

FEBBIOULA. 

Definition. — Febricula,  sometimes  called  ephemeral  fever,  is  a  condition 
usually  met  with  in  children,  and  is  undoubtedly  a  disturbance  of  the  heat 
mechanism  of  the  body  produced  by  the  action  not  of  one  but  of  several 
agents;  that  is  to  say,  many  different  causes  are  responsible  for  it  rather 
than  one  specific  cause. 

Etiology. — The  causes  of  febricula  are  very  numerous.  In  some  instances 
it  is  probably  the  result  of  some  infection  which  is  overcome  by  the  pro- 
tective process  of  the  body  before  it  can  develop  into  a  full-fledged  disease, 
such,  for  example,  as  an  aborted  influenza,  or  even  one  of  the  specific 
eruptive  fevers,  or  some  infection  entering  by  the  tonsils.  Some  years  ago 
physicians  believed  that  infectious  diseases  could  be  aborted  in  their  early 
stages  by  proper  measures  designed  to  aid  nature.  This  view  fell  into 
disrepute,  but  our  knowledge  of  protective  processes  and  of  antitoxic  bodies 
makes  it  probably  true.  In  children  an  ephemeral  fever  is  often  due  to 
gastrointestinal  catarrh.  Sometimes  it  is  due  to  gastrointestinal  intox- 
ication. 

Symptoms, — The  patient  after  a  feeling  of  wretchedness,  rarely  lasting 
more  than  a  few  hours,  is  found  to  be  mildly  febrile^  the  temperature  being 
about  102°  to  103°  at  the  most.  There  may  be  fltishing  of  the  face  and 
even  delirium  in  young  neurotic  children.  The  pulse  and  respirations  are 
quickened.  The  fever  usually,  but  not  always,  ends  by  lysis  in  about  three 
days  to  a  week. 

Diagnosis. — ^The  diagnosis  of  febricula  is  made  in  most  instances  after  the 
patient  is  well,  for  until  then  no  one  can  tell  that  the  symptoms  are  not  the 
early  signs  of  one  of  the  acute  infectious  fevers.  The  important  point  is, 
not  to  be  content  with  a  diagnosis  of  febricula,  which  is  but  another  way 
of  saying  that  the  condition  is  uncertain,  but  to  search  carefully  for  the 
real  cause. 

Treatment. — ^This  consists  in  rest  in  bed,  the  use  of  a  little  calomel  followed 
by  a  saline,  and  the  employment  of  a  mixture  of  citrate  of  potassium  and 
sweet  spirit  of  nitre  to  keep  the  kidneys  active. 
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MILK  SICKNESS. 

Definition, — Milk  sickness  is  a  disease  which  is  usually  communicated  to 
man  by  tlie  milk»  or  by  the  butter  or  cheese  made  from  the  milk  of  cows 
ill  of  a  malady  called,  when  it  affects  cattle,  "trembles,"  or  *' slows." 
When  man  is  Infected  it  is  given  this  name  and  the  additional  one  of  "  puking 
fever."  The  mahwly  is  one  wliich  exists  in  the  Southwestern  United  States, 
and  apparently  does  not  affect  animals  on  the  Atlantic  seaboard.  It  is  said 
that  the  llesh  of  affected  animals,  if  not  cooked,  may  convey  the  infection. 
It  is  important  to  know  that  the  infection  may  be  transmitted  from  a 
seemingly  healthy  cow  some  time  before  it  develops  symptoms  of  the 
disease. 

Symptoms. — The  symptoms  in  the  cow  consist  in  refusal  to  eat,  redness 
of  the  conjunctiva,  staggering  gait,  and  muscular  tremors,  whence  the  name 
"trembles."  In  man,  after  a  day  or  two  of  ill-health,  the  patient  is  seized 
with  epigastric  distress^  followed  by  vomiting  and  constipation,  fcvery  and 
ihirsi.  Muscular  tremors  also  appear.  The  breath  is  peculiarly  joul  and 
offensive  and  the  tongue  swotlen.  If  the  disease  is  severe  the  patient  may 
develop  itjph(d:l  sympiomjiy  and  even  become  delirious,  awiatose,  or  con- 
lyidsed.  In  fatal  cases  death  may  come  as  early  as  the  fourth  day,  or  be 
deferred  for  two  or  three  weeks.  The  more  severe  the  cerebral  symptoms, 
the  more  grave  the  prognosis. 

Treatment. — The  treatment  is  purely  symptomatic  and  consists  in  the 
use  of  stimulants  or  sedatives  as  they  may  be  needed. 


WEIL'S  DISEASE. 

Weil's  disease  is  a  very  rare  infectious  malady,  first  descril>ed  hy  Weil 
in  18S6,  which  for  some  unknown  reason  seems  jmrticularly  prone  to  attack 
butchers.  It  is  characterized  by  the  development  oi  fever  and  aculc  jaundicCt 
and  appears  usually  in  the  warm  months  of  the  year.  The  victims  of  its 
onset  are  usually  young  and  middle-age<l  adults,  and  the  symptoms  are 
severe  headache,  lumbar  paiUy  and  cramp-like  sensations  in  the  legs  and 
arms.  The  niasseter  muscles  also  suffer  from  severe  pains.  Jaundice 
develops  as  an  early  symptom,  and  the  liver  anfl  s[)Ieen  are  found  swollen 
and  tender  on  deep  palpation.  The  stools  may  be  putty-cx)lore<lj  as  if  from 
obstruction  of  the  gall-ducts.  The  fever  may  last  two  wrecks,  often  rises 
to  103°  or  104°,  and  is  characterized  by  sharp  remissions,  as  in  sepsis. 
Albuminuria  may  occur,  and  even  coma  may  develop.  Recovery  usually 
takes  place,  but  convalescence  is  slow. 

Weil's  disease  must  be  separated  from  bilious  remittent  fever,  catarrhal 
jaundice,  and  phosphorus  poisoning.  This  separation  is  readily  accom- 
plished if  the  characteristic  symptoms  just  descriV)ed  are  compared  to  those 
presented  in  the  course  of  these  conditions.  Remittent  fever,  which  is  the 
malady  most  closely  rescmV)ling  Weil's  disease,  is  differentiated  by  finding 
the  a?stivo-autumnal  parasite  in  the  blood,  and  phosphorus  poisoning 
by  the  history  of  the  case  and  the  phosphorescent  character  of  the  vomit. 
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Treatment  is  entirely 


which  can  be  noted  if  it  is  examined  in  the  dark. 
sjTDptomatic. 

GLANDULAR  FEVER, 

Definition. — Ghindiil.ir  fever  is  an  arute  iiifeclious  disease  characterized 
by  a  inrxlerate  febrile  movement  and  a  painful  enlar^jeuieiit  of  the  cervical 
lymphatic  glands. 

HiBtozy. — The  first  accurate  account  of  this  disease  was  published  in  18S9 
by  PfeifTer,  although  it  is  proi)a!)le  that  the  condition  4!escrihed  some  years 
before  by  Filatow,  of  Moscow,  under  the  name  of  idiopathic  inflammation 
of  the  cervical  glands,  was  in  reality  glandular  fever. 

Cases  have  been  reportetl  from  different  countries  on  the  Continent,  and 
from  Englantl  and  the  United  States.  J.  Pnrk  West,  of  Bcllairc,  Ohio,  has 
reporteti  an  epidemic  in  wliich  ninety-six  children  were  attacked,  tliis  being 
the  most  extensive  epidemic  on  record. 

Etiology. — The  specific  rnicro-organisin  of  this  disease,  if  there  be  one, 
has  not  been  <Uscovered,  but  that  tlie  disease  is  infectious  in  nature  is  shown 
by  the  fact  of  its  occurrence,  as  a  rule,  in  small  epidemics  involving  several 
members  of  a  family.  The  disease  generally  occurs  before  puberty,  although 
Galvagni  and  A.  E.  Roussel  have  observed  it  in  adults. 

Symptoms. — The  onset  is  sudden  and  is  characterized  by  moderately  high 
fever,  restlesimessy  headache,  pain  in  the  limbs,  and  soreness  and  pain  in 
the  neck,  which  is  increased  hj  turning  the  head  or  by  swallowing.  The 
temperature  ranges  from  101°  to  1L)3°  antl  may  even  go  as  high  as  104^^. 
The  boweb  are  usually  constipated,  although  in  some  of  the  severe  cases 
observed  by  West  copious  discharges  of  Ihin,  green  feces  mixed  with  mucus 
look  place  shortly  before  the  beginning  of  convalescence.  Abdominal  pain 
is  a  common  s}Tnf>toni,  and  pressure  over  the  lower  part  of  the  alxlomen, 
particularly  in  the  midline  between  the  umbilicus  and  the  symphysis  puliis, 
often  elicits  pronouncefl  tenderness.  Tlie  sweUimj  of  the  anicrior  cervical 
glands^  which  usually  begins  on  the  left  side  and  then  extends  to  the  right, 
attains  its  maximum  between  the  second  and  fourth  ilays.  The  glands  are 
hard,  easily  distinguishable  from  one  another  by  palpation,  and  are  very 
sensitive  to  pressure.  Suppuration  rarely  occurs.  Examination  of  the 
pharynx  reveals  either  a  normal  condition  or  a  slight  hypertemia.  The 
liver  is  always  enlarged,  and  not  uncommonly  there  is  consitlerable  swelling 
of  the  spleen,  .\cute  nephritis  is  the  most  fre(|uent  and  inctst  serious  compli- 
cation. The  duration  of  glandular  fever  is  variable.  European  physicians 
have  described  a  mild  or  abortive  form  in  which  the  temperature  falls  to 
normal  on  the  second  or  third  day,  although  the  cervical  glands  remain 
swollen  several  days  longer.  The  average  febrile  period,  however,  is  from 
seven  to  ten  days.  In  West's  ninety-six  cases  the  average  duration  of  the 
disease  from  its  onset  until  the  complete  disappearance  of  glandular  swelling 
was  sLxteen  days. 

Diagnosifl. — The  occurrence  of  a  sudden  febrile  attack  accompanied  by 
an  early,  painful  enlargement  of  the  anterior  cervical  lymph  glands,  without 
any  intlammatory  involvement  of  the  pharynx,  makes  recognition  of  the 
disease  easy. 
23 
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Prognosis. — Prognosis  is  always  favorable.  Convalescence  is  rapid,  as  a 
rule,  although  in  some  instances  it  is  retarded  by  a  considerable  degree  of 
depression  and  anaemia. 

Treatment. — Experience  has  demonstrated  that  there  b  no  drug  which 
will  influence  the  duration  or  course  of  this  disease.  The  patient  should 
be  confined  to  bed  and  a  mild  aperient  given  to  overcome  constipation 


H0X7NTAIN  FEVSS. 

So-called  mountain  fever  really  does  not  exist  as  a  separate  entity.  It 
has  been  proved  to  be  an  aberrant  form  of  typhoid  fever  infection  in  a 
number  of  instances,  particularly  by  the  United  States  Army  surgeons  or 
those  attached  to  the  United  States  Health  and  Marine  Hospital  Service. 
In  some  cases  the  infection  may  be  paratyphoid.  (See  Paratyphoid  Fever.) 
In  still  other  instances  the  fever  may  be  due  to  an  ansemia  depending  upon 
intestinal  parasites  such  as  the  Anchyhstomum  duodenale.  Some  cases 
may  be  "tick  fever."    (See  below.) 


TICK  nVEB. 

Definition. — ^Under  the  name  of  "tick"  or  "spotted  fever,"  a  febrile 
malady  has  been  carefully  described  within  the  last  few  years.  It  is 
prevalent  in  Western  Montana,  particularly  among  the  eastern  foothills  of 
the  Bitter  Root  Mountains,  Curiously  enough,  it  is  chiefly  limited  to  the 
western  side  of  the  Bitter  Root  Valley,  in  an  area  from  four  to  ten  miles  wide 
and  fifty  miles  long.  Fewer  and  milder  cases  occur  in  Idaho,  Wyoming, 
Nevada,  and  Oregon,  at  a  level  of  from  3000  to  4000  feet.  Its  occurrence 
is  limited  to  the  period  of  from  the  middle  of  March  until  the  middle  of 
July.    Herders  and  ranchmen  are  usually  the  persons  affected. 

This  form  of  so-called  spotted  fever  is  not  to  be  confused  with  cerebro- 
spinal meningitis. 

Etiology. — According  to  the  studies  of  Wilson  and  Chowning,  and  of 
Anderson,  this  disease  is  due  to  a  parasite  which  is  conveyed  to  man  by 
the  bite  of  the  tick.  To  this  parasite  they  gave  the  name  Pyro-plasma 
hominis,  and  therefore  suggested  that  tick  fever  be  called  pyroplasmosis 
hominis,  Accotding  to  these  observers  this  parasite  in  its  smallest  form 
slightly  resembles  the  small  hyaline  bodies  of  malarial  fever,  but  it  is  at 
no  time  pigmented.  Stained  with  Laveran's  or  Nocard's  stain  chromatin 
masses  are  seen,  as  a  rule,  near  one  end  of  the  parasite.  It  appears  free 
in  the  blood  or  in  the  body  of  a  red  corpuscle.  Often  two  parasites  are 
present  in  one  blood  cell,  but  rarely  more  than  this.  They  may  be  joined 
together  by  their  lesser  extremities,  either  when  in  the  corpuscle  or  when 
floating  free  in  the  blood.  Sometimes  the  so-called  parasite  seems  to  change 
its  position  in  a  blood  cell,  but  no  amoeboid  movement  has  been  seen. 

In  the  second  phase  of  its  development  the  organism  in  the  red  blood 
corpuscle  appears  to  be  solitary  and  distinctly  larger  than  io  the  first  phase 
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just  described.  During  this  stage  of  its  development  they  claim  that  it  also 
presents  active  amoeboid  movements. 

Tlie  red  cells  of  the  general  circulation  are  not  infected  in  great  numbers, 
but  if  the  blood  in  the  capillaries  of  congested  tissues  is  examined,  it  is 
found  that  a  large  number  of  the  red  cells  have  become  infected.  The 
greatest  degree  of  corpuscular  infection  is  said  to  be  met  with  in  the  spleen, 
Uver,  lungs,  and  kidneys. 

Since  these  observations  of  Wilson  and  Chowning,  Stiles  and  Craig 
claim  to  have  proved  the  non-existence  of  these  so-called  parasites,  the 
former  asserting  his  inability  to  discover  any  structures  which  lead  him 
to  a  belief  in  the  presence  of  a  protozoon  as  a  cause  of  the  malady.  Craig 
believes  that  the  changes  seen  by  Anderson  in  the  red  blood  cells  are  not 
due  to  a  parasite,  but  dependent  upon  certain  alterations  chiefly  taking 
place  in  the  haemoglobin,  such  as  are  often  seen  during  the  course  of 
epidemic  influenza,  typhoid  fever,  measles,  variola,  and  other  acute  infec- 
tions. The  cause  of  this  disease,  if  indeed  it  ultimately  proves  to  be  a 
separate  entity,  is,  therefore,  at  present  of  uncertain  character,  the  more 
so  as  there  is  reason  to  believe  that  the  Pyroplasma  bigeminum,  which  is 
the  organism  of  Texas  cattle  fever,  is  incapable  of  infecting  man. 

Symptoms. — ^The  disease  makes  its  appearance  in  from  three  to  ten  days 
after  the  bite,  with  chiUy  sensations,  malaiaey  nausea,  headache,  and  wuscuhxr 
soreness.  The  bowels  are  constipated,  the  conjunctiva  congested,  the  urine 
scanty  and  albuminous,  and  slight  bronchitis  occurs.  Epistaxis  is  a  constant 
symptom.  The  fever  rises  sharply  after  the  chill,  but  has  morning  remissions 
like  typhoid  fever.  The  rapidity  of  the  pulse  is  out  of  proportion  to  the 
fever,  often  amounting  to  110  or  140  per  minute,  and  there  is  a  very  moderate 
leukocytosis.    Respiration  is  rapid. 

Its  acme  is  reached  by  the  twelfth  day,  when  it  gradually  falls  by  lysis  for 
four  days  more,  and  so  convalescence  begins.  In  fatal  cases  the  fever  remains 
high,  about  104°  or  105°,  or  even  106°.  The  pulse  is  usually  very  rapid  and 
thready,  and  the  blood  rapidly  becomes  ancemic. 

The  rash  usually  develops  about  the  third  day  on  the  wrists,  arms,  legs, 
and  forehead,  and  later  on  the  back,  chest,  and  abdomen.  This  rash, 
except  on  the  abdomen,  is  often  exceedingly  profuse. 

The  skin  presents  an  eruption  of  bright-red  macules,  varying  from  a 
pinhead  to  a  split  pea  in  size,  and  in  severe  cases  they  become  petechial  in 
character.  They  fade  as  the  fever  falls,  and  the  skin  may  desquamate. 
Sometimes  in  the  later  stage  of  the  eruption  they  appear  like  the  marks  on 
a  turkey's  egg.  Anderson  states  that  slight  gangrene  of  the  fingers,  toes, 
and  scrotum  may  occur.    Albuminuria  is  a  constant  symptom. 

Diagnosis. — The  section  of  the  country  in  which  the  disease  occurs,  the 
history  of  tick  bites,  and  the  finding  of  the  changes  in  the  blood  are  the 
factors  which  make  the  diagnosis  positive.  From  ordinary  purpura  the  dis- 
ease is  separated  by  the  lack  of  sore  throat  and  the  absence  of  arthritis. 
From  typhoid  fever  the  diagnosis  may  be  quite  difficult.  In  that  disease, 
however,  the  rose  rash  appears  first  on  the  belly  on  the  ninth  to  the  twelfth 
day,  whereas  in  tick  fever  it  appears  as  early  as  the  third  day,  and  on  the 
wrists.    The  discovery  of  a  positive  Widal  test  in  the  blood  will  settle  th^ 
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diagnosis.    T)^lius  fever  is  conveyed  from  man  to  man;  tick  fever  is  i 
directly  transferred.    Typhus  fever  breaks  out  in  groups  of  persons.    Tick 
fever  always  appears  sporadically. 

Prognosis. — Ti»e  disease  is  a  very  grave  one,  for  out  of  126  cases  88  died, 
a  mortality  of  about  70  per  cent.  Sometimes  the  mortality  is  as  high  as 
90  per  cent.  Death  usually  ensues  al>out  the  sixth  to  the  twelfth  day  of 
the  illness,  but  it  may  occur  as  early  as  the  fourth  day.  Experience  with 
cases  which  have  occurred  in  Idaho^  Wyoming,  and  Nevada  shows  that 
the  mortality  is  far  less  in  those  Stiites  than  in  Jlontana. 

Treatment. — So  far  as  is  known  cjuinine  seems  to  act  as  a  specific  in  this 
disease.  Anderson  thinks  it  should  \ye  given  in  the  dose  of  15  grains  every 
six  hours,  hypodermically,  and  its  use  conthmed  into  convalescence.  The 
heart  must  be  suppurtcil  by  stimulants  if  it  is  feeble,  and  the  kidneys  flushed 
by  copious  draughts  of  water.  The  tick,  if  found,  should  W  removed  from 
the  skin  and  the  part  cauterized  with  95  per  cent,  carbolic  acid  to  prevent 
infection,  if  possible. 


rOOT-AWD-MOUTH  DISEASE. 


Definition. — This  is  an  acute  infectious  disease  of  herbivorous  animal 
which  sometimes  attacks  omnivora  and  which  spreads  in  epidemic  form 
over  large  territories,  causing  great  mortality  in  the  animals  affected.  When 
the  disease  attacks  the  cow  the  animal  becomes  feverish,  suffers  from  swell- 
ing of  the  mucous  raeuibnines  of  the  mouth,  antl  develops  blisters  on  the 
edges  of  the  tongue  and  on  the  lips-  These  blisters  l>ecome  discolored  and 
rupture,  leaving  ulcers.  At  times  similar  lesions  ap|>ear  on  the  teats.  The 
milk  of  such  animals  is  discolored  and  seems  to  lie  thiekcTicil  as  if  by  mucus. 

The  disease  is  rarely  met  with  in  England  and  America,  and  only  possesses 
interest  to  us,  because  it  is  capable  of  being  conveyed  to  man.  This  convey- 
ance occurs  in  the  case  of  children  by  the  use  of  the  milk  of  the  diseased  cows, 
and  in  adults»  as  a  rule,  by  this  means  or  by  cheese  or  butter. 

The  sifinptojjvf  in  man  are  like  those  of  severe  jftomaiitts,  associated  with 
fever.  Recovery  in  man  usually  occurs,  but  a  mortality  of  about  10  per  cent, 
is  recorded. 

The  cause  of  the  disease  has  not  i>een  isolated.  Even  a  [lorcelain  filter 
does  not  arrest  the  organism,  if  organism  it  be,  that  causes  (he  malady. 


MILIARY  FEVER. 


Definition. — Miliary  fever,  sometimes  called  "the  sweating  sickness,"  is 
an  acute  epidemic  disease  characterized  by  fever,  profuse  sweating,  an  erup- 
tion, and  a  peculiar  sense  of  constriction  in  the  epigastrium. 

History. ^Thc  disease  was  far  more  prevalent  in  the  seventeenth  century 
than  it  has  been  since  that  time,  but  it  still  appears  in  certjn'n  parts  ot  the 
world.  Almost  every  country  in  Euro|K!,  including  England,  has  suffered 
from  its  presence,  but  it  has  not,  so  far  as  I  have  been  able  to  discover,  ever 
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appeared  in  the  United  States.  The  most  recent  epidemics  have  been  in 
Austria  in  1892  antl  in  Styriu  in  1S93, 

Etiology. — Ulae  cause  of  the  disease  is  unknown,  bat  it  is  an  acute  infection, 
apparently  resembling  influenza  in  the  manner  of  its  spread,  altliough  it 
does  not,  as  a  rule,  attack  large  numbers  of  pi^oplc  tl»rou^hout  a  wide  area, 
as  does  that  disease.  On  the  contrary,  it  is  very  often  limited  to  the  p(»pula- 
tion  of  a  single  town  or  district. 

Symptoms. — The  symptoms  of  miliary  fever  are  ushered  in,  as  they  are  in 
all  the  infectious  diseases,  by  lusininde^  headache^  and  Gnorcria,  Tliis  pro- 
ciroraal  stage  may  last  a  day  or  two  or  be  so  brief  as  not  to  be  recognized. 
The  patients  go  to  bed  well,  and  wake  in  the  morning  to  find  themselves 
ill  and  suffering  from  a  drenching  sweaty  which  persists  throughout  the 
illness.  The  bowels  are  usually  confinecl,  the  totifjtie  coaied^  and  the  jmUe 
but  little  altere<l  in  cluinicter  for  the  first  few  tiays  of  the  illness.  A  symptom 
complaineil  of  by  the  patient  is  one  of  oppre^ifiion^  as  if  the  air  of  the  room 
were  hot  and  vitiated.  The  fever  is  usually  high,  rising  to  104°  to  105°,  and 
in  fatal  cases  to  107°.  On  the  third  day  tliere  appears  on  the  skin  an  out- 
break of  red  miliary  papules,  wiiich  often  develo[>  a  white  tip  before  they 
disappear,  and  between  these  are  scattered  targe  numbers  4>f  pearly  vesicles, 
like  sudamina,  which  seem  filled  with  dear  fluid.  Prior  to  the  appearance 
of  this  eruption  a  peculiar  pricking  or  tingling  sensation  is  felt  in  the  skin. 
^^^len  the  eruption  has  fadeil,  desquamadon  sometimes  occurs.  The  entire 
progress  of  the  malady  is  usually  completed  in  nine  or  ten  days. 

The  following  facts  are  also  noteworthy,  viz.:  The  s^reating  is  constant^ 
but  is  vharacierized  by  paroxysms,  in  wliich  it  becomes  still  more  profuse. 
The  rash  appears  on  the  mucous  membrane  of  the  palate  and  cheeks.  The 
sudamina,  or  {)early  miliary  vesicles,  although  they  give  the  name  to  the  dis- 
ease, are  not  a  constant  symptom,  in  all  cases. 

Abortion  nearly  always  occurs  if  a  pregnant  woman  is  attacked. 

Miliary  fever  causes  rapid  emaciation. 

It  is  very  prone  to  l^  followed  by  a  relapse,  but  the  relapse  is  rarely  fatal. 

Prognosis. — Recovery  usually  occurs.  In  severe  cases,  nx  which  the  onset 
IS  fulminating,  death  may  occur  as  early  jis  the  eighth  hour  after  the  attack 
begins.  These  cases  have  market]  nervous  symptoms,  consisting  of  convul- 
sions, delirium,  and  coma.  Evidently  the  patient  is  overwhelmed  by  tox- 
emia. The  mortality  rate  in  various  epi<lemics  has  varied  from  5  to  25  per 
cent.     The  outlook  in  children  is  usually  good. 

Treatment. — This  consists  of  cold  sponging  1o  control  excessive  fever,  the 
use  of  copious  dniuglits  of  water  to  compensate  for  the  loss  of  water  by  the 
skin,  and  for  the  purpose  of  flushing  the  kidneys,  and  in  the  administration 
of  stimulants,  if  they  are  needed,  to  support  the  heart. 


JAPANESE  RIVER  FEVER. 


Definition. — Japanese  river,  or  flood  fever,  is  an  acute,  infectious  disease, 
occurring  in  a  very  limited  area  in  the  island  of  Nippon,  Iwginning  with  a 
necrotic  ulcer,  attended  by  an  exanthem  and  continue<l  fever. 
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The  disease  occurs  in  laborers  who  cultivate  the  inundatetl  bottom  lands 
of  several  rivers  on  the  west  coast  of  the  island  of  Nip(X)n. 

Etiology. — The  etiology  is  obscure.  The  infection  is  evidently  carried  in 
the  corn  and  hemp  grown  in  these  sections,  and  the  primary  eschar  probably 
marks  \ts  point  of  entrance.  The  Japanese  ascribe  the  disease  to  the  bite  of 
a  small  ararus.  Baelz  denies  this.  Given  equal  exposure,  neither  age  nor 
sex  shows  any  difference  in  susceptibility  to  the  disease. 

Symptoms. — .\fter  several  days  of  vialawe  and  repeated  rigorSj  the  disease 
begins  with  the  breaking  out  of  a  small,  round  eschar  in  the  groin,  axilla. 
or  neck.  The  neighboring  lymphatic  trunks  and  glands  become  swollen, 
hard,  and  pjiijiful.  A  continued  jever  ranging  between  103*^  and  104® 
develops,  with  bron<*hial  cou^h  and  marked  conjunctivitis.  About  the  sixth 
day  a  coarse,  red,  papular  eruption  apjicars  on  the  face,  forearms,  legs,  and 
trunk.  This  eruption  fades  away  in  from  one  to  seven  days.  The  fever 
lasts  a  week  longer,  when  it  falls  rather  rapidly,  and  convalescence  begins 
with  a  separation  of  the  eschar  from  the  primary  sore.  The  mortality  varies 
between  15  and  70  percent,  in  diii'erent  epidemics.  No  definite  p)stmorteni 
changes  are  found,  beyond  congestion  of  the  bronchi,  occasional  hypostatic 
pneumonia,  marked  enlargement  of  the  spleen,  and  swelling  of  the  mesen- 
teric glands. 

Treatment. — Treatment  is  symptomatic.  Baelz  advises  quinine  and  sali- 
cylates as  antipyretics  to  be  used  with  caution. 


FRAM6ESIA  (FRAMBCESIA  TROPICA,  TAWS). 

Definition. — Frambesia,  or  yaws,  is  a  chronic  contagious  and  infectious 
disease,  characterized  by  the  appearance  of  a  diffuse  granulomatous  erup- 
tion on  the  skin. 

History. — The  history  of  yaws  begins  with  the  historians  of  the  Spanish 
conquest  of  America.  It  is  a  disease  very  closely  confined  to  tropicul  coun- 
tries and  very  widely  distributed  in  Africa,  in  the  coast  countries  of  trop- 
ical .\sia,  and  in  many  of  the  Pacific  islands.  It  also  occurs  in  Central  and 
tropical  South  America  and  the  Antilles.  The  disease  was  exceedingly  com- 
mon in  Cuba  and  the  southern  United  States  during  the  first  half  of  the 
nineteenth  century,  having  been  brought  there  during  the  slave-trading  days. 
At  one  time  it  causetl  such  a  degree  of  disability  among  the  negroes  that  the 
planters  were  forceil  to  adopt  stringent  rules  for  its  limitation.  Most  of  tJie 
large  plantations  maintaine<l  isolation  barracks,  or  "yaw  houses,"  for  these 
cases.  The  disease  still  lingers  in  Cuba  and  the  rest  of  the  Antilles.  It  has 
all  but  disappeared  from  the  I'nited  States. 

Etiology. — Many  bacterial  forms  have  been  isolated  from  yaw  lesions,  but 
as  yet  the  specific  cause  has  not  been  determined.  The  disease  can  be,  and 
frequently  is,  conveyed  by  direct  inoculation,  intentional  or  accidental.  Such 
inoculation  may  take  place  in  wounds,  abrasions,  and  other  injuries  of  the 
skin.  In  some  yaw  countries,  notably  in  Fiji,  it  is  a  common  practice  for 
mothers  to  inoculate  their  children,  under  the  same  idea  which  prevails 
among  our  lower  classes,  who  fre(|uently  expose  their  children  to  pertussis  and 
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eruptive  dlsea^s,  on  the  theory  that  the  illness  must  be  gone  through  with 
some  time,  and  the  earlier  the  better.  Heredity  has  no  bearing  on  the  etiology 
of  yaws.  Neither  does  a  pregnant  or  nursing  woman  with  yaws  necessarily 
infect  her  child.  Outside  of  direct  inoculation  the  disease  is  conveyed  by 
food,  particularly  by  cooking  utensils.  In  persons  particularly  susceptible, 
infection  may  take  place  by  sleeping  in  a  yaw  house.  All  ages  are  attacked, 
but  the  majority  of  cases  are  seen  in  children.  The  black,  yellow,  and  white 
races  are  susceptible  in  the  order  named.  As  a  rule,  one  attack  confers  com- 
plete immunity.    Frambesia  is  also  seen  in  domestic  fowls. 

Symptoms. — ^The  incubation  period  of  yaws  is  very  variable.  Generally 
speaking,  in  inoculation  cases,  it  varies  between  fifteen  and  twenty  days.  In 
cases  ordinarily  acquired,  the  incubation  is  longer,  ranging  from  fourteen  to 
sixty  days.  In  a  small  proportion  of  cases  prodromal  symptoms,  languor, 
malaise,  headache^  and  rheumatic  pains  are  observed.  This  condition  is 
foUowed  by  what  is  known  as  the  primary  eruption  or  the  primary  sore,  con- 
cerning which  there  is  some  dispute  among  tropical  practitioners.  In  experi- 
mental inoculation  cases  the  primary  sore  is  constant  and  occurs  at  the  point 
of  inoculation.  It  begins  as  a  SToall  papule,  which,  in  the  course  of  a  week, 
is  converted  into  a  shallow  idcer.  In  another  week  the  ulcer  heals,  leaving  a 
slight,  thickened  scar.  In  ordinary  infection  by  yaws  it  is  sometimes  present 
and  sometimes  absent. 

The  generalized  eruption,  the  so-called  secondary  eruption,  begins  with 
the  primary  sore  in  exceptional  cases,  but,  as  a  rule,  is  delayed  for  several 
weeks.  Occasionally,  in  the  period  between  the  eruption  of  the  primary  and 
secondary  lesions,  a  dry,  scaly  affection  of  the  skin  is  seen. 

The  secondary  eruption  begins  as  STnall  papules,  which  itch  intensely.  They 
are  scattered  all  over  the  body,  but  are  most  commonly  seen,  in  order,  on 
the  face,  neck,  limbs,  genitals,  and  trunk.  The  hairy  scalp  is  not  commonly 
invaded;  the  axilla  very  rarely.  The  lesions  are  particularly  numerous  at 
the  mucocutaneous  borders,  the  mouth,- nose,  anus,  and  vulva.  The  erup- 
tion is  roughly  symmetrical.  The  papules,  at  first  the  size  of  a  pinhead  and 
slightly  prominent  under  the  skin,  gradually  increase  in  size  till  thej'  are  as 
large  as  a  pea  or  a  hazelnut.  Small,  yellow  spots  of  pustulation  appear  on 
the  summit  of  the  lesions;  the  skin  cracks;  a  sticky,  yellow,  seropurulent  fluid 
exudes,  which  hardens  and  forms  rupia-like  crusts  or  caps  over  the  summit 
of  the  growths.  The  cap  is  tough  and  adherent.  When  it  is  pulled  off  it 
reveals  a  shiny,  red  papHloma  underneath.  This  warty  growth,  the  true 
yaw,  resembles  a  berry  in  appearance,  hence  the  name  yaw,  i.e.,  a  straw- 
berry; frambesia  from  jramhoise,  a  raspberry.  Indeed,  most  of  the  local 
native  names  for  the  disease  are  words  which  mean  berry  in  their  dialect. 

The  growths  resemble  syphilitic  condylomata  in  their  appearance.  They 
spring  from  the  papillary  layer  of  the  skin,  and  the  warty-like  lobulations 
represent  the  greatly  hypertrophied  papillie.  The  uncovered  yaw  freely 
exudes  the  sticky,  yellow  pus,  already  mentioned,  and  in  a  little  while  the  cap 
is  reproduced.  As  a  rule,  the  lesions  are  painless,  excepting  where  they  occur 
under  thick,  dense  skin,  as  in  the  palms  and  the  soles,  where  tension  may 
cause  great  pain.  Itching  is,  however,  very  persistent  and  annoying.  After 
persisting  weeks  and  months,  sometimes  passing  through  recrudescences  and 
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successive  crops,  the  lesions  gTadiially  grow  smaller,  the  papillomata  dis- 
appear, and  a  dry  eschar  is  left,  which  falls  olT,  leaung  a  patch  of  tliickened 
skin,  bleached  in  the  negro  ami  pigmental  in  tlie  light-skinned  races. 

In  old,  long-standing,  and  neglected  cases,  severe  bone  and  joint  pains 
develop,  ami  oecH^iotially  exten.sive  periostitis  and  caries  occur.  These  are 
the  so-called  tertiary  lesions  of  framl>esia.  They  are  not  constant;  indeed, 
they  never  appear  in  properly  treated  cases. 

Diagnosis. — There  are  only  two  diseases  with  which  tvpical  yaws  can  be 
confused,  syphilis  and  verruga.  Hutchinson  believes  yaws  and  s}'philis,  if 
not  the  sanieilisease,  arc  descernlents  of  the  same  parent  stock;  that  originally 
they  were  identical  and  have  become  differentiated  by  thriving  for  long 
periods  on  different  soils.  Yaws  undoubEe4lly  suggests  syphilis  very  strongly, 
but  there  can  be  no  question  of  the  tluality  of  the  diseases.  Syphilis  and 
yaws  have  frequently  been  observed  in  the  same  individual;  syphilitics  have 
been  successfully  iriocuiatetl  with  yaws,  and  vive  versa.  Finally,  the  histolog- 
ical dilferences  are  marked.  No  giant  cells  are  seen  in  yaws  and  no  thick- 
ener] bloodvessels. 

Scheul>e  believes  yaws  and  verruga  to  be  identical,  but  Glngner  has 
recently  drawn  a  careful  distinction  between  the  histology  of  the  two 
diseases,  and  has  clearly  shown  that  they  are  not  identical. 

Proj^osis. — The  prognosis  is  uniformly  good. 

In  patients  reduced  by  disease  and  in  infants  the  prognosis  of  yaws  is 
not  so  favorable. 

Treatment. — Iodide  of  potash  is  the  remedy  for  frarabesia.  Mercury  not 
only  does  not  do  these  patients  good,  hut  actually  seems  to  do  them  harm. 
Stomatitis  occurs  with  the  greatest  facility  and  is  very  severe.  When  the 
general  condition  is  low,  arsenic,  iron,  and  the  bitter  tonics  are  indicated. 
Most  tropical  practitioners  advise  local  treatment  of  the  lesions.  This 
includes  antiseptic  and  stimulating  applications  and  removal  of  old  lesions 
with  the  curette.  The  prophylaxis  of  yaws  consists  in  cleanliness  and  isola- 
tion of  the  infected.  Great  care  must  be  taken  of  abrasions  and  cuts,  and 
infecteil  dwellings  shouUl  be  avoided. 


VERRUGA  (VERRUGA  PERUVIANA). 

Definition.  Verruga  (a  wart)  is  a  chronic,  infectious,  and  inoculable  dis- 
ease, characterizetl  by  initial  fever,  rheumatic  pains,  aiucrnta,  and  the  devel- 
opment of  granulomatous  lesions  (warts)  on  the  akiu,  mucous  membranes, 
and  internal  organs. 

Distribution. — Verruga  is  limited  to  certain  high  vallevs  of  Peru,  on  the 
Pacific  slopes -of  the  Andes.  At  present  it  is  principally  obserA'e<i  in  the 
valleys  of  Huarochiri,  Tauyos,  Riraac,  and  Canta.  at  elevations  varying 
from  3000  to  SOOO  feet  above  the  sea.  It  is  not  observed  at  lower  levels. 
Cases  are  also  reported  from  the  mountain  districts  of  Ecuador,  BoHviai 
and  Chile.  The  disease  has  existe<l  since  remote  times  in  Peru,  possibly  in 
wider  extension  than  at  present.  It  occurred  among  the  soldiers  of  Pizzaro's 
expedition,  and  is  first  mentioned  by  Zarate  in  his  History  of  Peru  (1543). 
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Ktiology. — Verruga  occurs  in  small  cpHJemics,  but  is  not  contagious.  Car- 
rion, a  medical  student,  in  ISSo,  proved  its  inoculability  on  himself  and  died 
of  the  infection.  As  a  rule,  one  attack  of  the  ilisease  confers  immunity.  Tlie 
specific  cause  of  verruga  has  not  l>een  established.  The  l>elief  is  prevalent 
lAiuong  the  population  that  the  waters  of  certain  springs  are  the  cause  of  the 
Filisease.  Moisture,  heat,  and  elevation  al)ove  the  sea  seem  to  be  necessary 
factors.  Malaria  is  apparently  cK)scly  ass»K'iated  with  the  development  of 
vernjpa:  a  particularly  pornicions  type,  locally  known  as  "Oroya  Fever," 
being  commonly  observed  with  it.  All  ages  anil  both  sexes  areec]ually  liable. 
Natives  of  the  verruga  zone  seem  to  sulfer  less  severely  than  .strangers  com- 
ing to  the  valley.  For  a  time  this  disease  was  believed  to  be  a  form  of  yaws, 
or  framl>esia,  and,  like  it,  was  interpreted  as  a  form  of  s>^3hilis.  Yaws, 
however,  is  not  observed  in  the  internal  organs.  Furthermore,  verruga  is 
observe<l  in  the  domestic  animals,  including  fowls,  an  observation  contrary 
to  any  known  manifestation  of  syphilis. 

Symptoms. — The  incubation  pericnl  is  given  as  ten  days  to  a  year.  Fifteen 
to  forty  days  (according  to  Odriozola)  seems  a  more  reasonable  figure.  In 
t!ie  inoculation  case  of  Carrion  the  incubation  was  twenty-three  ilays.  Clin- 
ically, two  stages  present  themselves,  the  stage  of  invasion  and  the  stage 
of  eruption.  The  stage  of  invasion  begins  with  prodromal  symptonis, 
Ijcuxiiude,  restlessness,  and  weariness  of  the  legs,  lasting  for  a  few  days. 
are  followe<l  by  an  everiing  fever. 

The  fever  gradually  increases  in  severity,  with  viarked  rigors,  and  may 
be  remittent  or  intermittent.  In  a  few  days  jotn/  pains  ilevelop.  The  joints 
invaded  are  the  smaller  articulations  of  the  hands  and  feet,  the  knees,  and 
the  spine.  The  pain  is  severe,  is  worse  at  night,  and  is  fugitive,  passing 
rapiilly  from  one  joint  to  another.  Paiujul  caniraciions  of  piirtit  ular  iinisele 
groups  occur,  most  frequently  in  the  calf-muscles  and  sterrHJUuistoids.  Stime- 
limes  large  muscle  groups  are  aiTecte*l,  so  lIuU  in  extreme  cases  opisthotonos 
may  develop.  As  the  disease  progresses,  amrmia  and  emaciation  occur. 
The  skin  becomes  pale  and  icteric;  the  liver  and  spleen  become  enlarged. 
Soft  bruits  are  heard  over  the  pra^cordiura.  The  fever  persists  from  three  to 
five  weeks,  when  it  gradually  tieclines,  atui,  with  its  disa[)pearaiice,  begins 
the  stage  of  eruption.  The  eruption  usually  develops  after  twenty  days,  or 
it  may  be  delayerl  as  long  as  six  or  eight  weeks.  In  rare  instances  it  is 
observed  at  the  very  beginning  of  the  disease. 

With  the  breaking  out  uf  tlie  eruption,  all  the  general  symptoms  are 
remarkably  ameliorated.  Beginning  (irst  as  smxill,  pinkish  papvJfs,  the 
lesions  l)ecome  dark  blue  in  color,  and  finally  develop  into  warty  excrescences. 
They  appear  on  the  face,  particularly  around  the  eyelids  and  nose,  on  the 
Llimbs,  al>out  the  joints,  and  rarely  on  tlie  trunk.  The  palms,  soles,  aiul 
rhairy  parts  of  the  body  are  also  attacked.  In  size  the  lesions  vary  from  a 
millet-seed  to  growths  as  large  as  an  apple.  They  may  be  few  or  many 
hundreds  in  number.  These  warty  growths  are  exceedingly  vascular  and 
blee<J  freely,  thus  increasing  the  anicmia  of  the  patient.  When  they  develop 
on  the  mucous  membranes  and  internal  organs,  dysptiagia  becomes  a  very 
common  symptom,  ami  hemorrhages  occur  from  the  various  organs  that  are 
the  seat  of  the  lesions;  haemateraesis,  haemoptysis,  hoematuria,  metrorrhagia. 
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etc.  After  persisting  from  four  to  six  montlis,  perhaps  passing  through 
various  recrmJescences,  the  lesions  subside  by  iuvokition  and  desiccation 
or  desquamation,  or  they  may  ulcerate,  or  the  larger  lesions  may  suppu- 
rate. 

Prognosis. ^The  prognosis  is  always  grave,  particularly  so  in  white  people, 
in  whom  G()  to  70  per  cent,  of  all  cases  die.  In  natives  the  mortahty  is  al>out 
10  to  15  per  cent.  The  early  and  complete  establishment  of  the  eruption  is 
a  very  favorable  sign.  In  delaye<l  or  partial  eruptions  the  prognosis  is  grave. 
Excessive  aniemia  is  also  an  unfavorable  sign. 

Treatment. — ^Treatment  is  symptomatic.  On  account  of  the  very  general 
association  of  tliis  disease  with  malaria,  quinine  should  always  be  freely 
administered.  Sudoritics  and  hot  drinks  are  usually  employetl  with  the  itlea 
of  iiastening  or  conipletiug  the  eruption.  Descent  to  lower  altitudes  uot  only 
diminishes  the  pain  and  abbreviates  the  disease,  but  also  lessens  the  ten- 
ilency  to  hemorrhages  from  the  lesions.  Odriozola  recommends  the  removal 
of  all  ulcerates  I  verrugas. 

KUBISAGARI. 


This  disease  occurs  enderaically  in  certain  districts  of  northern  Japan. 
It  is  very  closely  related  to  the  endemic  paralytic  vertigo  of  Switzerland 
(Gerlier*s  disease).  Kubisagari  manifests  itself  by  attacks  characterized 
by  diimiess  of  vision,  diplopia^  and  ptosis,  associated  with  marked  weakness 
of  certain  muscle  groups. 

With  respect  to  the  etiology  of  the  disease,  very  little  is  known.  Like 
Gerlier's  disease,  it  is  observe(]  among  people  who  live  under  the  same  roof 
with  their  cattle.  Miura  attributes  the  disease  to  the  effluvium  from  tlie 
cattle  and  notes  that  the  endemic  section  is  also  particularly  badly  infected 
with  cattle  plague. 

Kubisagari  is  a  disease  of  all  ages  and  both  sexes,  and  occurs  principally 
in  the  warm  months. 

The  course  of  tfie  disease  is  very  chronic.  The  attacks  come  on  at  inter- 
vals of  a  few  hours  to  several  <lays  atid  last  from  a  few  minutes  to  two  to 
three  hours.  They  are  brought  on  by  hunger,  indigestion,  muscular  fatigue, 
and  eye-strain.  Ptosis  and  diplopia  are  constant  symptoms.  Paresis  occurs 
in  various  muscle  grou])s.  most  comraoidy  in  the  posterior  muscles  of  the 
neck,  the  head  dropping  forward  in  consequence  (hence  the  name  **  kubisa- 
gari," 1.  e.f  one  W'ho  hangs  his  head).  Paresis  of  the  muscles  of  mastication, 
deglutition,  and  locomotion  may  render  chewing,  swallowing,  or  walking 
difficult  or  imp<jssible.  Between  attacks  these  symptoms  all  disappear, 
excepting  the  ptosis  and  head-hanging,  which  may  Ix;  permanent.  The 
superficial  ami  deep  reflexes  are  increased.  The  eye-grounds  show  conges- 
tion of  the  optic  disk. 

The  prognosis  is  favorable.  Kubisagari  never  tends  of  itself  to  a  fatal 
issue. 

Treatment. — Bromide  of  potassium  lias  some  effect  in  controlling  the  fre- 
quency of  the  attack.  Miura  reports  the  favorable  action  of  the  iodides  and 
arsenic  in  some  cases. 
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DISEASES  OF  THE  NOSE. 

AOUTE  OOETZA. 

Definition. — ^Acute  coryza  is  an  inflammation  of  the  nasal  mucous  mem- 
brane, characterized  in  its  early  stages  by  hyperaemia,  redness,  and  swelling, 
and  followed  by  free  secretion  of  mucus  and  serum. 

Etiology. — ^Without  any  doubt  acute  coryza  is  an  infectious  malady, 
although  it  usually  follows  exposure  to  cold  or  wet.  The  exposure  produces 
a  condition  favorable  to  the  growth  of  the  micro-organisms  which  cause  the 
disease.  No  single  organism  has  been  isolated,  and  in  some  cases  several 
are  probably  active  at  once.  Coryza  is  a  conspicuous  symptom  of  certain 
forms  of  influenza  and  may  be  produced  by  a  number  of  micro-organisms, 
among  which  the  pneumococcus  should  be  mentioned,  Hajek  claims  to 
have  isolated  an  organism  called  the  Diplococcus  coryzce,  which  he  believes 
is  responsible  for  the  malady. 

The  disease  can  be  transmitted  from  one  person  to  another,  probably  by 
droplets  of  infected  discharge,  the  susceptibility  of  an  individual  depending 
upon  both  a  local  and  general  lowering  of  vital  resistance.  The  breathing 
of  vitiated  air,  as  in  badly  ventilated  theatres  and  steam  cars,  and  of  dust- 
laden  atmospheres,  as  in  certain  industries,  is  a  frequent  predisposing  cause. 
The  possibility  of  a  diphtheritic  origin  in  certain  cases  should  not  be  over- 
look^. Damp  cold,  even  if  of  moderate  degree,  is  more  provocative  of  the 
disease  than  dry  cold. 

Pathology  and  Morbid  Anatomy. — The  pathology  of  acute  coryza  is  that  of 
an  ordinary  catarrhal  inflammatory  process  affecting  a  mucous  membrane. 
The  bloodvessels  of  the  submucosa  become  hyperaemic,  congested,  and 
engorged,  and  from  them  an  extravasation  of  wliite  blood  cells  and  red 
corpuscles  takes  place,  accompanied  by  a  transudation  of  serum,  which 
increases  the  swelling,  and  finally  escapes  upon  the  surface  of  the  mucous 
membrane,  to  be  thrown  off  with  the  desquamated  epithelium.  The  mucous 
glands  secrete  an  excess  of  mucus  laden  with  dead  epithelial  cells  and  leuko- 
cytes or  pus  corpuscles.  As  recovery  takes  place,  the  inflammatory  exudate 
in  the  submucosa  is  absorbed,  the  dead  epithelial  cells  are  replaced  by  young 
cells,  and  in  this  manner  the  process  of  repair  is  completed. 

Symptom^, — The  symptoms  of  acute  coryza  consist  in  primary  ckilliiiess 
and  some  restlessness  and  in  a  sensation  of  dryness  of  the  nasal  mucous  mem- 
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bratie  of  the  part  affectccJ.  Tliis  is  accompanied  by  a  loss  of  the  sense  of  smell 
ami  by  a  dtdl  frontal  headache^  probably  due  to  congestion  in  the  frontal  sinus. 
There  is  freqiiciitly  severe  sneezing,  due  to  the  irritation  of  the  nasal  ner\*es 
by  the  inflammation  and  to  the  trickling  of  the  serum  over  the  angr}'  mucous 
iiieuibrane.  The  voice  sounds  as  if  tlie  nuse  was  **stopped  up."  .\s  the 
Uinea^e  progresses,  large  amounts  of  inuco|jurulent  material  are  <li.scliarged 
from  the  nostrils  and  liml  their  way  back  into  the  nasopharj'nx.  The  consti- 
tutional symptoms  are  often  quite  severe,  anil  consist  in  chilline3s  and  flushes 
of  heat,  followed  by  relaxation  of  the  capillaries  of  the  skin  and  more  or  less 
perspiration.  Achimj  in  ike  head,  in  the  iriit^des,  anil  the  sniaU  of  the  hark 
are  prominent  s}Tnptonis,  indicating  that  the  local  nasal  process  is  not  the 
only  part  disonlered,  hut  that  other  parts  are  indirectly  afTected.  Without 
doubt,  the  two  chief  causes  of  these  symptoms  are  the  loss  of  large  amounts 
of  liquids  by  the  nose,  soinetliing  like  H  to  2  pints  a  day  in  some  case^,  and 
the  absorj>tian  of  toxic  materials  due  to  the  infection. 

Diagnosis. — The  acute  rhinitis  due  to  an  oncoming  attack  of  measles,  or 
that  due  to  an  attack  of  hay  fever,  are  the  two  states  that  most  closely  resem- 
ble true  coryza.  In  infants  the  possibility  of  the  attack  being  due  to  syphilis, 
''syphilitic  snuflles,"  must  be  considere<l. 

Treatment. — The  treatment  of  acute  coryza  consists,  if  the  patient  is  seen 
in  the  stage  of  onset,  of  the  use  of  a  saline  purgative  to  deplete  tlie  system 
and  unload  the  bowels,  and  in  the  internal  use  of  full  doses,  20  to  30  grains 
every  liour  for  five  doses,  of  bicarbotiatc  of  sodium  in  water.  At  tlie  same 
time  the  well-known  combination  called  *'  rliinitis  tablets  *'  may  be  given. 
These  consist  of — 

B — Qiiininaa  sulph gr  j. 

Camphorie      ........  gr.  |. 

Ext.  beUadonnse     .......  gr   j\,. — M 

Sig. — One  or  two  every  thirty  minutes  till  six  are  taken. 

The  nasal  mucous  membrane  should  be  washed  by  a  gentle  spray  of 
normal  salt  solution,  followed  by  a  spray  of — 

B — CocaioEB  hydrochloratis gr    v 

Chloretone      .         .  .         .         .         .         .     gr.  ij. 

Aquas  deatillut q.  s.  ad  fjj,— M 

SIg. — Apply  as  a  spray. 

Followed  by  a  spray  of — 

R — Antipyrini      ........     gr.  xv. 

CocainiE  hydrochloralis  .         .         .         ,         ,         .     gr.  j. 
.\q use  camphors     .......  fo"J- 

Aquffi  destillat.       .  .         .         .       q.  s.  ad  f,5  j. — M. 

This,  in  turn,  should  be  followed  by  a  spray  of  menthol  in  the  proportion 
of  6  grains  to  the  ounce  of  liquid  all>olenc. 

In  many  instances  a  hot  foot-bath  and  a  dose  of  ,5  to  10  grains  of  Dover's 
powder  may  be  usefl  to  abort  an  attack. 

After  the  disease  is  well  on  its  way,  it  is  bound  to  run  its  course.    We  can 
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only  give  relief  by  using  a  type  of  nnsal  treatment  like  that  just  suggested 
ami  in  cleansing  the  ncisal  cl»ainhers  of  mucus. 

When  the  attack  has  run  its  course  the  consequent  <lebihty  is  best  con- 
trolled by  the  use  of  fresh  air,  arsenic,  animoiiium  benzoate,  and  bitter  tonics. 


CHBOKIO  NASAL  CATARRH. 


Definition. — Chronic  nasal  catarrh,  as  its  name  implies,  is  a  chronic  inflam- 
matory state  of  the  nasal  mucous  membranes,  frequently  due  to  repented 
attacks  of  the  acute  variety,  or  occasionally  coming  on  more  insidiously. 
When  it  is  well  developed  the  tissues  of  the  nasal  chambers  are  relaxed  and 
somewhat  oedematous,  the  secretion  is  abnormal  in  character  and  in  quantity, 
au<l  this  pathological  condition  is  often  subject  to  acute  exacerbations  due 
to  exposure  to  the  usual  causes  of  a:)ryza. 

Etiology. — The  causes  of  chronic  nasal  catarrh  are,  as  just  stated,  repeated 
attacks  of  acute  coryza  and  continued  exposure  to  the  action  of  irritating 
dust  or  of  cold,  moist  air,  laden  with  infectious  materials.  The  condition  may 
be  of  syphilitic  origin  or  arise  from  depleted  vitality  from  constitutional  dis- 
ortlers,  such  as  Bright's  disease.  Foreign  bodies  should  be  searched  for, 
particularly  if  the  patient  is  a  child,  and  nasal  growths  may  be  found  as  a 
cause,  although,  as  a  rule,  the  cutarrli  causes  the  formation  of  growths. 

Pfttbology. — An  examination  of  the  nasal  mucous  rnend)rane  in  cases  of 
this  disease  shows  that  the  bloodvessels  are  distcndetl  and  have  lost  their 
normal  elasticity.  They  are  unable  to  drive  out  any  jidthtional  blood  which 
may  be  sent  to  them  because  of  the  other  parts  being  cliilled.  Exudation 
into  the  connective  tissues  takes  place,and  so  this  structure  becomes  thickened 
and  enlargetl.  At  this  stage  the  condition  iss<jmetimes  called  hypertrophic 
rhinitis. 

Repeated  or  protracted  irritation  induces  hyperplasia  of  the  connective 
tissue  of  the  submucosa,  eontinue<l  epilholial  exfoliation,  glandular  atrophy, 
and  sclerotic  changes  in  all  the  layers  of  the  mucous  membrane.  In  the 
earlier  stages  these  changes  arc  those  alreatly  raontiuned  when  discussing 
acute  coryza;  later  ct»ll  proliferation  and  leukocytic  accuinulution  in  the 
nasopharyngeal  submucosa  greatly  ihirken  the  membrane,  particularly 
over  the  turbinates  and  the  septum  {htfperirophic  rhinitis),  while  organiza- 
tion {fibroid  change)  increases  the  fibrous  tissue  in  the  areas  involved,  fol- 
lowed by  contraction  with  atmpliy  of  erectile,  glanihilar.  ami  even  nerve 
tissues  (atrophic  rhinitis).  This  lessens  secretion,  which  tends  to  inspissate.. 
form  scabs,  and  decompose,  causing  the  fetid  emanations  to  which  the  name 
"ozama"  has  been  given. 

Extension  to  one  or  more  of  the  facial  sinuses,  necrosis  of  bone,  or 
involvement  of  the  Eustachian  orifice  or  tube  are  possibilities  constantly  to 
be  rememlx^red. 

Symptoms. — The  symjitoms  of  this  stage  of  the  disease  consist  in  a  con- 
stant secretion  in  excels  of  na.sal  mttcus^  which  passes  in  large  part  into  the 
postnasal  and  nasopharyngeal  spaces.  This  secretion  may  Ite  thin  and 
liquid  or  thick  and  mucopurulent,  and  is  apt  to  vary  in  quantity  with  exposure 
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to  cold  or  dust.  The  secretion  is  so  thick  that  it  readily  becomes  inspissated 
and  partly  blocks  the  nasal  passages,  and,  furthermore,  becomes  loaded  with 
bacteria,  so  that  it  may  l>e  somewhat  fetid. 

Treatment. — The  treatment  consists  in  maintaining  nasal  cleanliness  by 
an  ordinary  nasal  duuche-cup,  to  be  used  night  and  morning,  employing  in 
it  normal  salt  solution  or  Dobcirs  solution  warmetl  to  the  temperature  of  the 
body.  The  physician  should  also  cleanse  the  parts,  when  the  patient  visits 
him,  by  a  mild  alkaline  wash,  and  when  no  acute  exacerbation  is  present  the 
hypertrophic*!  mucous  memhrune  over  the  middle  turbinate  should  be 
cocainized  and  then  lightly  touched  with  a  snjall  electrocautery,  a  piece  of 
oiled  cotton  being  placed  between  the  s[>ot  cauterized  and  the  nasal  septum, 
to  prevent  adhesions  from  forming  during  the  period  of  acute  swelling 
which  follows  the  operation.  Care  should  be  taken  to  keep  the  parts  clean 
for  several  days  to  prevent  infection,  if  the  patient  is  primarily  anaemic  or 
debilitated.  This  treatment  should  not  be  resorted  to  before  the  general 
health  is  improved  by  tonics. 


ATROPHIC  NASAL  CATARRH. 


Definition. — In  this  condition  the  nasal  raucous  membrane  and  the  under- 
lying tissue  undergo  atrophy  and  contraction,  with  the  result  that  the  blood- 
vessels of  the  part  are  occluded  or  destroyed. 

Etiology. — Atrophic  nasal  catarrh  follows  the  chronic  type  of  ordinary 
nasal  catarrh  as  a  late  condition.  At  times  it  seems  to  \)e  due  to  some  con- 
genital defect  in  the  shape  of  the  nasal  cliarahers.  and  in  some  cases  it  begins 
to  develop  as  the  result  of  one  of  the  acute  infectious  diseases. 

Pathology. — The  chief  change  is  an  atrophy  of  the  cells  of  the  nasal  mucous 
membrane  and  an  overgrowth  of  the  submucous  connective  tissue,  which  is 
prone  to  undergo  contractile  changes.  This  cuts  off  blood  supply  and 
increases  tlic  atrophic  process. 

Symptoms. — These  consist  in  the  formation  of  scabs,  or  crusts  of  thickened, 
tenacious  mucus,  which  are  usually  infected  by  many  pathogenic  genns. 
Some  ulceration  of  the  nasal  septum  may  appear,  and  the  patient  may  com- 
plain of  a  constant  feeling  of  dryness  and  irritation,  or  occlusion  of  the  nasal 
passages. 

The  nasopharyngeal  mucous  membrane  is  often  dry  and  shiny  in  appear- 
ance. When  the  condition  is  far  advanced  a  state  of  fetid  ozieria  develops. 
in  which  the  breath  of  the  patient  becomes  fetid  beyond  the  power  of  words 
to  describe  it.  Nothing  equals  it,  except  the  breath  in  a  case  of  pulmonary 
gangrene. 

The  sense  of  smell  is  practically  destroyed  by  the  process,  and  the  patient 
is  often  ignorant  of  how  disagreeable  his  breath  has  become. 

Prognosis. — The  outlook  for  a  cure  of  this  condition  is  unfavorable.  The 
bad  odor  can  usually  be  relieved. 

Treatment. — The  patient  should  be  told  to  use  a  nasal  douche-cup  with 
warm  iKibeirs  solution  twice  a  day.  Kyle  recommends  1  drop  of  ordinary 
coal  oil  dropped  into  each  nostril  after  this.    The  physician  should  see  the 
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patient  every  few  days,  cleanse  the  nasal  chambers,  and  apply  a  1 :  2000 
solution  of  trichloracetic  acid  on  an  applicator  to  the  nasal  passages,  or 
1 :  500  solution  of  formaldehyde  may  be  used. 


HAT  FEV2B. 

Definition. — Hay  fever  is  an  inflammation  of  the  nasal  mucous  membrane 
which  occurs  periodically  and  usually  at  a  time  of  the  year  when  certain 
plants  are  in  a  certain  stage  of  growth.  Associated  with  the  localized  inflam- 
mation, there  is  often  present  an  asthmatic  condition,  in  which  a  sense  of 
oppression  is  well  developed.  In  other  instances  true  asthmatic  attacks 
ensue.  Hay  fever  is  often  called  "  autumnal  catarrh,"  **  rose  cold,"  "  rag- 
weed fever,"  or  "  periodic  rhinitis." 

Bistrilration. — ^The  prevalence  of  hay  fever  depends  largely  upon  the  pres- 
ence in  the  air  of  the  pollen  of  certain  plants,  and  in  those  parts  of  the  country 
where  these  plants  do  not  grow  the  disease  is  unknown.  It  is  more  rare  in 
England  than  in  America,  but  much  more  common  in  these  countries  than 
elsewhere,  being  comparatively  rare  in  France  and  Germany.  Negroes  and 
Indians  are  apparently  immune,  and  the  lower  classes  very  frequently  escape, 
the  disease  being  chiefly  a  malady  of  the  so-called  upper  classes.  The  dis- 
ease is  rare  after  the  fortieth  year  and  aifects  males  oftener  than  it  affects 
females. 

Stiology. — ^There  are  two  chief  factors  in  the  development  of  hay  fever, 
namely,  an  idiosyncratic  state  of  the  patient  and  the  presence  of  an  exciting 
cause  in  the  atmosphere.  Much  discussion  has  taken  place  as  to  what  the 
condition  is  that  renders  the  patient  peculiarly  liable  to  this  affection.  In 
some  cases  it  seems  to  be  a  neurosis  of  the  nasal  cavities  or  a  local  disease; 
in  others  it  is  said  to  depend  upon  a  "litha;mic  state,"  whatever  that  may  be. 
In  every  case,  however,  there  is  a  condition  of  nasal  hypercesthesia  which 
Tenders  the  nasal  mucous  membrane  extremely  sensitive  to  irritants.  Many 
sufferers  from  hay  fever  present  irregularities  in  the  nasal  chambers  which 
may  aid  in  predisposing  them  to  attacks  of  the  malady. 

The  second  cause  of  hay  fever  in  the  great  majority  of  cases  is  the  presence 
in  the  air  of  pollen  from  some  plant,  chiefly  "ragweed."  Pollen  is  not  the 
only  cause,  however,  for  typical  attacks  occur  in  certain  persons  at  seasons 
of  the  year  when  no  pollen  is  present,  the  condition  being  induced  by  some 
irritating  dust  or  vapor  which  in  no  way  influences  the  ordinary  individual. 

Pathology  and  Morbid  Anatomy. — In  the  state  of  the  nasal  mucous  mem- 
brane there  is  nothing  peculiar  to  hay  fever,  which  presents  on  examination 
the  evidences  of  an  acute  catarrhal  inflammation  with  swelling  and  hyper- 
emia of  the  parts  involved. 

Symptoms. — ^The  symptoms  of  "hay  cold"  are  usually  sttdden  in  onset 
and  often  appear  on  a  certain  day  which  the  patient  can  foretell,  and  nearly 
always  at  a  definite  period  in  the  year,  for  the  reason  already  given.  An 
acute  rhinitis  develops  with  irritation  of  the  nasal  mxicous  membrane,  and 
the  running  of  salty  fluid  from  the  nostrils  irritates  the  nares  and  the  upper 
lip.    The  conjunctival  mucous  membrane  is  irritated  and  inflamed,  and 
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the  eyes  are  tearful,  partly  because  of  this  condition  and  partly  because 
the  tear  ducts  to  the  nose  are  stopped  by  the  swelling  of  the  mucous  mem- 
brane. Photophobia  and  neuralgic  pains  in  the  head  are  often  present 
and  add  f^reatly  to  the  patient's  misery.  Frontal  headache  is  constant  and 
severe,  and  tinnitus  and  fulness  of  the  head  are  also  annojing  symptoms. 
Some  deafness  may  l>e  present.  Associated  with  these  symptoms  the  patient 
often  has  marked  systemic  depression  and  wretchedness  with  great  menial 
depression. 

On  examining  the  mucous  membrane  of  the  nose  there  is  found  undue 
pallor  in  long-standing  cases  which  is  not  to  Ixi  expected  when  inflammation 
is  present.  If  a  pitjbc  is  touched  to  the  mucous  membrane  patches  of 
hyperesthesia  are  discovered,  as  evidenced  by  sudden  severe  sneezing  and 
other  signs  of  acute  irritation. 

The  attack  is  prone  to  persist  as  long  as  the  patient  remains  exposed  to  the 
cause^  and  upon  liis  removal  from  cxfX)surc  may  cease  almost  as  speedily  as 
it  came  on.  In  cases  in  which  a  refiex  asthma  due  to  the  nasal  irritation 
ensues  the  patient  may  become  a  chronic  asthmatic  even  if  the  hay  cold 
disappears. 

Prognosis. — The  outlook  for  cure  in  the  afTection  is  not  good  unless  the 
patient  cau  go  away  to  a  resort  where  the  cause  does  not  exist  for  a  certain 
length  of  time  each  year.  So  far  as  life  is  concerned  it  never  endangers 
it,  but  if  the  disease  produces  vital  depression  it  umloubtedly  increases 
the  susceptibility  to  other  diseases.  The  patient  can  \ye  comforted  by  the 
statement  that  the  attacks  stop  or  diminish  in  many  cases  after  forty  years 
of  af;c. 

Treatment. — A  competent  rhiiiologist  should  always  be  asked  to  correct 
all  nasal  irregularities  during  the  period  of  quiescence,  and  the  physician 
should  correct  any  gouty  or  litlnemic  state  by  the  use  of  ordinary  exercise, 
a  good  diet,  and  the  use  of  the  salicylates,  or  bitter  tonics  with  arsenic  to 
improve  the  state  of  the  mucous  membranes  in  general.  Not  infrequently 
good  results  follow  the  use  of  30  grains  of  phosphate  of  sodium  in  a  cup 
of  hot  water  before  breakfast,  given  to  stimulate  the  gastroduodeno- 
hepatic  glands.  In  other  cases  salicylate  of  sodium  in  10  grain  doses  or 
salol  may  be  use<I  for  this  purpose.  These  measures  and  the  resort  to  a 
region  free  of  the  exciting  cause  in  the  autumn  months  are  tlie  prophylactic 
me^isures.  A  sea  voyage  usually  confers  complete  imnnniity  if  taken  at  the 
proper  time  of  year,  and  sometimes  residence  at  some  mountain  resort  does 
likewise,  particularly  if  the  altitude  is  very  great. 

In  the  way  of  local  treatment  for  the  attack  the  swollen  mucous  mem- 
branes may  be  constricted  by  the  application  of  a  solution  of  adrenalin 
chloride  1:5000,  and  after  this  is  fione  the  parts  may  be  washed  with  a 
mild  alkaline  spray  like  Dobell's  .solution  or  normal  salt  solution  which  has 
been  warmed.  After  this  is  done  the  cocaine  solution  and  the  antip>Tin 
solution  recommended  for  acute  coryza  may  be  employed  and  finally  the 
parts  coated  by  the  use  of  the  spray  of  menthol  and  camphor  named  in  that 
article. 

Wthin  the  last  few  years  several  attempts  to  produc^e  immunity  to 
hay  fever  by  (he  use  of  preparations  of  golden   rod   and  ragweed   have 
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been  attempted,  the  patients  taking  them  for  some  time  before  the  time  of 
an  attack  in  the  hope  that  they  would  not  suffer  from  the  disease.  This 
plan  has  not  so  far  proved  very  successful. 

Still  more  recently  Dunbar,  of  Hamburg,  claims  to  have  isolated  a  toxin 
from  the  pollen  of  certain  plants,  and  by  giving  it  to  horses  produced  an 
antitoxic  serum  which,  he  states,  will  protect  a  susceptible  person.  This 
is  not  used  hypodermically,  but  is  dried,  mixed  with  sugar  of  milk,  and  then 
finely  triturated.  A  small  part  of  this  powder  is  to  be  snuffed  up  the  nose. 
When  it  is  desired  to  use  the  remedy  in  the  eyes  the  fluid  serum  is  employed. 
Tlie  value  of  this  method  is  still  undecided. 


EPISTAXIS. 

Etiology. — Nose-bleed  is  due  to  many  different  causes,  chiefly  traumatic. 
The  condition  only  concerns  us,  from  the  medical  standpoint,  when  it  develops 
as  a  result  of  lesions  in  the  nasal  cavities  or  in  the  course  of  the  infectious 
diseases,  or  in  cases  of  heart  disease  in  which  there  is  cephalic  congestion. 
Occasionally  it  occurs  in  very  plethoric  persons  after  severe  exercise,  and  in 
them  it  may  be  a  beneficial  condition. 

Severe  nasal  hemorrhage  usually  arises  from  an  ulcer  on  the  nasal  septum, 
from  cardiac  disease,  the  commonest  lesion  being  mitral  disease,  and  in 
typhoid  fever  as  one  of  the  prodromes.  Occasionally  it  is  a  desperately 
persistent  state  in  haemophilia,  and  even  more  rarely  it  seems  to  be  of  the 
nature  of  vicarious  menstruation.  Sometimes  it  is  a  manifestation  of  blood 
dyscrasia,  as  in  leukemia. 

Treatment. — ^The  treatment  consists  in  plugging  the  nostrils  with  cotton, 
if  necessary  saturating  the  cotton  with  adrenalin  chloride  1 :  2000,  and  in 
compressing  the  artery  on  the  upper  lip  near  the  nose  by  pushing  it  against 
the  jaw-bone.    Internal  measures  are  usually  unnecessary  and  useless. 


DISEASES  OF  THE  LAKYNX. 

AOUTE  OATARRHAL  LARTNaiTIS. 

Definition. — ^Acute  laryngitis,  or  acute  catarrh  of  the  larynx,  is  an  inflam- 
mation of  the  mucous  membrane  lining  the  larynx,  as  a  result  of  which 
there  is  more  or  less  loss  of  voice,  or  aphonia,  and  perhaps  a  sense  of  con- 
striction or  respiratory  oppression. 

Etiology. — ^This  condition  arises  as  a  result  of  any  factor  which  directly 
causes  irritation  of  the  laryngeal  mucous  membrane,  such  as  the  inhalation 
of  irritant  vapors  or  dust.  In  some  cases  the  inhalation  of  cool  and  damp 
24 
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air  produces  like  effects,  particularly  if  the  voice  has  been  used  much 
before  the  exposure.  Indirectly  it  arises  as  the  result  of  getting  the  body 
chilled  in  a  coUl  wind  after  exercise,  and  in  still  oIIht  cases  it  seems  to  be, 
at  least  in  part,  due  to  some  disorder  of  metabolism,  whereby  gouty  con- 
ditions ensue,  and  these  in  turn  cause  laryngeal  inflammation  by  some 
indirect  effect  when  the  voice  is  much  used.  Another  cause,  particularly  in 
the  case  of  cliildren,  is'*  mouth-breathing/*  which  j>ermits  the  air  unmoistened 
by  the  nasal  chamlx.*rs  to  pass  over  the  laryngeal  surface.  In  still  other 
instances  it  arises  as  a  complication  of  one  of  the  acute  infectious  dis- 
eases, as  influenza  and  of  hay  fever.  The  possible  diphtheritic  origin  of 
acute  taryngitis,  especially  in  children,  should  never  be  overlDoked. 

Pathology. — The  infiamination  of  the  lan,'ngeal  mucous  membrane  is 
precisely  like  that  of  mucous  membranes  elsewhere,  except  for  the  fact  that 
glandular  tissue  is  quite  scarce  in  these  parts,  and  so  there  is  but  little 
mucus  secreted  even  if  a  considerable  amount  of  inflammatory  exudate 
takes  place  in  the  tissues  beneath  the  mucous  membrane.  The  dfSf|uamation 
of  epithelial  cells  and  the  presence  of  dead  leukocytes  cause  the  secretion 
to  be  white  and  tenacious,  and  the  congestion  of  the  bloodvessels  gives 
rise  to  a  sense  of  tightness  iji  the  laryngeal  box  wluch  is  distressing.  As 
the  congestion  decreases  the  process  of  regeneration  in  the  epithelial  cells  and 
submucous  tissues  takes  place,  secretion  becomes  more  profase,  and  per- 
fect recovery  ensues. 

STmptoms. — The  patient  finds  it  difficult  (o  develop  the  full  re.sonance 
of  his  voice  and  often  single  words  in  a  sentence,  or  all  the  words,  are 
spoken  somewhat  huskily  owing  to  failure  to  move  tlie  vocal  bands  as 
readily  as  in  health.  There  is  a  sense  of  tightness  in  the  larynx  and  even 
aching  pain  may  be  present.  In  some  cases  hoarseness  is  the  only  symptom, 
but  in  others  the  loss  nf  voice  is  complete.  Speech  at  this  time  is  often  so 
painful  that  the  patient  euileavors  to  avoid  conversation. 

An  exaiuinatiou  of  the  laryngeal  mucous  membrane  at  this  time  will 
reveal  marked  redness  and  hY|>enemia  and  even  small  punctiform  hemor- 
rhages may  be  seen,  particularly  if  the  patient  has  repeatedly  and  violently 
endeavored  to  clear  his  throat  by  hawking  or  coughing.  The  ventricular 
bands  are  swollen,  and  this  may  l)e  the  chief  cause  of  the  loss  of  voice,  for 
it  often  happens  that  the  vocal  cords  escape  the  inflammator}'  process.  In 
other  cases  the  edges  of  the  glottic  opening,  the  epiglottis,  and  the  mucous 
membrane  over  the  arytenoids  are  inflamed. 

As  the  process  proceeds  secretion  is  begun  and  small  particles  of  mucus 
are  occasionally  coughed  up.  This  is  particularly  apt  to  occur  after  severe 
coughing  in  the  morning  in  order  to  dislodge  inspissated  mucus.  The 
masses  expectorated  are  often  distinctly  purulent,  and  discolored  with  soot 
if  the  patient  lives  in  a  city.  Setretion  gradually  becomes  more  profuse. 
Pain  disappears  and  the  voice,  which  has  been  whispering,  becomes  hoarse 
and  coarse  in  character,  certain  words  which  require  etTort  being  sounded 
with  difficulty.  Finally  the  voice  recovers  its  normal  tone  and  the  attack 
is  over. 

Diagnosia. — Care  should  be  taken  that  sudden  attacks  of  hoarseness  are 
not  considered  as  due  to  simple  catarrhal  laryngitis  until  the  possibility  of 
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diphtheria  is  excluded  by  a  thorough  examination  of  the  throat  and  larynx. 
This  is  particularly  important  in  children.  In  adults  the  possibility  of 
aneun\sra,  tuberculosis,  papilloma,  and  syphilis  should  not  he  forgotten. 

Prognosis. — The  prognosis  is  always  good  as  to  recovery  if  the  exciting 
cause  is  removed. 

Treatment. — The  treatment  of  acute  laryngitis  consists  primarily  In  remov- 
ing the  cause.  If  irritant  dusts  are  present  the  patient  must  not  l)e  exposed 
to  them,  and  if  the  outside  atmosphere  is  raw  and  cold  he  must  be  kept 
in-doors  until  recovery  takes  place.  When  a  gouty  diathesis  underlies  the 
condition  the  salicylates  shoulrl  l>e  freely  used  in  the  form  of  salicin,  5  grains 
three  or  four  times  a  day,  and  the  vegetable  salts  of  |x>ta.ssium,  such  as  the 
citrate,  be  given  freely.  About  the  neck  may  be  fastened  a  capsicum  draft, 
or,  if  this  is  not  to  be  had,  a  folded  handkerchief  shoukl  be  wrung  in  cold 
water  and  laid  upon  the  larynx,  lacing  immediately  covered  by  a  cloth  or 
piece  of  flannel,  which  is  bound  arouml  the  neck.  The  cokl  compress  is 
promptly  changetl  to  a  warm  compress  by  the  heat  of  the  body,  and  this  acts 
favorably  upon  the  loral  inflammation  beneath.  The  air  of  tlie  room  in 
which  the  patient  is  to  sleep  or  rest  during  the  day  should  be  kept  well 
moistened  by  steam  disengaged  by  a  bronchitis  kettle  or  by  adiliiig  pieces 
of  unslaked  lime  to  a  tub  of  water.  Into  the  water  in  the  bronchitis  kettle 
may  be  placed  a  few  grains  of  menthol  if  it  is  desirable  to  exercise  a  very 
sedative  effect,  and  the  patient  should  be  forbidden  to  go  into  any  cold 
Tooras  or  hallways.  A  hot  mustard  foot-bath  and  a  hot  lemonade  with  a 
drachm  of  sweet  spirit  of  nitre  at  bedtime  to  produce  sweating  is  also  useful, 
or  a  dose  of  Dover's  powder  may  be  ordered  if  the  patient  is  an  adult, 
Kyle  recommends  the  use  of  tablets  of  jl^  grain  of  pilocarpine  every  hour 
for  four  doses,  or  if  it  is  imjiortant  to  attempt  to  al)ort  the  disease  he  suggests 
the  use  of  5  to  10  drops  of  dilute  nitric  acid  in  water  every  hour  for  three 
doses,  and  then  every  two  hours  for  two  doses.  This  often  gives  temporary 
relief  if  it  does  no  permanent  good. 

If  by  any  chance  the  inflammation  involves  the  glottis  and  seems  to 
endanger  life,  intubation  or  traeheoti*my  is  necessary. 

For  the  hoarseness  antl  thick  secretion  of  the  stage  of  convalescence 
benzoate  of  soda  or  of  ammonia,  in  10  grain  doses  three  times  a  day,  are 
useful,  or  10  grains  of  ammonium  chloride  may  be  given  thrice  a  day  in 
licorice  and  water.  In  still  other  cases  terpin  hydrate  in  the  dose  of  a 
teaspoonful  of   the  elixir  every  three  hours  may  be  used. 
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Symptoms. — Chronic  catarrh  of  the  larynx  is  characterized  by  chronic 
hoarseness,  by  constant  clearing  of  the  throat  in  an  endeavor  to  speak 
clearly,  and  finally,  in  severe  cases,  by  ulceration  of  the  laryngeal  mucous 
membrane.  Not  rarely  after  a  period  of  rest  the  patient  finds  that  after 
the  first  few  words  his  voice  forsakes  him,  or,  instead,  he  may  find  that 
if  speaking  is  difKcult  at  the  beginning  it  becomes  more  easy  as  exercise 
limbers  up  the  infiltrated  muscles  and  engorged  mucous  membrane. 
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Pathology. — Patholo^cally  the  condition  is  characterized  by  chronic 
engorgement  of  the  minute  bloodvessels,  thickening  of  the  mucous  mem- 
brane, and  even  infiltration  of  the  submucous  tissues  and  the  laryngeal 
muscles.  If  this  process  persists  for  any  length  of  time  sufficient  infiltration 
may  be  present  to  become  unabsorbable  and  thus  cause  permanent  alteration 
in  the  character  of  the  voice.  Not  rarely  there  is  thickening  and  swelling 
of  the  pharyngeal  tissues  as  well,  and  the  tonsils  are  the  seat  of  chronic 
lymphoid  changes.  Spots  of  ulceration  may  develop  between  the  arytenoid^ 
cartilages.  ^M 

Diagnosis. — As  stated  in  the  article  on  Tuberculosis,  hoarseness  which  is 
persistent  should  always  be  carefully  investigated,  as  it  often  is  due  to  tuber- 
culosis or  syphilis,  or  even  papilloma.  When  it  is  due  to  aneurj'sm  the  laryn- 
goscope will  usually  reveal  one  cord  paralyzed,  and  when  due  to  syphilis 
the  history  of  the  patient  and  the  benefit  produced  by  specific  treatment 
must  be  noted.  In  persons  of  advanced  years  the  possibility  of  malignant 
growth  must  be  considered. 

Treatment. — The  treatment  consists  in  the  maintenance  of  cleanliness  and 
free  secretion  in  the  upper  respiratory  tract  by  the  use  of  alkaline  sprays 
and  nasal  douches.  To  the  larynx  itself  a  spray  of  ahimnol  (3  per  cent. 
solution)  may  be  applied  every  second  day.  The  use  of  tobacco  and  alcohol 
should  be  forbidden  and  the  liver  and  kidneys  kept  active  by  uiild  alkaline 
purges  and  diuretics.  Tonics  to  the  general  system,  such  as  phosphorus, 
arsenic,  and  sometimes  iron,  particularly  the  syrup  of  the  iodide  are  useful. 


OEDEMATOUS  LARYNGITIS.  ^ 

Definition. — (Edema  of  the  larynx  occurs  as  an  acute  affection,  occasion- 
ally of  such  a  severe  degree  that  it  endangers  life.  It  is  essentially  an  acute 
cellulitis  of  the  laryngeal  tissues,  and  when  it  involves  die  upper  part  of 
the  larynx  in  particular  it  is  called  oedema  of  the  glottis. 

Etiology. — (Edema  of  the  larynx  is  far  more  frequently  due  to  injury 
than  to  any  other  cause,  and  in  many  instances  is  produced  by  the  inhalation 
of  irritant  vapors  or  fumes.  The  only  cases  I  have  seen  have  been  due  to 
the  patient  attempting  to  swallow  ammonia  water  undiluted,  which  both  by 
actual  contact  of  the  fiuid  with  the  pharj'nx  and  of  the  fumes  with  the  larynx 
has  caused  serious  respiratory  distress.  Another  traumatic  cause  is  fracture 
of  the  larjTix,  as  by  throttling  or  other  injury.  Of  the  non-traumatic 
causes  we  find  that  acute  inllammations  in  other  parts  may  be  provocative  of 
this  state,  as,  for  example,  tonsillar  abscess  with  inflammation  of  the  adjacent 
tissue  gradually  extending  to  the  larynx.  Sometimes  it  ensues  as  a  result 
of  grave  lesions  in  the  cartilages  of  the  larynx,  as  in  the  chondritis  arising 
in  typhoid  fever,  or  even  in  scarlet  fever  in  association  with  the  develop- 
ment of  the  "collar  of  brawn."  Infection  by  the  staphylococcus  or  strepto- 
coccus of  the  perilaryngeal  tissues,  the  floor  of  the  mouth  or  pharynx  (as  i^^^ 
Ludwig's  angina)  may  extend  to  the  epiglottis  and  larynx.  While  often  o^H 
infection,  it  may  arise  in  the  course  of  some  affection  characteriz€*d  by  wide- 
spread oedema,  as  Bright's  disease  or  chronic  heart  disease,  and  so  appear  to 
have  a  dropsical  origin. 
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Pathology. — The  condition  of  oedema  of  the  larynx,  as  its  name  implies, 
depends  upon  the  extravasation  of  fluid  into  the  stihmucous  tissues, producing 
an  oedema  or  hydrops  of  thp  part,  which  is  practically  always  of  an  iaflam- 
matory  origin.  This  swelling  may  involve  all  the  laryngeal  structures 
equally  and  even  extend  well  along  the  trachea.  In  mild  cases  the  parts 
afIecte<J  are  not,  however,  seriously  disorganized,  and  the  swelling  may 
disappear  as  rapidly  as  it  came  on,  leaving  behind  it  little  trace  of  its  exist- 
ence. In  fatal  cases  the  swelling  is  usually  found  at  autopsy  to  have  largely 
disappeared,  although  the  parts  may  be  red  and  inflamed  and  somewhat 
relaxed.  In  such  cases  the  microscope  commonly  shows  a  serous,  or  sero- 
fibrinous, suffusion  of  the  affected  tissues,  the  exudate  containing  a  varying 
number  of  leukocytes.  In  other  cases  the  submucous  and  even  the  pjeri- 
laryngeal  tissues  may  be  infiltrated  by  pus,  diflfuse  suppurative  interstitial 
lan>'ngitis,  a  most  fatal  disease. 

Symptoms. — With  the  onset  of  this  condition  several  characteristic  symp- 
toms at  once  develop,  namely,  impairment  of  the  voice,  stridulott^  or  labored 
breathing,  manifestly  due  to  laryngeal  obstruction,  and  increasing  cyanoitis. 
The  patient  is  uncomfortable  if  lying  down,  and  is  more  easy  when  sitting 
up  and  leaning  forward.  The  tissues  adjacent  to  the  larynx  may  be  swollen 
and  the  patient,  if  unable  to  speak,  points  appealingly  to  his  lar}'nx. 

In  some  instances  a  state  of  chronic  oedema,  due  to  heart  or  renal  disease, 
aay  ensue,  which  is  rarely  so  severe  or  as  pressing  for  relief  as  is  the  acute 
aalady. 

Diagnosis, — Difficult  larj'ngeal  breathing  may  be  due  to  a  laryngeal  crisis 
in  locomotor  ataxia  or  to  the  lodgement  of  a  foreign  body  in  the  larynx. 
These  conditions  should  be  excluded  before  the  physician  decides  that 
oedema  is  the  cause  of  the  illness.  Aneurysm  of  the  aorta  may  produce 
severe  larjTigeal  s^Tiiptoms  by  pressure  on  the  larj'ngeal  nen'es,  and  in 
children  retropharj*ngeal  abscess  may,  by  rupture  or  pressure,  produce  some- 
what similar  symptoms. 

Prognosis. — In  the  absence  of  virulent  symptoms  the  prognosis  is  usually 
favorable  even  if  tlie  symptoms  are  severe,  provided  that  when  they  appear 
the  physician  is  ready  to  give  relief  by  intubation  or  tracheotomy.  If  the 
oedema  is  due  to  the  inhalation  of  irritating  va[K)rs  and  the  lower  respiratory 
tract  is  involved  in  the  inflammatory  process,  the  prognosis  is,  of  course, 
very  grave. 

Treatment. — The  treatment  consists  in  the  administration  of  an  active 
saline  purge  to  deplete  the  vascular  system,  and  the  setting  free  of  steam 
from  a  bronchitis  kettle  in  the  air  of  the  room  in  which  the  patient  lives. 
To  the  water  in  the  kettle  may  be  added  a  few  grains  of  menthol  for  its 
soothing  influence  on  the  laryngeal  mucous  membrane.  A  10  per  cent. 
solution  of  alumnol  may  l>e  sprayed  into  the  larynx  for  its  astringent  effect. 
When  the  cedema  arises  as  a  complication  of  renal  or  cardiac  disease  and 
is  part  of  a  general  tendency  to  anasarca,  so  active  a  purge  as  elaterium  or 
coloc}'nth  is  indicated  to  remove  fluid  from  the  body,  and  a  hot  pack  may 
be  used  to  cause  sweating  if  the  heart  is  strong  enough  to  stand  it.  The 
use  of  pilocarpine  for  this  purpose  is  unwise,  because  it  is  so  prone  to  cause 
pulmonary  cedema.     When  the  laryngeal  obstruction  becomes  marked  it 
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may  be  necessary  for  the  physician  to  quickly  perform  intubation  or  trach- 
eotomy, hut  while  he  should  be  prepared  to  do  so  at  any  moment  it  is  scarcely 
necessary  to  add  tliai  tracheotomy  should  only  be  done  as  a  last  resort. 


SPASMODIC  LARYNGITIS. 


Definition. — Spasmodic  laryngitis^  sometimes  called  **  spasmodic  croup/'  or 
'*  false  croup  "  in  distinction  from  diphtheria  or  true  croup,  is  a  condition  of 
acute  laryngeal  catarrh  involving  the  mucous  membrane  in  the  region  of 
the  glottis,  and  resulting  in  swelling  of  those  parts,  so  that  the  ingress  and 
egress  of  air  is  difficult-  The  spasm  of  tln^  laryngeal  muscles,  while  it  aif]s 
in  producing  the  symptoms,  is  really  of  secondary  importance  as  compared 
to  this  swelling. 

Etiology. — In  the  past  it  was  customary  to  consider  spasmodic  croup  a 
disease  in  itself.  We  now  know  that  it  is  a  symptom  de[>ending  upon  several 
causes,  some  of  which  are  external,  some  internal.  Appearing  as  it  does 
almost  always  in  children  between  one  and  six  years,  but  sometimes  persist- 
ing in  its  occurrence  up  to  pul>erty,  it  depends  chiefly  ujx*n  rickets  or  mal- 
nutrition, the  presence  of  postnasal  adenoids,  which  make  the  child  a  mouth 
brcathcTj  or  to  some  defect  in  the  nose,  which  causes  the  same  condition. 
In  some  instances  errors  in  iliet  before  retiring  to  bed  seem  to  precipitate 
an  attack.  Of  the  external  causes  which,  howe%'er,  are  only  active  in  those 
who  have  a  tendency  to  attacks  of  this  affection,  may  \ye  mentioned  furnace- 
heated  air,  which  is  so  dry  and  dusty  thai  if  the  child  is  a  mouth  breather 
the  larj'ux  becomes  rapidly  dry  and  irritated.  An  acute  corj'za  may  also 
bring  on  an  attack  in  that  it  causes  mouth  breathing. 

Treatment. — The  treatment  is  evident  from  what  has  just  been  said.  It 
may  be  divided  into  two  parts,  that  for  the  relief  of  the  attack  and  that 
for  the  cure  of  the  underlying  causes. 

When  any  sign  of  croup  is  manifested  the  nurse  should  place  1  or  2  grains 
of  menthol  in  the  bowl  of  a  dry  spoon  and  heat  it  over  a  gas  jet  or  lamp. 
This  sets  free  in  the  air  of  the  room  the  menthol  vapor  and  soothes  the 
larj'ngeal  mucous  membrane.  If  the  attack  is  well  developed  the  nurse 
should,  in  atldition,  disengage  from  a  bronchitis  kettle  steam  laden  with 
menthol,  or  with  oil  of  pine  and  oil  of  eucaly]>tus,  in  the  proportion  of  15 
drops  of  each  in  the  water  in  the  kettle  or  on  the  sponge  usually  placed  in 
its  neck  or  sjwut.  Internally  a  dose  of  5  to  10  grains  of  bromide  of  sodium 
may  be  given  in  syrup,  ami  over  the  larynx  should  be  placed  a  compress 
wrung  in  hot  or  cold  water. 

For  the  prevention  of  future  attacks  the  child  sliould  be  relieved  of  ade- 
noids or  enlarged  tonsils,  shoidd  receive  proper  diet  and  tonics  if  rachitic> 
and  should  sleep  in  a  bronchitis  tent  if  the  larynx  is  irritable.  A  sponge 
loaded  with  cold  water  may  be  so[)|>ed  ujK>n  the  skin  over  the  larynx 
every  morning  to  improve  its  vascular  tone. 
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Definition. — As  its  name  implies,  tuberculous  laryngitis  is  due  to  the 
presence  of  the  fiacillus  tuberculosa  in  the  laryngeal  tissues  and  the  conse- 
quent development  thcreinof  miliary  or  larger  tubercles.    (See  Tuberculosis.) 

Etiology. — In  the  vast  majority  of  cases  of  laryngeal  tulierculosis  the 
infection  is  secondary  to  pulmonary  disease,  and  is  due  to  infection  of  the 
larynx  by  the  sputum  which  the  patient  coughs  up,  or  by  direct  extension 
from  below  upward.  In  rare  instances  it  is  undoubtedly  a  pnmar}'  affection, 
I  have  had  such  a  case  under  my  care  while  wTiting  this  article.  As  in 
tuberculous  infection  in  other  parts  there  must  be,  in  addition  to  the  presence 
of  the  bacillus,  a  susceptibility  to  infection,  or  one  acquired  by  general  or 
local  lowering  of  vitality.  This  disease  occurs  most  commonly  in  males 
between  twenty  and  thirty  years  of  age. 

Pathology. — Here,  as  elsewhere  in  the  body,  the  development  of  tubercles 
takes  place  by  leukocytic  migration  and  the  proliferation  of  cells,  and  is 
accompanied  by  the  closing  of  bloodvessels  and  the  necrosis  of  the  masses 
formed,  followed  by  breaking  down  aiui  escape  of  the  cheesy  materia!,  and 
the  production  of  ulcers  in  the  laryngeal  mucous  membrane.  As  the  process 
of  infiltration  proceeds  the  perichondrium  is  attacked  and  necrosis  takes 
place  in  the  laryngeal  cartilages. 

In  many  otlier  parts  of  the  body  the  system  makes  efforts  at  repair,  so  that, 
even  if  the  disease  ultimately  wins  the  battle,  evidences  of  an  active  defence 
can  be  recognissed  ;  but  in  the  larynx  it  very  commonly  happens  that  no 
such  reparative  or  protective  process  occurs,  and  this  is  one  of  the  reasons 
why  the  malady  is  so  rarely  cured.  In  some  cases  the  infectious  process  takes 
on  some  of  the  aspects  of  a  timior,  a  tuberculoma,  manifesting  a  tendency 
to  infiltration  and  induration,  with  but  little  inclination  to  ulceration. 

Symptoms. — There  are  few  maladies  which  present  such  a  distressing 
picture  of  suffering  as  does  laryngeal  tuberculosis.  The  loss  of  voice,  which 
permits  speech  only  with  great  effort,  cuts  off  the  patient  from  pleasant 
intercourse  with  friends  and  from  expressing  any  but  his  most  urgent 
needs,  and  then  only  with  great  pain  and  effort.  The  thickening  of  adjacent 
tissues  nearly  always  makes  swallmmmf  most  difficult  and  painful,  and  for 
this  reason  urgent  thirst  must  be  satisfied  with  but  one  swallow  of  water. 
The  same  dysphagia  makes  the  use  of  solid  food  impossible  and  the  taking 
of  liquid  nourishment  almost  so,  yet  the  patient  cannot  combat  the  malady 
unless  well  nourished.  Because  of  these  factors  and  the  constant  pain  and 
loss  of  sleep,  the  loss  of  weight  in  laryngeal  tuberculosis  is  often  extra- 
ordinary, almost  equalling  that  seen  in  some  cases  of  malignant  growth 
elsewhere. 

In  the  earher  stages  the  loss  of  voice  and  constant  discomfort  in  the  larynx 
may  be  the  only  symptoms.  Cough  is  present  in  all  cases  to  some  extent, 
and  is  often  exceedingly  painful.  After  all  the  muscles  about  these  parts 
have  had  their  action  inco-ordinated  by  direct  infiltration  or  disordered 
ner^'c  supply,  particles  of  food  get  into  the  larynx  and  cause  spasm  and  pain 
which  is  insufferable. 
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A  careful  examination  of  the  chest  wall  will  reveal  in  most  cases  some 
tuberculous  focus. 

If  the  laryngoscope  is  used  in  the  early  stages,  an  acute  hypersemia  may 
be  found,  but  in  the  chronic  type  the  appearance  will  be  that  of  marked 
local  anajmia.  A  tuberculous  lesion  may  be  found  in  the  epiglottis,  from 
whence  it  gradually  passes  downward,  or  the  disease  may  begin  below  the 
cords  and  work  its  way  upward.  These  tuberculous  areas  are  composed 
of  small  nodules  or  swellings  which  are  liyperfemic  in  the  acute  cases  and 
anaemic  iei  the  chronic  cases.  As  these  nodules  grow  they  may,  by  their 
mere  mechanical  presence,  cause  obstruction  to  free  respiration.  The 
infiltration  of  the  epiglottis  becomes  marked,  and  the  mucous  membrane 
may  become  dotted  by  a  multitude  of  small,  yellow  tubercles  which  are  easily 
recogniaed-  These  break  down  and,  having  done  so,  form  small  ulcers  which 
coalesce  and  form  larger  areas  of  ulceration.  Comparatively  rarely  the  vocal 
cords  develop  tiny  vegetations. 

Diagnosis. — The  discovery  of  a  pulmonary  tuberculous  process  in  the 
presence  of  the  hoarseness^  which  is  persistent  and  does  not  clear  up  undex 
the  ordinary  treatment  for  acute  or  chnjuic  laryngitis,  raises  a  suspicion 
of  the  tuberculous  character  of  this  malady  at  once.  In  syphilitic  laryngitis 
the  history  of  the  patient,  the  reddened  areola  al>out  the  ulcers,  and  the 
presence  of  signs  of  syphilis  elsewhere  will  aid  the  tliagnosis.  From  carci- 
noma of  the  larynx  we  can  separate  tul)erciilous  laryngitis  by  the  fact  that 
the  former  disease  occurs  as  a  single  new-growth  in  a  person  who  is  usually 
past  the  period  of  life  in  which  tuberculosis  is  prevalent. 

Prognoais. — The  prognosis  is  most  unfavorable  even  in  cases  seen  in 
the  early  stages,  because  the  ability  to  carry  on  repair  in  these  tissues  is  so 
poor  and  because  experience  has  taught  us  that  these  cases  rarely  recover. 

Treatment. — The  treatment  of  laryngeal  tuberculosis  can  be  carried  out 
only  by  a  skilled  and  dexterous  laryngologist.  Even  in  his  hands  it  may 
cause  much  distress  and  pain.  In  the  hands  of  the  tyro  clumsy  handling 
is  probably  worse  than  useless.  For  the  palliation  of  the  condition  and  of 
the  suffering  the  parts  may  be  sprayed  with  peroxide  of  hydrogen  followed 
by  a  mild  alkaline  solution,  and  these  in  turn  by  a  spray  containing  menthol 
5  grains,  oil  of  sandal-wood  5  minims,  and  liquid  albolene  1  ounce.  General 
tonic  treatment  such  as  is  used  in  all  cases  of  tuberculosis,  with  careful 
feeding,  is  essential.  As  a  rule,  the  patient  should  avoid  high  altitudes, 
particularly  if  they  are  windy,  as  the  drying  of  the  mucous  membrane 
increases  discomfort  in  the  larynx. 
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Etiology. — Syphilis  of  the  larynx  appears  during  the  secondary  and  ter- 
tiar}'  stages  of  the  disease.  In  the  secondary  stage  it  may  amount  to  nothing 
more  severe  than  hypera?raia  or  erythema,  such  as  is  usually  met  with  in 
ordinary  acute  catarrhal  laryngitis,  but  in  other  instances  mucous  patches 
develop,  which  are  most  numerous  about  the  arj'epiglottic  folds,  the  region 
of  the  vocal  cords,  the  arytenoid  cartilages,  and  on  the  edges  of  the  epiglottis. 
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If  active  treatment  is  instituted  they  usually  readily  yield,  but  they  may 
become  distinct  ulcers.  When  these  heal  there  may  be  sufficient  thickening 
of  the  parts  to  cause  permanent  hoarseness. 

Terdary  syphilis  appears  in  the  larynx  as  a  diffuse  or  circumscribed 
gummatous  growth,  which  usually  attacks  the  epiglottis,  the  cords,  and 
the  posterior  wall  of  the  larynx,  causing  thickening  and  infiltration  of  the 
tissues,  and  finally  ulceration  of  the  surface  in  some  instances.  The  cicatri- 
sation of  the  ulcers,  or  sclerosis  of  areas  by  infiltration,  may  cause  stenosis 
and  distortion  of  the  laryngeal  wall. 

Symptoms. — ^The  symptoms  are  hoarseness  and  loss  of  voice,  but  pain  is 
rarely  present 

DiaC^BOSiB. — ^The  diagnosis  is  based  on  a  history  of  syphilitic  infection  or 
by  the  finding  of  evidences  of  syphilis  and  by  the  relief  which  follows  specific 
treatment.  Tuberculous  ulceration  is  not  so  rapid  in  its  development  and 
the  patient  reacts  to  tuberculin.  Further  than  this,  in  syphilis  the  upper 
surface  and  in  tuberculosis  the  lower  surface  of  the  epiglottis  is  usually 
affected.  From  malignant  growth  of  the  larynx  syphilis  is  separated  by 
the  fact  that  the  ulcer  is  solitary  in  epithelioma. 

Flognosis. — The  prognosis  is  good  if  treatment  is  used  early,  before  the 
stage  of  ulceration  is  well  developed.  After  ulcers  have  become  deep  and 
severe  they  may  be  healed  by  treatment,  but  cicatricial  contractions  neces- 
sarily appear  as  healing  goes  on. 

Tjreatment. — ^The  treatment  consists  of  iodide  of  potassium  and  the  mer- 
curiaky  as  in  other  cases  of  syphilis.    (See  Syphilis.) 


DISEASES  OF  THE  BRONCHI. 

AOUTE  OATABRHAL  BBONOHITIS. 

Definition. — ^Acute  bronchitis  is  an  inflammation  of  the  bronchial  tubes 
which  is  usually  confined  almost  entirely  to  the  mucous  membrane  lining 
them. 

ffistory. — Bronchitis  has  been  recognized  as  a  distinct  condition  for  many 
centuries.  It  was  not,  however,  until  the  early  part  of  the  nineteenth  cen- 
tury that  thb  term  was  used  to  describe  the  condition  now  under  discussion, 
when  Badham,  in  England,  and  Franck,  in  Germany,  first  employed  this 
tenn.  As  with  many  other  diseases  involving  the  thoracic  organs,  a  clear 
description  of  the  pathological  condition  was  first  given  to  us  by  the  French 
physician  Laennec. 

Distribution. — ^Acute  bronchitis  is  a  disease  which  occurs  in  all  parts  of 
the  world,  but  it  affects  chiefly  the  inhabitants  of  those  regions  in  which 
the  climate  is  moderately  cold  and  raw,  and  where  the  degree  of  humidity 
in  the  atmosphere  is  high.    On  the  other  hand,  hot  and  dry  portions  of  the 
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earth's  surface  are  usually  free  from  this  disease.  Another  important  factor 
in  its  pR'valence  is  sudden  changes  of  temperature  and  the  prevalence  of 
cold  winds  laden  with  moisture.  For  these  reasons  the  disease  is  most  fre- 
quent at  those  times  of  the  year  when  sudden  changes  of  temperature  are 
apt  to  occur,  and  therefore  is  commonly  met  with  in  the  late  winter  and 
early  spring  munllis. 

Etiology. — The  etiology  of  acute  bronchitis,  so  far  as  external  influences 
are  concerned,  has  just  been  described.  In  a  goodly  number  of  cases* 
practically  in  alt,  it  is  probable  that  micro-organisms  have  much  to  do  with 
the  development  of  the  disease,  and  that  the  primary  hy|>eriemia  and  c*on- 
gpslion  of  liie  bronchial  raucous  memlirane  is  due  to  the  exposure  of  the 
surface  of  the  body  to  external  influences  and,  to  a  slight  degree,  to  the 
passage  over  the  bronchial  mucous  membrane  of  an  atmosphere  wiiich, 
because  of  its  physical  condition,  is  irritating  to  these  parts.  It  is  a  well- 
known  clinical  fact  that  exposure  of  the  surface  of  the  body  to  cold  seems 
to  be  followed  by  congestion  of  the  bronchial  mucous  membrane,  and  that 
this  actually  takes  place  hfis  been  proved,  first,  by  experiments  upon  animals^ 
and,  second,  by  obsen'ations  upon  man.  Thus,  it  is  possible  by  the  external 
application,  alternately,  of  heat  and  cold  to  the  upper  portions  of  the  thorax 
to  produce  great  changes  in  the  capillary  circulation  of  the  larynx  and 
trachea  and  |>robably  the  bronchial  mucous  membrane  as  well. 

Much  rlepends.  too,  upon  the  general  health  of  (he  patient  who  is  exposed 
to  the  provoking  causes  which  have  just  been  named.  Strong,  hearty,  or 
robust  indiviftuals  who  have  a  well-balanced  circulation  and  elastic  blood- 
vessels frerjuently  suffer  from  no  pulmonary  inconvenience  from  exposure, 
but  persons  who  have  l>een  enfeebled  by  disease*  or  by  advancing  years,  or 
those  who  are  very  young  frequently  suffer  from  such  a  severe  congestion, 
and  it  may  produce  fatal  consequences.  Bronchitis  is  also  not  rarely  the 
result  of  an  inflammatory  process  which  begins  higher  up  in  the  respiratory 
tract  and  extends  to  the  tubes.  Practically  all  acute  infections  of  the  King 
also  produce  some  bronchial  inflammation. 

So,  too,  any  condition  of  cardiac  or  renal  disease  which  impairs  circula- 
tory activity  is  exceedingly  prone  to  render  the  patient  susceptible  to  this 
fonn  of  inflammation.  We  find,  therefore,  that  acute  bronchitis  is  a  disease 
which  is  most  prevalent  in  infancy  and  old  age,  and  it  is  entirely  competent, 
at  these  two  perio<ls  of  life,  to  produce  death  if  it  is  present  in  a  severe  form. 
Those  who  have  been  attached  to  the  departments  for  children  in  large 
hospitals  cannot  fail  to  have  been  impressed  with  the  very  great  frequency 
of  this  disease  in  the  winter  months,  and  also  with  its  rarity  among  the 
adults  who  come  to  the  same  institution  for  various  ailments. 

Both  sexes  are  equally  prone  to  suffer  from  acute  bronchitis,  but  it  is 
more  frequently  met  with  in  males  l>ecause  males  are  more  exposed  to  the 
provoking  causes  than  females. 

Certain  of  the  acute  infectious  diseases  very  strongly  predispose  to  this 
malady-  Thus,  it  is  nearly  always  present  in  a  well-developed  form  in  a 
case  of  measles,  even  when  that  disease  is  present  in  a  mild  form.  Again, 
there  are  but  few  cases  of  typhoid  fever  which  do  not  have  a  certain  amount 
of  bronchitis. 
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The  reason  that  bronchitis  so  frequently  complicates  cardiac  disease 
depends  upon  the  intimate  relationship  between  the  circulation  in  the 
lungs  and  the  right  side  of  the  heart,  for  the  bronchial  veins  open  into  the 
ven»  azygos  and  the  superior  intercostals,  and  so  are  intimately  connected 
with  the  right  side  of  the  heart.  These  bronchial  veins  also  anastomose 
closely  with  the  pulmonary  veins,  and  so  valvular  disease  which  results 
in  congestion  of  the  right  side  of  the  heart  naturally  tends  to  produce  a 
disturbance  of  the  circulation  in  the  bronchial  mucous  membrane. 

WTien  emphysema  of  the  lungs  is  present  the  coincident  bronchitis  is 
really  due  to  two  causes:  first,  the  congestion  nf  the  right  side  of  the  heart 
which  is  so  apt  to  ensue  in  emphysema,  and,  second,  the  pathological 
changes  in  the  heart  result  in  impairment  of  the  bronchial  circulation. 
On  the  other  han<l,  bronchitis  sometimes  leads  to  emphysema.  These 
affections  are  therefore  interactive. 

There  are  three  other  important  etiological  factors  in  the  production  of 
bronchitis  which  must  also  be  considered.  The  first  of  these  is  the  inhala- 
tion of  irritant  gases  or  vapors,  producing  what  is  known  as  acute  traumatic 
bronchitis.  The  second  is  the  inhalation  of  dust.  These  dusts  may  be 
vegetable,  animal,  or  mineral  in  their  origin.  Sometimes  all  three  forms 
are  combined.  Finally  there  can  be  no  doubt  that  the  inhalation  of  various 
micro-organisms  may  result  in  bronchial  infection. 

Of  the  forms  of  dust  which  produce  bronchitis  we  find  that  vegetable 
dust  seems  to  be  the  most  frequent  cause. 

That  form  of  bronchitis  which  most  frequently  follows  the  inhalation 
of  irritant  vapors  or  gases  is  seen  in  persons  who  have  been  exposed  to 
ammonia  fumes,  irritating  smoke,  or  to  chlorine  gas.  Another  form  of 
local  irritation  producing  bronchitis  is  (hat  which  is  seen  in  large  cities 
which  are  heavily  veiled  with  smoke  and  fog.  Thus,  in  the  city  of  London 
the  particles  of  moisture  in  the  air  become  coated  with  the  sooty  materials, 
and  so  evaporation,  even  in  houses  which  are  fairly  well  heate<l,  is  greatly 
impaired,  and  the  fog  penetrates  in-doors.  As  a  result  the  frequency  of 
acute  bronchitis  is  greatly  increjised  in  Lomlon  in  those  seasons  of  the  year 
in  which  these  fogs  are  prevalent,  and  the  mortality  of  chronic  bronchitis 
is  wonderfully  increased  at  these  times.  So  powerful  an  influence  do  these 
deleterious  factors  exercise  that  it  is  a  well-known  fact  that  the  mortality  in 
the  city  of  Ix)ndon  may  be  doubled  in  those  weeks  in  which  the  fog  is  present. 
Thus,  on  some  occasions  the  mortality  is  as  high  as  46  per  cent,  as  against 
an  ordinary  death  rate  of  alwut  18  percent.  The  deaths  from  diseases  of  tlie 
respiratory  organs  rose  on  one  occasion  from  415  per  week  to  994  per  week 
during  the  prevalence  of  a  dense  fog.  Of  these,  604  were  due  to  bronchitis 
and  185  to  pneumonia.  That  this  increase  was  due  to  the  fog  and  not  to 
the  other  conditions  of  the  climate  is  proved  by  the  fact  that  a  similar 
increase  in  mortality  did  not  take  place  in  surrounding  proA'incial  cities 
and  towns.  These  facts  are  well  emphasized  by  West  in  his  wctl-kiiown 
book  U|>on  Diseases  of  Oie  Organs  of  Respiration, 

The  micro-organisms  infecting  the  bronchial  mucosa  are  the  pneumo- 
coecus,  which  is  most  common;  Friedliinder's  bacillus,  the  Streptococcus 
pyogenes,  and  the  pyogenic  staphylococci.     The  Klebs-Loeffler  bacillus  is 
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usually  present  in  the  bronchitis  which  complicates  diphtheria.  In  some 
cases  of  bronchitis  additional  micro-organisms  have  been  found,  such  aa 
the  Bacillus  typhosuJit  Bacillus  coli  cojnmuvis,  and  various  fonns  of  fungi. 
In  most  instances,  however,  bronchitis  is  polymicrobic  in  origin,  and  it  is 
often  iinpossil>le  to  decide  what  organism  is  the  primary  infecting  agent. 

Prevention. — Acute  bronchitis  can  only  be  prevented  by  proper  care  of 
the  general  health,  by  proper  clothing,  and  by  the  avoidance  of  climatic 
influences  which  are  known  to  be  deleterious.  Persons  who  have  learned 
by  experience  that  they  are  |>eculiarly  susceptible  to  the  various  provoking 
causes  named,  should,  by  change  in  climate  or  occupation,  avoid  these 
various  causes  of  irritation. 

Pathology  and  Morbid  Anatomy. — Acute  bronchitis  is  characterized  by 
hypera?mia  and  swelling  of  tlie  mucous  membrane  lining  the  bronchial 
tubes,  accompanied  by  some  infiltration  of  the  submucous  tissues.  At  first 
there  may  be  an  almost  total  absence  of  secretion  or  undue  dryness  of  the 
surface  involved,  but  very  soon  the  engorged  mucous  glands  l>egin  to  pour 
out  kito  the  lumen  of  the  tubes  consiilerable  quantities  of  mucus,  which  abo 
soon  eontaias  epithelial  cells  coming  from  the  lining  of  the  glands  them- 
selves and  from  the  surface  of  the  mucous  membrane  as  well.  Leukocytes, 
which  have  undergone  diapedesis,  as  they  do  in  all  acute  inflammatory 
processes,  are  also  present,  and  even  red  blood  cells  may  be  seen.  A 
similar  extravasation  of  red  cells  may  also  take  place  into  the  submueosa, 
and,  escaping  on  the  surface  tinge  the  sputum.  In  the  smaller  bronchi 
the  lining  epithelium  may  be  cast  off  in  shreds,  and  if  the  inflamma- 
tion is  intense,  we  may  hrul  the  tubes  almost  or  completely  closed,  with 
resulting  capillary  bronchitis  or  suffocative  catarrh.  By  die  extension  of 
the  inflammation  to  the  peribronchial  tissues  and  the  pulmonary  alveoli 
there  is  developed  a  bronchopneumonia.  (See  Bronchopneumonia.)  As 
recovery  takes  place  the  dea<l  epithelium  and  extravasated  cells  are  expelled 
from  the  tubes  by  coughing,  and  new  epithelium  is  developed  from  deejjer 
layers  of  cells.  Sometimes,  particalarly  when  a  large  number  of  infecting 
micro-organisms  are  present,  the  sputum  is  distinctly  purulent.  \Mien 
bronchial  inflammation  persists  for  any  length  of  time,  or  the  attacks  are 
frequently  recurrent,  permanent  thickening  of  the  submueosa  results.  This 
fibrosis  may  extend  to  adjacent  structures  (peribronchitis)  or  be  continuous 
with  the  increased  fibrous  tissue  of  chnjnic  interstitial  pneumonia. 

Symptoms. — The  symptoms  of  acute  bronchiris  can  be  divided  into  three 
stages,  namely,  that  of  onset,  the  stage  of  profuse  secretion,  and  the  stage 
of  convalescence. 

In  the  stage  of  onset  there  may  be  a  chill,  which  usually  is  not 
severe;  a  shorty  dry  coiiffh  which  may,  by  its  persistance,  be  annoying, 
and,  owing  to  the  dry  and  inflamed  state  of  the  mucous  membrane  of  the 
bronchial  tube.s,  Im?  distressing  because  of  the  aoretwss  or  -pain  it  produces 
under  the  stenium.  If  the  degree  of  swelling  of  the  mucous  membrane 
is  marked,  there  may  be  a  sense  of  oppression,  and  the  breathing  may  be  a 
little  quickened.  The  temperature  of  the  body  is  usually  not  much  al)ove 
nomial  in  the  adult,  but  in  children  it  is -often  as  high  as  102°  or  even  103^, 
and  the  pulse  is  apt  to  be  rapid  in  direct  profxjrtion  to  the  degree  of  fever. 
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Auscultation  at  this  time  reveals  an  increased  roughness  of  the  inspiratory 
or  expiratory  bronchial  sounds,  and  perhaps  a  few  dry  rales  between  the 
shoulder-blades. 

In  the  second  stage  there  b  a  disappearance  of  the  soreness  in  the 
chest,  but  the  cough  may  be  persistent,  and  is  more  or  less  productive 
of  expectoration  of  mucopurulent  material.  Febrile  movement  continues 
if  that  symptom  has  been  present  earlier.  The  pulse  is  but  slightly 
quickened  and  auscultation  reveals,  particularly  over  the  bronchial  tub^ 
posteriorly,  lai^,  rrwisi  rales  and  rhonchi. 

The  duration  of  an  attack  of  acute  bronchitis  rarely  exceeds  ten  days 
to  two  weeks,  and  is  often  shorter  than  this. 

Treatment. — ^The  treatment  of  acute  bronchitis  divides  itself  into  two 
parts:  that  part  which  is  devoted  to  allaying  the  inflammation  in  its  early 
stages,  and  that  which  is  directed  toward  the  dissipation  of  the  results  of 
the  inflammation  after  it  has  peen  present  for  some  days.  In  the  early  stage 
no  better  remedy  can  be  administered  internally  than  a  prescription  which 
contains  in  each  dose  i  a  drachm  of  syrup  of  ipecac  and  1  teaspoonful  to 
2  teaspoonfuls  6f  the  official  liquor  potassii  citralis  of  the  United  States 
Pharmacopana.     This  should  be  administered  every  three  or  four  hours. 

If  cough  is  an  annoying  symptom,  and  there  is  much  pain  in  the  chest, 
Dover's  powder  may  be  given  to  an  adult  in  the  dose  of  2  or  3  grains  every 
three  or  four  hours  until  10  grains  have  been  taken.  A  mustard  plaster  may 
be  applied  to  the  chest,  back  and  front,  or  the  thorax  may  be  rubbed  with 
ammonia  Uniment  or  with  chloroform  liniment.  In  children  a  very  useful 
counterirritant  application  to  the  chest  is  1  drachm  of  the  oil  of  amber  in 
2  tablespoonfuls  of  sweet  oil.  If  the  patient  be  a  child,  and  if  the  air  of 
the  bed-room  is  particularly  dry  and  irritating,  because  it  is  furnace-heated, 
much  relief  can  be  obtained  by  disengaging  a  small  quantity  of  steam. 
This  may  be  given  ofl^  from  a  tea-kettle  which  is  kept  boiling  constantly, 
or  may  be  obtained  by  dropping  large  pieces  of  unslaked  lime  into  a  tub  of 
water.  It  is  probable  that  when  the  latter  procedure  is  resorted  to  the  air 
of  the  room  not  only  contains  an  extra  amount  of  moisture,  but  fine  particles 
of  lime,  which  act  advantageously  upon  the  bronchial  mucous  membrane. 

If  the  evidences  of  bronchial  irritation  are  very  marked,  the  patient, 
whether  he  be  an  adult  or  a  child,  should  sleep  in  a  bronchitis  tent.  A 
bronchitis  tent,  it  will  be  remembered,  consists  in  a  tent-like  arrangement 
of  sheets  spread  over  the  bed,  and  resting  upon  four  corner  sticks,  one  of 
which  is  tied  to  each  corner  of  the  bed.  Under  this  canopy  the  patient  will 
have  plenty  of  air,  and  the  steam  from  a  kettle  can  be  disengaged  within  its 
confines.  If  necessary,  1  or  2  grains  of  menthol  may  be  added  to  the  hot 
water  every  two  or  three  hours.  In  other  instances  the  bronchial  irritation 
will  be  greatly  soothed  by  pouring  into  the  boiling  water  a  tablespoonful  of 
a  mixture  composed  of  equal  parts  of  compound  tincture  of  benzoin,  oil 
of  eucalyptus,  and  oil  of  pine. 

After  secretion  has  begim  to  form  in  the  secondary  stage  of  acute  bron- 
chitis it  then  becomes  necessary  to  a<hninister  not  sedatives,  but  stinnilant 
expectorants,  and  of  these  chloride  of  ammonium,  without  any  doubt,  is 
usually  followed  by  the  best  results.    From  5  to  10  grains  of  this  drug  may 
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he  given  with  equal  parts  of  the  fluid  extract  of  licorice  and  water  every 
four  or  fivp  lionrs  to  an  adiiU.and,  if  cough  is  excessive,  J  of  a  ^ain  of 
sulphate  of  codeine  or  20  ilrops  of  paregoric  may  be  added  to  each  dose. 
Under  the  itdluence  of  tliis  remedy  the  expectoration  of  ytllow  or  muco- 
purulent sputum  h  at  first  increased,  but  at  the  end  of  twenty-four  or  forty- 
eight  hours  the  €|uanlity  diminishes. 

Wiicn  tliere  seems  to  be  lack  of  secretion,  the  compound  hctirice  mixture 
of  the  United  States  Pharmacopwia,  which  contains  a  small  quantity  of 
tjirtar-emetic,  may  be  usetl  in  place  of  the  plain  extract  of  licorice  just 
named.  If  for  any  reason  the  cough  and  expectoration  persist  and  do  not 
diminish  under  the  use  of  the  chloride  of  ammonium,  we  may  give  with 
advantage  5  to  IQ  minims  of  tlie  oil  of  sandal-wotxl  in  cupsides,  three  or  four 
times  a  day.  Other  patients  do  well  at  this  time  if  they  receive  5  minims 
of  the  oil  of  eucalyptus  in  capsvdes  three  times  a  day.  The  latter  reme<ly, 
however,  is  qviite  apt  to  disorder  tlie  .stomaclK  Another  very  valuable 
remedy  in  the  secondary  stage  of  broncliitis,  ti>  promote  expectoration,  is 
terpin  hydrate,  wliich  is  best  given  in  the  form  of  an  elixir,  do3e,  a  tea- 
spoonful,  and  whicii  miiy  be  much  incrciised  in  its  efficiency  if  to  each 
dose  is  added  yj  of  a  grain  of  heroin^  or  ^  of  a  grain  of  codeine  sulphate. 
The  dose  of  terpin  hydrate  is  from  2  to  5  grains  four  times  a  tlay,  but 
in  obstinate  cases  larger  doses  may  be  administered.  Terebene  may  also 
be  given  in  capsules  in  the  dose  of  5  minims  three  or  four  times  a  day. 

If  the  general  nutrition  of  the  patient  is  not  good  and  beseems  somewhat 
debilitated,  the  employment  of  cmi-liver  oil,  or  syrup  of  ioilide  of  iron,  in 
moderate  doses,  will  often  produce  the  most  advantageous  results  at  this  stage 
of  the  illness. 

CHRONIO  GATAHRHAL  BRONCHITIS. 

Definition  and  Symptoms. — By  chronic  bronchitis  is  meant  a  condition  in 
which  there  exists  a  chronic  infianimatory  process  in  the  bronchial  mucous 
membrane,  as  a  result  of  which  the  patient  suffers  from  cough  and  the 
expecioration  of  thi-cic,  muctipuriJent  sputum.  When  uncomplicatctl  there 
is  no  febrile  movement  in  association  with  this  coiulition,  nor  is  there,  as 
a  r»ile,  any  loss  of  flesh  or  impairment  of  the  general  health.  It  may  be 
regarded  as  a  subacute  continuation  of  an  acute  cokl.  The  chief  objection 
to  the  term  "  clu'onic  bronchitis  "  is  that  it  so  often  is  applied  by  the  careless 
or  ignorant,  or  l>y  those  who  wish  to  use  an  euphemism,  to  designate  a  far 
more  serious  condition,  such  as  pulmonary  tuberculosis  or  bronchiectasis. 

Treatment. — The  treatment  of  chronic  bronchitis  is  practically  identical 
with  that  of  the  later  stages  of  the  acute  forin»  which  has  just  l»een  descril>e<i. 
but  the  most  important  thing  for  the  physician  to  do,  to  whom  is  presented 
a  st>-called  case  of  chronic  bronchitis,  is  to  carcfidly  exclude  tuberculosis  or 
renal  disease  as  causative  factors  in  the  case.  Many  cases  of  so-called  chronic 
brom:hitis  are  trcu(e<^l  for  weeks  with  orchnary  expectorants  when  tuberculosis 
is  present  or  Bright's  disease  is  the  real  cause  of  the  disonler. 


BRONCHIECTASIS 


383 


BR0NGHI£0TASI3. 


Definition. — Bronchiectasis,  as  its  name  implies^  is  a  condition  in  wliicii 
the  bronchial  tubes  are  diLiteti.  Tliis  dilatation  may  occur  in  three  forms, 
namely,  the  njliiidricai  or  fusiform,  the  sacrithir,  ami  tlie  trubecular  or 
moniliform.  The  first  of  these  is  the  only  true  type  of  broachiectasis,  but 
the  other  fonus  are  those  most  commonly  met  with. 

The  disease  is  not  common  in  its  \veil-<leveloped  form.  If  we  combine 
the  statistics  of  the  Brompton  Hospital,  of  Tx>ndon,  with  tluKse  of  Riernier 
and  Willigk,  w*e  find  that  in  S144  autopsies  bronchiectasis  was  found  in  about 
4  per  cent.  These  are,  however,  postmortem  figures,  and  do  not  represent 
a  certain  proportion  of  cases  which  do  not  come  to  autopsy  because  of  a 
re^spirutory  ailment. 

Etiology,  Pathology,  and  Morbid  Anatomy. — The  saccular  form  is  common 
in  adults,  and  when  it  is  present,  the  lung,  at  autopsy,  contains  one  or 
more  saccules,  or  gloljulur  cavities,  which  usually  are  not  very  large,  but  may 
be  the  size  of  a  small  lemon.  These  cavities  or  cjpen  spaces,  when  large, 
are  due  not  only  to  simple  dilatation  of  the  bronchi,  b\it  to  involvement  of 
the  surrounding  tissues  as  well,  and  their  walls  are  composed  of  parts  of 
the  bronchial  tubes  and  thick  connective  tissue  which  has  been  forme(i  in 
part  as  the  result  of  chronic  inflammatory  changes,  the  hmg  tissue  having 
undergone  fil>roitl  change.  Sometimes  these  spaces  urc  filled  with  thickened, 
inspissated  secretion,  and  seem  like  closed  cavities.  It  is  readily  seen, 
therefore,  that  the  difTereiitiation  between  this  state  an<l  fibroid  plithisis 
(see  Tuberculosis  of  the  Lung),  so  culled,  may  l>e  by  no  means  easy,  par- 
ticularly as  these  pouches  may  become  inftx-ted,  ulcerate,  and  really  form 
small  abscesses. 

The  trabecular  fonn  is  still  less  a  true  bronchiectasis,  and  yet  it  is  the 
condition  most  commonly  met  with,  and  to  which  the  term  bronchiectasis 
is  most  frequently  applie<b  It  consists  in  irregular  cavities  with  smooth 
linings,  which  cavities  are  surroimded  by  dense  w^alls  t)f  overgrown  con- 
nective tissue  which  do  not  contuiji  any  signs  of  remnants  of  the  tissues  of 
the  bronchial  tubes,  Oji  the  contrary,  the  otdy  relation  borne  by  the  bron- 
chial tube  to  such  a  cavity  is  that  it  forms  the  trabecula-  with  the  atrophied 
bloodvessels.  These  cavities  are  often  joined  one  to  another  by  openings, 
so  that  the  lung  may  be  thoroughly  ritldled  with  spaces  more  or  less  well 
filled  with  secretion. 

Cylindrical  hronchiectas^is  (Figs.  51  and  '^2)  is  usually  developed  in  children 
as  the  result  of  strain  upon  the  bronchial  tulies  produced  by  the  violent 
efforts  in  whooping-cough  or  measles.  It  probahly  depends  primarily  tipon 
inherent  weakness  of  the  nuiscular  and  elastic  coats  of  tlie  tubes.  Tlie 
affected  bronchus  is  uniformly  dilated  in  its  entire  circumference  for  a  con- 
siderable distance,  and  this  dilatation  may  be  so  great  that  its  caliltre  is 
increased  to  twice  or  thrice  the  normal.  In  otiier  instances  it  is  dilated  in 
sections,  with  a  normal  or  nearly  normal  calibre  between. 

When  bronchiectasis  occurs  in  the  saccular  and  trabecular  t\^  it  is  a 
subacute  or  chronic  disorder,  and  results  from  chronic  inflammation  of  the 
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bronchial  tubes,  with  resulting  atrophy  of  the  elastic  and  muscular  coats. 
Of  the  provokinj^  causes  influenza  is  an  important  factor.  Another  cause  is 
the  progress  of  cicatricial  or  cirrhotic  change  in  the  pulmonary  parenchjTna, 
which,  as  it  proceeds,  distorts  the  bronchial  tubes,  narrouing  them  in  some 
places  and  widenmj;  them  in  others.  In  other  instances  it  can  be  readily 
undcrstooii  liow  chronic  thickening  of  the  visceral  layer  of  the  pleura  may 
so  result.  In  still  others  a  localiiied  bronchiectasis  may  be  caused  by  the 
entrance  of  a  foreign  body. 


Pio.  61 


nrf>nrhi<v(n-i<i,   oriffinatinff  in    anite  Uttior  imenmonid.      Mnrkpd  ^nroulnr  anil  pylindricftl   liilntAtiniiA 
witb  It  Inrfce  (CaiiKrc'iiuui*  cuvity  in  thr  initJdle  Inbc.      Duraltuii  clevrn  luiintlin.      FroKi  K  raae  umlftr  ibe 

cuxe  uf  Dr.  MAguiro.     Ur.  barty  King,     (Bruaiptou  Hospital  Museum.     ^oUi!«h  Morlical  mad  Surgic«l 
JnuiTtml.) 


The  influence  of  age  in  the  development  of  the  various  types  of  bronchi- 
ectasis is  quite  noteworthy.  Cylindrical  dilatation  is  largely  a  condition 
limited  to  childhootl,  and  the  saccular  an<l  tral>ecular  t^^s  are  chiefly  met 
with  in  a^lults.  It  has  been  thought  by  some  physicians  tliat  the  latter  forms 
occur  with  increasing  frequency  as  old  age  is  approached,  hut  the  statistics  of 
Barty  King  indicate  that  the  age  incidence  of  the  pure  type  is  from  thirty 
to  forty  years.    Thus,  53.1  per  cent,  of  his  cases  occurred  between  twenty 
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and  forty  years.    Tlie  same  observer  places  the  proportions  of  the  two  sexes 
as  77  per  cent,  in  males  and  23  per  cent,  in  females. 

Symptoms. — The  symptoms  of  bronchiectasis  naturally  vary  greatly  with 
the  form  of  the  disease  which  is  present.  Cough  of  severe  degree  may  be 
considered  tjie  most  constant  of  thcin  all.  This  con^h  is  peculiar  in  that 
in  many  case^  it  is  particularly  severe  in  the  morning,  persisting  until  the 
patient  has  rid  his  dilated  and  feeble  bronchi  of  the  secretions  which  have 
accumulated  in  them  during  the  night.  Not  only  is  this  cough  peculiar  in 
lliis  respect,  but  it  not  infrei|uently  happens  that  the  patient,  after  a  pro- 

Fig.  52 
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cylindrical  broochiectuiB.     A  typical  can.      Dr.  Barty  Kins.     (St.  Thomas'  Hoepttal  Mu»um. 
Soottiah  Medical  and  Uurcical  Journal.) 


longed  attack  of  coughing  which  is  unproductive,  is  enabled  to  get  rid  of 
a  large  quantity  of  sputum,  vvliich  may  come  away  in  a  gush  or  which 
may  not  be  dislodged  until  by  some  change  in  posture  drainage  from  the 
broncliiectatic  area  can  take  place. 

The  sputum  is  also  somewhat  characteristic,  for  it  is  often  grayish- 
brown  in  appearance,  somewhat  fdid  in  odoft  and  separates  when  placed 
in  a  glass  into  thrfs  layers,  the  upper  one  brownish  and  thin,  the  second 
one  mucoid,  and  tlie  third  granular  and  filled  with  dead  epithelial  cells  and 
pus  corpuscles.    This  lower  layer  also  contains  large  crystals  of  the  fatty 
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acids  and  crystals  of  hsematoidin.  The  sputum  is  so  distinctly  purulent 
that  it  may  closely  resemble  that  expectorated  in  cases  of  pulmonaiy 
abscess,  a  resemblance  still  further  increased  by  the  fact  that  it  may  be 
extremely  fetid.  It  is  not  nummular,  as  in  many  cas^s  of  phthisis,  and  it 
rarely  contains  elastic-tissue  fibres,  which  is  of  some  importance  in  dif- 
ferential diagnosis.  Fever  is  usually  not  present  unless  the  purulent  process 
in  the  bronchi  is  marked  and  septic  absorption  results.  An  additional  symp- 
tom, sometimes  met  with,  is  hosmopiysis  from  ulceration  of  a  bloodvessel. 

The  physical  signs  of  bronchiectasis  have  little  about  them  that  is  distinctly 
characteristic,  and  for  this  reason  an  absolute  diagnosis  may  be  difficult  or 
impossible  unless  the  lesions  are  so  far  advanced  as  to  have  affected  the 
whole  lung  and  caused  alteration  in  the  configuration  of  the  chest.  When 
the  bronchiectatic  spaces  or  cavities  are  large  the  physical  signs  are  prac- 
tically identical  with  those  of  pulmonary  tuberculosis  with  cavity  forma- 
tion; but  there  is  this  important  difference,  namely,  that  the  cavities  in 
tuberculosis  are  commonly  apical  while  the  cavernous  breathing  of  bron- 
chiectasis is  usually  most  marked  near  the  base.  The  physical  signs  of 
cavity  formation  also  vary  with  the  condition  of  the  cavity — that  is,  whether 
it  is  full  of  secretion  or  empty,  and  therefore  change  in  the  patient's  posi- 
tion, and  cough  with  expectoration,  may  cause  very  great  differences  both 
in  examination  by  auscultation  and  percussion.  Loud,  moist  rales  and 
amphoric  breathing  may  be  present. 

Diagnosis. — It  is  manifest  from  what  has  just  been  saifl  that  the  differ- 
ential diagnosis  of  bronchiectasis  from  pulmonary  tuberculosis  may  be  quite 
difficult  and,  indeed,  impossible  in  certain  cases,  for  it  not  uncommonly 
happens  that  a  superficial  dilated  and  sacculated  area  in  the  lung  gives,  on 
auscultation  and  percussion,  physical  signs  which  are  identical  with  those 
which  are  produced  in  pulmonary  tuberculosis  with  cavity.  The  presence  of 
tubercle  bacilli  and  of  yellow  elastic  tissue  in  the  sputum,  of  hectic  fever,  of 
rapid  loss  of  flesh,  and  of  night-sweats  point  to  tuberculous  infection.  Another 
useful  differential  point  is  the  fact  that  in  tuberculosis  the  cavity  is  usually 
at  the  apex,  whereas  in  bronchiectasis  it  is  lower  down  in  the  lung.  Still 
another  point  is  that  the  patient*  is  rarely  as  ill  as  in  tuberculosis,  and  can 
get  about  year  after  year  unless  some  acute  intercurrent  pulmonary  malady 
intervenes. 

Further  than  this,  bronchiectasis  and  pulmonary  tuberculosis  may  exist 
simultaneously.  Thus,  in  68  cases  of  bronchiectasis  observed  by  Trajan- 
owski,  21  occurred  in  individuals  who  were  affected  with  phthisis,  and  in 
75  autopsies  on  individuals  who  died  from  phthisis  Wilson  Fox  found 
bronchiectasis  in  27  cases.  Twenty-one  (21)  were  of  the  fusiform  variety 
and  six  (6)  were  saccular. 

Oomplications. — Haemoptysis,  as  a  complication  of  bronchiectasis,  is  rarely 
severe  and  occurred  in  Barthez's  cases  16  times  out  of  39  cases.  Grainger 
Stewart  met  with  it  3  times  in  8  cases,  and  Fowler  met  with  it  14  times 
in  35  cases.    Three  of  these  cases  were  tuberculous.* 

Another  complication  is  rheumatoid  arthritis.    I  have  recently  had  a  case 

»  Foi^Bome  of  the  cases  in  French  literature  see  Dcvic  and  Bertier,  Lyon  medical.  January,  1004. 
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under  my  care  in  which,  after  many  years  of  chronic  bronchiectasis,  a  maiden 
lady  developed  multiple  arthritis,  and  in  the  course  of  a  few  weeks  hecame 
completely  disabled.  Sometimes  no  more  serious  joint  difficulties  urise  than 
swelling  of  the  finger-joints  and  clubbing  of  the  finger-tips,  with  incurvation 
of  the  nails,  or  the  case  develops  true  pulmonary  osteoarthropathy.  The 
joint  complications  are  probably  septic  in  origin.  Pulmonary  gangrene  may 
also  develop,  and  Duret  has  operated  on  such  cases  with  success. 

Brain  abscess  may  arise  from  a  septic  focus  in  bronchiectasis. 

Cyanosis  and  dyspnt^a  on  exertion  are  such  constant  symptoms  that  they 
can  scarcely  be  considere<l  as  complications. 

When  we  consider  the  state  of  the  tissues  involved  we  can  readilv  under- 
stand  how  readily  a  septic  bronchopneumonia  may  he  developetl  in  tliese 
cases,  either  as  a  result  of  direct  extension  of  the  inflanuuatory  process  from 
the  area  primarily  involve<!,  or  by  the  inspiration  into  other  i)arts  of  the 
lung  of  septic  material  during  paroxysms  of  coughing. 

Prognosis. — This  depends  upon  t!ie  state  of  the  patient's  health,  the 
presence  or  absence  of  sepsis,  ami  the  presence  or  absence  of  tuberculous 
infection.  In  severe  forms  the  health  is  greatly  impaired.  Recovery  from 
the  condition  itself,  if  it  be  well  developeti,  is  manifestly  im[x>ssible.  Never- 
theless, life  may  continue  for  many  years. 

Treatment. — The  treatment  of  well-developed  bronchiectasis  can  l>e  only 
palliative.  Once  the  condition  of  dilatation  of  the  bronchial  tubes  has 
been  established,  it  is  evi<ient  that  they  cannot  be  brought  buck  to  their 
normal  calibre.  On  the  other  hand,  in  the  early  stages  of  bronchiectasis, 
much  can  l>e  done  in  the  way  of  palliati%'e  treatment.  It  is  a  mistake,  how- 
ever, to  give  seilatives  to  control  the  cough  unless  the  cough  is  so  excessive 
that  it  materially  interferes  with  sleeping  and  eating,  for  cough  Is  a  measure 
designe<l  by  nature  to  rid  the  dilate<l  tubes  of  the  secretions  which  certainly 
do  harm  if  they  are  retained.  Ordinarily,  expectorant  remedies  cannot  be 
expected  to  do  as  mucli  good  as  they  do  in  ordinary  cases  of  bronchitis. 
The  best  to  l>e  employed  are  creosote  in  doses  of  3  to  5  minims  three  or 
four  times  a  day;  guaiacol  in  the  dose  of  3  minims  three  times  a  day,  or 
guaiacol  carbonate  in  the  dose  of  3  grains  three  times  a  day.  In  some 
instances  much  goo<l  follows  the  administration  of  a  mixture  containing 
icxlide  of  ammoniimi.  Still  other  cases  are  benefited  by  the  chloride  of 
ammonium. 

It  must  not  be  forgotten  that  many  cases  of  bronchiectasis  which 
have  lasted  for  some  years  suffer  as  well  from  feebleness  and  dilatation 
of  the  right  side  of  the  heart,  and  the  degree  of  cyanosis  and  dyspna^u  on 
exertion  can  be  much  decreased  by  the  administration  of  small  and  con- 
tinuous doses  of  digitalis  or  strophanthus,  am],  in  some  instances,  by  the 
proper  use  of  strychnine.  A  certain  amount  of  rest  in  lx?<l  or  on  a  couch 
every  <lay  is  very  advisable;  and  if  the  patient  seems  to  have  great  ilifficulty 
in  expectorating  the  contents  of  certain  cavitie^s,  experiments  shouki  be 
niade  with  different  ptjstures  to  tletermine  that  in  which  the  cavity  is  most 
e4isily  drained,  and  he  should  be  instructed  to  take  this  posture  in  order 
to  avoid  prolonged  and  exhausting  spells  of  coughing. 

Within  the  last  few  years  a  number  of  clinicians  have  warmly  advocated 
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the  employment  of  intratracheal  injections  of  medicaments  in  cases  of 
bronchiectasis.  Various  mixtures  have  been  einjiloved,  of  which  perhaps 
the  most  popular  have  containeil  menthol  ^laiacol,  olive  oil»  or  albolene. 
They  (io  httle  goo*i.  In  other  in.stjuices,  asserted  gi>od  resuHs,  so  far  as 
ehmination  of  the  symptoms  are  concerned,  have  follo\ve<J  the  inhalation 
of  varioas  drugs,  such  as  the  vapor  of  cliloride  of  ammonium,  creosote, 
and  tar. 

So  far  as  climatic  treatment  is  concerned,  these  patients  should  carefully 
avoid  high,  <lry  altitudes,  and  should  resort  to  hill  altitudes  or  the  seaside 
resorts,  unless  the  latter  are  too  damp,  in  which  case  the  drier  places  must 
be  sought,  as,  for  example,  Tliomasville,  Georgia;  Lakewood,  New  Jersev, 
or  some  similar  spot  not  too  near  the  sea,  where  there  is  a  sandy  soil  and 
a  heiivy  pine  growth.  Such  patients,  too,  should  l>e  warned  of  the  danger 
of  complications  which  may  follow  exposure  to  sutlden  changes  of  temf)er- 
ature  and  to  wet,  and  shouUl  %vear  flannels  next  to  the  skin  all  the  year 
round,  if  possible,  to  avoid  chiUitig  the  surface.  If  these  precautions  are 
taken,  the  greater  amount  of  thne  spent  in  tlic  fresh  air  the  i)etter,  as  in-<loor 
life  for  these  patients  is  disa<lvantageous  if  the  climate  is  at  all  suitable  to 
their  couditiou. 


FIBRIKOnS  BRONCHITIS. 

Definition. — Fibrinous  bronchitis  is  an  exceedingly  rare  affection,  char- 
acterizecl  by  the  formation  of  a  fibrinous  exudate  which  makes  a  cast  of  the 
bronchial  tubes.  As  ordinarily  observed  it  is  in  no  way  related  to  diphtheria, 
in  which  disease,  however,  casts  of  the  larynx  and  tnichea  and  even  of  the 
bronchial  tubes  sometimes  form. 

Etiology. — The  cause  of  this  strange  aflection  is  practically  unknown. 
When  it  occurs  as  a  complication  or  sequel  of  other  diseases,  it  seems  to 
bear  no  relation  to  them  save  that  of  coincidence.  The  condition  is  much 
more  frerjuent  in  males  than  in  feinnles,  and  is  not  ptirticnlarly  prone  to 
occur  at  any  particuh\r  age.  AYest  states  the  youngest  case  recorded  is 
four  years  of  age,  and  the  ohlest  seventy-two  years.  It  has  occurred  more 
frequently  after  acute  croupous  pneumonia  and  during  the  progress  of 
pulmonary  tul>erculosi3  and  ordinary  chronic  bronchitis  than  in  other 
maladies,  but  its  occurrence  in  these  affections  is  not  sufficiently  constant 
to  justify  us  in  considering  that  these  relationships  are  (Hrect.  lu  some 
instances  it  is  associated  witli  the  presence  of  mitral  disease  of  the 
heart. 

Pathology. — The  casts  when  expelle<l  are  found  to  be  composed  of  masses 
of  gelatinous  or  pulpy-looking  material  wliich,  when  floated  in  water  or 
carefully  spread  upon  a  glass  surface,  are  found  to  be  in  the  form  of  the 
bronchial  tubes;  sometimes  even  of  the  smaller  tubes.  The  casts  are  tough 
and  yellowish-white  in  appearance,  and  many  are  c*"»niposed  of  fibrin  in 
which  may  be  found  white  blood  cells  and  epithelium  frcini  the  bronchial 
mucous  membrane.  Other  casts  contain  no  demonstrable  fibrin,  but  are 
rich  in  mucin.    Whether  they  are  distinct  forms  or  altered  fibrinous  casta 
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is  not  known.  The  cast  may  be  hollow  or  filled  with  gelatinous  mucus. 
It  is  a  curious  fact  that  these  casts  may  form  without  resulting  in  serious 
lesions  of  the  lining  niemhnuie  of  tlie  tubes,  for  even  the  epithelial  lining 
of  the  bronchial  tubes  may  not  be  found  seriously  impaired  after  a  cast  is 
tlirown  off  (Fig.  53). 

As  the  affection  is  very  rare,  am!  still  more  rarely  causes  death,  we  know 
comparatively  httle  of  its  true  morbid  anatomy.  Sometimes  casts  have  been 
found  at  autopsy  when  the  condition  was  not  suspected  to  be  present,  and 
in  other  cases  in  which  casts  had  been  thrown  off  in  life  none  have  been 
found  at  the  postmortem. 


^V. 


2  cm. 
Coat  fruin  nciiflc  of  OtiriiiouH  broiK>IWti». 


Symptoms. — The  symptoms  of  fibrinous  bronchitis  chiefly  consist  in 
severe  attacks  of  cough  and  dysynaa^  the  rough  l^eing  an  effort  to  dislodge 
the  membrane  and  the  dyspnu'a  the  result  of  the  obstruction  to  the  respi- 
ration. Sometimes  the  dyspnoea  has  been  quite  urgent,  but  it  has  usually 
been  almost  completely  relieved  after  the  cast  is  expellerl.  This  expulsion 
of  a  east  may  occur  once  in  a  lifetime,  once  in  several  weeks,  once  in  several 
days, or  several  casts  maybe  exjx-lled  in  one  day.  Rarely  the  formation  of 
a  cast  suggests  periodicity.  While  the  cough  is  usually  severe  in  tlie  effort 
to  dislodge  the  exudate,  the  expulsion  may  be  readily  accomplished.  Occa- 
sionally hannopiysis  complicates  the  case,  usually  amounting  to  nothing  more 
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than  slight  streaking  of  the  expelled  membrane,  but  in  other  instances 
the  bleeding  is  quite  profuse.  The  blood  comes  from  the  bronchial,  not  from 
the  pulmonary,  vessels.  Fever  may  be  present  in  the  acute  cases,  but  is 
usually  absent  in  the  more  chronic  ones. 

Diagnosis. — This  condition  must  be  separated  from  diphtheria,  which  can 
be  done  by  the  absence  of  false  membrane  in  the  fauces  and  larynx;  from 
croupous  pneumonia,  which  is  possible  by  reason  of  the  absence  of  the 
fever  and  other  signs  of  that  disease;  and  from  foreign  bodies  in  the  air- 
passages,  which  cause  dyspnoea  and  violent  attacks  of  cough,  by  the  history 
of  the  patient. 

Prognoflis. — ^The  prognosis  as  to  return  of  the  disorder  is  bad,  as  most 
cases  suffer  from  recun'ence,  although  acute  cases  in  which  complete  recovery 
has  occurred  have  been  reported.  In  regard  to  the  effect  of  the  disease  on  life 
it  may  be  said  that  this  varies  greatly  with  the  general  state  of  the  patient's 
health  and  upon  the  gravity  of  the  diseases  which  are  associated  with  it. 

In  cases  with  no  grave  complications  recovery  may  be  expected  in  a 
majority,  both  as  to  complete  temporary  recovery  and  recurrence. 

Treatment, — ^The  only  plan  of  treatment  which  has  proved  itself  of  value 
in  a  sufficient  number  of  cases  to  be  regarded  widi  any  confidence  is 
the  use  of  iodide  of  potassium  in  full  doses.  Some  patients  seem  to  be 
made  more  comfortable  by  the  inhalation  of  steam.  Climatic  change  is 
often  essential,  and  Southern  California,  or  Florida,  or  Madeira,  may  be 
resorted  to. 

BRONCHIAL  ASTHMA. 

Definition. — Strictly  speaking,  the  word  "  asthma  "  may  be  applied  to  any 
condition  in  which  the  respiration  is  labored  and  difficult,  but  in  medicine 
it  is  most  commonly  used  to  describe  a  condition  of  difficult  breathing  due  to 
constriction  of  the  bronchial  tubes  and  further  narrowing  of  their  calibre  by 
swelling  of  the  mucous  membrane  lining  them.  This  state  of  spasm  of  the 
bronchial  muscle  fibres  and  hypersemia  of  the  mucous  membrane  depends 
upon  a  neurosis.  This  neurosis  may  arise  in  turn  from  a  large  number  of 
causes,  all  of  which  probably  exercise  their  influence  through  the  pneumo- 
gastric  nerves. 

It  is  unfortunate  that  the  term  "asthma"  has  also  been  applied  to  labored 
breathing  due  to  various  toxaemias,  such  as  uraemia  and  the  coma  of  diabetes. 
Renal  disease  may,  it  is  true,  indirectly  produce  true  asthma,  but  this  word 
ought  not  to  be  applied  to  that  form  of  labored  breathing  in  which  there  is 
no  swelling  or  spasm  of  the  sort  described  in  the  preceding  paragraph.  The 
term  asthma  is,  therefore,  used  in  this  article  to  mean  bronchial  asthma. 

Etiology. — The  cause  of  asthma  in  many  cases  cannot  be  determined,  and 
in  some  persons  it  is  evidently  due  to  some  lack  of  stability  in  the  nervous 
control  of  the  bronchial  tubes.  In  others  the  asthmatic  attack  arises 
because  of  the  inhalation  of  bad  air,  which  acts  as  an  irritant  to  the  respiratory 
tract,  either  because  of  the  state  of  the  atmosphere  itself  or  because  the  air  is 
laden  with  dust.  The  influence  exercised  by  the  atmosphere  in  producing 
asthmatic  attacks  is  very  great  and  varies  in  different  cases  to  an  extraor- 
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dinary  degree.  Mere  impurity  of  the  air  has  little  to  do  with  this  influence  in 
sonae  cases.  Thus,  I  had  under  niy  care  an  old  man,  from  a  healthy  country 
district  in  Pennsylvania,  who  came  to  Philatlelphia  to  get  relief  from  nightly 
attacks  of  asthma.  Without  any  treatment  the  severity  of  the  attacks  dimin- 
ished when  he  breathed  city  air  on  the  level  of  the  street,  dust  laden  though 
it  was,  and  his  attacks  ceased  entirely  so  long  as  he  remained  in  a  private 
room  of  the  fifth  floor  of  the  Jefferson  Hospital,  where  there  was  less  dust, 
but,  perhaps,  more  smoke  and  gas  from  the  neighboring  chimneys.  In  other 
instances  gases  or  fumes,  as  from  coal  or  arsenic,  produce  an  attack,  and  in 
still  others  tJie  patient  only  suffers  at  that  season  of  the  year  when  the  pollen 
of  certain  plants  or  flowers  is  set  free.  For  this  reason,  sufferers  from  "hay 
fever"  often  suffer  from  asthma,  since  the  exciting  causes  of  both  states  are 
present,  namely,  a  respiratory  neurosis  and  the  irritants  in  the  air. 

In  still  other  cases  the  cause  lies  in  tlie  system  of  the  patient  and  does  not 
come  from  outside.  Thus  certiiin  j)ersons  who  are  sufferers  from  gout  will  occa- 
sionally have  attacks  of  asthma,  just  as  they  have  pain  in  the  toe  or  soreness 
in  the  voluntary  mu.scles  ;  and,  again,  it  not  uncommonly  happens  that  persons 
who  have  an  unstable  nerve  supply  to  the  bronchial  tubes  have  an  attack  of 
asthma  if  exposed  to  great  cold  or  if  they  have  a  slight  bronchial  congestion 
due  to  this  cause.  So,  too,  such  persons  may  be  seized  with  an  attack  as  the 
result  of  great  physical  weariness  or  of  nervous  excitement,  and  it  by  no 
means  rarely  hap[>ens  that  feebleness  of  tlie  heart,  whicli  results  in  poor  cir- 
culation in  the  lungs,  produces  a  seizure  in  susceptible  persons.  Such  a  case 
is  culled  one  of  *' cardiac  asthma/*  In  other  instances  deficient  acti\nty  of  the 
kidneys  proiluces  indirectly  a  similar  seizure  or  so-called  *' renal  asthvia,** 
In  some  cases  great  acidity  of  the  stomach,  and  the  various  forms  of  indigestion, 
reflexly  provoke  an  attack  through  the  gastric  fibres  of  the  vagus  nerves. 

The  ner\'ous  raechanisoj  whereby  an  astlimatic  aeixure  is  produced  is  sup- 
posed to  t)e  as  follows:  The  control  of  the  circulation  in  the  bronclual 
mucous  membrane,  and  of  the  muscular  fibres  controlling  the  bronchial  tubes, 
resides  in  the  vagus  ner\"es,  which  possess  efferent  and  afferent  fibres,  not  only 
connected  with  the  lungs,  but  with  the  stomach  and  heart  as  well.  There  are 
also,  in  all  probability,  fibres  which  inilirectly  connect  the  nasal  mucous  mem- 
brane with  the  vagus.  Certain  causes  of  irritation  acting  ujxin  the  respiratory 
and  gastric  and  cardiac  fibres  of  the  vagus  give  rise  to  an  afferent  im[)ulse  sent 
to  the  vagus  centre,  and  this  in  turn  results  in  tlie  irradiation  of  an  efferent 
impulse  to  the  bloodvessels  in  the  bronchial  mucosa  and  to  the  bronchial 
muscular  fibres,  whereby  the  tul>es  are  constricted,  the  mucous  membrane 
becomes  swollen,  and,  in  addition,  secretion  takes  place,  which  aids  in  ob- 
structing still  further  the  smaller  tubes. 

Pathology  and  Morbid  Anatomy. — The  pathology  of  this  condition  has 
been  described  in  part  in  the  precefHng  paragraph,  llie  morbid  change 
which  is  manifest  is  the  engorgement  of  the  mucous  membrane,  tlie  thick, 
viscid,  bronchial  secretion,  and  the  spasm  of  bnnichial  tnl>es.  About  tliis 
subject  many  earnest  discussions  have  taken  place  and  the  profession  are 
not  in  accord.  Brodie  and  Dixon  speak  of  four  theories  as  to  the  cause  of 
the  attack,  but  believe  that  the  spasm  of  the  bronchial  muscle  is  the  essential 
factor.     The  other  possible  factors,  in  their  opiiiion,  arc  swelling  of  the 
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bronchial  mucosa,  the  so-callefl  reactionary  hyper.Traia  of  Traube  or  vaso- 
motor turgescence  of  Wel)er,  bronchiolitis  exudativa  of  Curschmann,  and, 
lastly,  a  reflex  spasm  of  the  respiratory  muscles. 

The  morbid  anatomy,  unless  secon<lary  conditions  arise,  is  nil,  for  with 
the  disappearance  of  the  attack  the  lungs  attain  their  normal  state  ^nthin 
a  short  time.  It  is  only  when  repeated  attacks  of  asthma  occur  that  the 
patient  as  a  consequence  suffers  from  chronic  bronchitis,  emphysema,  or 
bronchiectasis,  although,  if  a  single  attack  is  very  severe,  he  may  develop 
bronchopneumonia,  particularly  if  exposed  to  cold  and  dampness. 

The  chest  of  the  asthmatic  patient,  who  has  suil'ereil  from  this  disease  for 
many  years,  is  usually  like  that  of  puhnonary  emphysema  in  its  configura- 
tion, and  if  the  disease  he  present  in  early  life,  when  the  chest  is  very  pliable, 
a  "pigeon-breast'*  may  be  developeil,  or  a  well-marked  Harrison's  groove 
may  be  seen.' 

In  most  instances  in  which  asthma  has  been  present  for  years  the  heart 
undergoes  dilatation  and  hypertro]>hy,  particularly  on  the  right  sitle,  and 
Its  beat  may  be  quite  feeble  if  hypertrophy  has  not  fully  compensated  for 
the  dilatation.  Secondarily,  these  canliac  changes  may  result  in  hepatic  and 
renal  congestion. 

The  scanty  sputum  which  is  expelled  by  asthmatic  patients  possesses  in 
many  instances  peculiarities  which  are  pathognomonic.  This  sputum,  if 
examined,  is  found  to  contain  little  Imnps  or  balls,  which,  if  they  are  teased 
out  on  a  plate  of  glass  placed  on  a  black  background,  are  found  to  consist 
of  minute  curls  or  twisted  fibres,  in  form  not  unlike  the  curls  of  hair  on  a 
child's  head.  These  curls  are  called  ^' CurschmanrC s  spirals^^*  and  in  their 
folds  are  found  crystals  of  the  fatty  acids^  the  so-called  ^*  Charcot-Leyden 
CTijsials"  That  fatty  acids  are  present,  however,  is  denied  by  many.  Thus, 
Goodhart  and  Taslett  think  these  curls  are  related  to  the  casts  of  fibrinous 
bronchitis,  and  they  point  out  that  such  casts  fre<[uently  show  twists  or 
spiral  terminations.  Hoffmann  thinks  the  terminal  bronchioles  are  spiral 
in  form. 

Before  and  during  an  attack  of  pure  bronchial  asthma  there  Is  an 
extraordinary  increase  in  the  number  of  eosinophiles  in  the  blocHl.  This 
eosinophilia  is  said  not  to  occur  in  cases  of  renal  and  cardiac  asthma. 

Symptoms. — ^The  symptoms  of  spasmotlic  or  bronchial  asthma,  in  well- 
developed  cases,  are  very  typical.  The  patient  usually  retires  to  bed  per- 
fectly well  and  wakes  at  midnight  or  in  the  early  morning  with  a  sense  of 
intense  dtjupncBO.  and  oppres.tion,  which  may  be  so  severe  as  to  seem  to  threaten 
death  from  asphyxia,  but  death  never  occurs  in  an  attack  from  this  cause. 
The  attilvde  of  the  patient  suffering  from  asthniu  is  most  characteristic.  If 
he  is  in  t>ed  he  sil^  up  and  places  his  hands  back  of  him  on  the  mattress,  so  as 
to  support  himself  in  that  posture  which  will  enable  him  to  use  his  auxiliary 
muscles  of  respiration  to  the  greatest  |x>ssible  extent.  His  reftpirations  are 
labored,  his  brow  is  covered  with  sweat,  and  his  face  is  at  first  anxious  and 
pale,  ami  then  cyanosed  and  livid.  The  efforts  at  inspiration  and  expiration 
are  forcible,  but  the  chest  has  the  appearance  of  distention,  since  the  inter- 

1  "H&rHson'B  groove"  u  that  depression  which  basins  &t  the  etemum  at  the  attaehnuini  of  tbe  Boventli 
or  eightb  rib,  (knd  extonds  backward  in  tbe  Line  of  the  ribs  toward  the  oxlUa. 
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costal  spaces  are  often  urduly  full,  and  the  anterior  portion  of  the  thorax 
is  elevated.  The  difficulty  under  which  the  patient  hihors  is  that  he  retains 
in  his  chest  an  excess  of  air  which  has  become  vitiated,  hut  which  he  cannot 
e:q>el,  antl  therefore  he  has  no  room  for  fresh  air.  The  condition  is  rather 
one  of  difficult  expiration  than  of  iliilicult  inspiration.  Owin^  to  the  great 
shortness  of  bre^ith  the  patient  is  often  unable  to  speidv  except  in  a  whisper, 
and  speaks  but  a  word  or  two  with  each  breatli.  The  siijierficial  veins  are 
engorged.  The  urine  during  an  attack  is  often  svaniy  -mmX  heavily  loaded 
\ni\\  urates,  but  after  the  attack  it  is  often  passed  in  large  quantities,  and 
is  clear  and  limpid. 

The  attack  may  last  from  half  an  liour  to  several  hours,  and  leaves  the 
patient  quite  exhausted.  In  some  instances,  with  tlie  passing  of  the  seizure, 
almost  total  respiratory  relief  follows,  but  in  most  cases  some  flyspntra  per- 
sists for  several  hours,  and  cyanosis  may  l)e  present  till  all  respiratory  diffi- 
culty is  relieved.  If  the  degree  of  relief  is  sufficient  ti>  permit  sleep,  the  patient 
may  be  sufficiently  reste<l  to  attend  to  business  the  fallowing  <hty,  but  in  the 
Bajority  of  cases  this  is  im[M>ssible,  or  at  least  inmlvi.sablep  because  of  the 
lie,  the  weak  condition  of  the  heart  and  huigs  from  tlie  etl'ects  of  the 
c,  and  the  presence  of  the  bn>nchitisan*l  bronchial  secretion,  which  may 
result  in  fatal  bronchopneumonia  if  the  patient  is  not  very  prudent  as  to 
exposure. 

Dia^osis. — ^Yhe  history  of  the  attack,  in  its  motle  of  onset  and  subsequent 
development,  renders  a  iliagnosis  easy.  The  duty  of  the  ]>hysiciau  is  to  dis- 
cover, if  possible,  the  cause  of  the  attack  and  remove  it,  resting  confident 
that  asthma  is  always  a  symptom  and  not  a  <lisease.  The  physical  signs  present 
in  an  attack  are  very  characteristic.  In  the  early  stages  auscultation  reveals 
harsh  bronchial  breathing,  with  musical  rales, which  may  be  scattered  here  and 
there  through  the  chest,  and  owing  to  the  disturbed  respiratory  cycle  it  may 
seem  as  if  one  part  of  the  lung  does  \\[v\  expand  simultiuieonsly  with  the  other 
parts.  When  the  attack  is  well  developed  the  difficult  passage  of  air 
through  the  narrow  tubes  results  in  the  still  greater  development  of  musical 
sounds,  which  may  be  described  as  resembling  tluise  mafle  by  a  litter  of  mew- 
ing kittens  or  crying  puppies.  These  to-and-fro,  loud,  nuKsieal  rales,  widely 
diffused  through  both  lungs,  are  so  cl\aracteristic  of  the  asthmatic  j)atient  as 
to  make  the  diagnosis  certain  in  many  cases. 

There  is  one  condition  from  which  asthma  in  the  later  stages  must  be  care- 
fully separated,  namely,  that  i>f  pulmonary  tcdema.  Aside  frinn  the  fact  that 
the  underlying  cause  of  pulmonary  trdema  is  often  serious  renal  disease,  and 
therefore  a  dangerous  state  deserving  recognition,  the  history  is  often  given 
of  previous  attacks  of  shortness  of  breath,  or  even  of  wheezing  respirations; 
and  the  physical  signs  in  the  later  stage  nf  brnncliial  asthma,  when  widely 
diffused  and  musical  moist  rales  are  heard,  may  not  (Hffer  materially  from 
those  of  pulmonary  ledema,  since  musical  moist  rales  and  sfnne  impairment  of 
resonance  on  percussion  maybe  present  in  this  condition  as  well.  In  spas- 
modic croup  the  obstruction  to  respiration  is  so  clearly  laryngeal  and  the 
chest  is  so  free  from  widely  diffuse<l  rales  that  the  diagnosis  is  not  difficult, 
and  in  lar}'ngeal  spasm  due  to  locomotor  ataxia  the  same  freetlom  From 
musical   rales  in   the  chest   aimin   enables   us  to    make  a  ditTcrentiation, 
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Sometimes  labored  respiration  resembling  that  of  spasmodic  asthma  occurs 
in  acute  pneumothorax,  but  the  physical  signs  are  so  different  that  no 
difficulty  is  experienced  in  separating  these  two  conditions. 

Prognosis. — The  prognosis  as  to  recovery  from  an  individual  attack  of 
asthma  is  very  favorable,  even  if  it  be  exceedingly  severe,  provided  that  no 
acute  complication  arises.  The  prognosis  as  to  recovery  from  the  tendency 
to  asthma  is  very  bad,  for  the  history  of  the  vast  majority  of  cases  is  that 
they  have  recurrences.  It  is  only  in  those  cases  in  which  there  is  a  manifest 
exciting  cause,  external  or  internal,  which  can  be  removed,  that  a  favorable 
prognosis  as  to  the  future  can  be  advanced.  The  tendency  of  spasmodic 
asthma  to  produce  bronchopneumonia,  emphysema,  dilatation  of  the  right 
side  of  the  heart,  and  secondary  circulatory  feebleness  must  never  be  for- 
gotten ;  but,  on  the  other  hand,  it  is  remarkable  that  very  many  asthmatics 
live  to  moderate  old  age  without  being  invalided. 

Treatment. — ^The  treatment  of  spasmodic  asthma  may  be  divided  into  three 
parts :  that  devoted  to  the  prevention  of  the  attack,  the  relief  of  a  paros^sm 
which  is  present,  the  removal  of  the  underlying  causes  and  of  the  sequelse 
which  are  produced  by  the  attack.  It  has  already  been  pointed  out  that  cer- 
tain conditions  of  the  atmosphere  and  the  presence  of  certain  kinds  of  dust 
in  the  air  strongly  predispose  certain  individuals  to  attacks  of  asthma.  On 
the  principle  that  an  ounce  of  prevention  is  worth  a  pound  of  cure,  it  is 
evident  that  asthmatic  patients  should  be  exposed  as  little  as  possible  to  such 
provoking  causes,  and  if  they  must  of  necessity  sleep  in  a  room  the  air  of 
which  has  been  heated  by  a  furnace,  steam  should  be  disengaged  in  the  air 
of  this  room,  so  that  it  will  not  be  unduly  dry.  Such  patients  should  be  sub- 
jected to  a  careful  examination  of  the  nasal,  pharyngeal,  and  tracheal  mucous 
membranes,  with  the  object  of  discovering  whether  they  suffer  from  any 
localized  spot  of  hypersesthesia  in  these  mucous  membranes,  for  it  not  infre- 
quently happens  that  foreign  bodies  or  dry  air  may  irritate  these  spots  and 
so  reflexly  produce  an  attack.  Indeed,  in  some  cases  of  so-called  "nasal 
asthma  "  it  is  possible  by  touching  a  hypersesthetic  spot  on  the  nasal  mucous 
membrane  to  precipitate  an  attack  of  spasmodic  asthma.  Such  hyper* 
aesthetic  spots  should  be  removed  by  the  application  of  the  cautery  where  it 
can  be  employed. 

For  the  relief  of  the  attack  of  asthma  itself  when  it  is  threatened,  the  inhala- 
tion of  nitrite  of  amyl  and  the  drinking  of  strong,  black  coffee  may  be  resorted 
to,  or  a  hypodermic  injection  of  morphine  and  atropine  may  be  pven. 

When  the  attack  is  developed,  an  innumerable  number  of  drugs  have 
been  recommended  by  various  practitioners  and  by  a  still  greater  number 
of  sufferers.  Among  the  older  remedies,  without  doubt,  belladonna  and 
its  sister  drugs  possess  the  confidence  of  a  large  number  of  the  profession; 
but  none  really  exercise  a  powerful  curative  influence,  unless  they  are  given 
in  doses  which  are  so  large  as  to  be  almost  capable  of  producing  moderate 
poisoning.  These  drugs  probably  act  by  their  depressant  influence  upon 
the  vagus  nerve,  and  by  altering  the  circulation  in  the  capillaries  supplying 
the  bronchial  raucous  membrane.  They  are  particularly  useful  in  those 
cases  of  asthma  in  which,  during  the  attack,  there  is  formed  a  considerable 
quantity  of  bronchial  secretion,  and  they  are  the  chief  ingredients,  with 
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nitrate  of  potassium,  of  most  of  the  proprietary  cigarettes  and  powders  which 
are  burned  in  the  patient's  room. 

Of  the  so-called  depressant  remedies  for  asthma,  we  have  lobelia,  which 
is  very  highly  thought  of  by  many  practitioners,  particularly  in  England. 
On  the  other  hand,  some  physicians  are  afraid  of  this  drug,  because  of 
the  depressant  influence  upon  the  heart.  It  is  not  to  be  employed  when 
the  heart  is  feeble.  When  the  heart  is  strong,  it  should  be  given  in  full 
doses,  if  ^ven  at  all.  As  much  as  J  to  1  drachm  of  the  tincture  should 
be  given  in  one  dose,  and  repeated  in  the  dose  of  10  minims  every 
half-hour  or  hour  until  the  patient's  circulation  is  markedly  depressed 
and  the  skin  is  relaxed  and  perspiring.  These  doses  may  produce  nausea 
and  even  vomiting,  but  the  associated  relaxation  often  will  abort  an 
attack,  whereas  smaller  doses  which  do  not  produce  vomiting  may  pro- 
duce more  profound  circulatory  symptoms,  since  all  of  the  drug  is 
absorbed  and  none  lost  by  emesis.  Pilocarpine  may  also  be  employed  in 
those  cases  of  spasmodic  asthma  in  which  there  seems  to  be  an  excessive 
dryness  of  the  bronchial  mucous  membranes.  But  the  fact  that  this  drug 
in  some  cases  seems  to  depress  the  heart  seriously,  and  in  others  cause  an 
excessively  profuse  outpouring  of  bronchial  secretion,  has  properly  prevented 
its  general  employment.  Many  patients  experience  gi'eat  relief  in  the 
early  stages  of  an  attack  if  they  receive  a  hypodermic  injection  of  \  grain 
of  morphine  with  yj^  grain  of  atropine.  In  a  disease  which  recurs  fre- 
quently, as  does  asthma,  this  use  of  morphine  is  always  dangerous,  in  view 
of  the  possibility  of  establishing  the  morphine  habit.  Furthermore,  the  after- 
depressant  effects  of  the  drug  upon  the  following  day  often  renders  the 
remedy  almost  as  bad  as  the  disease. 

For  internal  administration  in  the  treatment  of  asthma,  there  is  no 
drug  which  meets  as  many  indications  in  as  many  cases  as  nitroglycerin.  If 
the  attack  is  threatened  y^  or  even  ^  of  a  grain  should  be  given  hypo- 
dermically,  and  the  same  dose  may  be  repeated  every  hour  or  two,  particu- 
larly if  the  patient  is  one  of  advanced  years  and  has  a  somewhat  high  arterial 
tension.  In  some  cases  the  inhalation  of  a  few  minims  of  nitrite  of  amyl, 
poured  upon  a  handkerchief,  will  serve  to  abort  a  threatened  attack  or  to 
modify  the  severity  of  one  which  is  already  well  developed. 

In  those  cases  where  there  is  great  irritability  of  the  nervous  system 
underlying  the  asthmatic  attack,  the  occasional  use  of  the  bromides  may  be 
advantageous,  but  they  are  of  little  value  for  the  prevention  of  an  indivithial 
attack,  and  their  continued  use  between  attacks  is  obviously  unwise.  The 
same  opinion  may  be  expressed  in  regard  to  the  employment  of  chloral,  which 
has  the  additional  disadvantage  that  the  chloral  habit  may  be  instituted,  or 
that  the  heart  may  be  depressed  to  an  undue  degree. 

For  many  years  the  author  has  employed  a  compound  in  tablet  or  elixir 
in  the  treatment  of  asthma,  both  as  a  preventive  remedy  and  as  a  cure  for 
individual  attacks,  and  has  gotten  results  from  it  which  cause  him  to  regard 
this  formula  with  considerable  favor.  It  is  now  placed  on  the  market  by 
all  large  manufacturing  druggists. 
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Ji . — Sodii  iodidi 

Pota^ri.  bromuli  . 

Ext.  euphorbia?  pilulifera'    , 

Nirroglyotrini     . 

Tiiict.  lobeluc    . 
Ft.  in  tabel.  vel  oapsiil.  No.  i. 
S. — One  ewrv  four  to  six  hours. 


?r.  ij. 


It  must  never  be  forj^otten,  however,  that  asthma  is  a  s}Tiiptom  rather  than 
a  disease,  ami  that  the  remediea  which  prove  useful  in  one  case  may  in 
another  prove  entirely  useless,  because  in  each  instance  the  underlying  cause 
of  the  malady  is  <[U!te  dilTerent.  It  is  this  fact  which  has  probably  caused 
some  physicians  to  speak  in  hijjh  praise  of  certain  remedies  in  the  treat- 
ment of  spasmwlic  astlirnu,  while  others  with  equal  experience  assert  that 
they  have  gotten  no  good  results  from  the  employment  of  such  drugs. 

Reference  has  already  l>een  made  to  the  value  of  supplying  asthmatic 
patients  with  moist  air,  particularly  when  tlieylive  in  furnace-heated  houses. 
It  is  the  autliar's  constant  habit,  when  cases  of  asthma  come  under  his 
care  t<j  ]>Uice  them  in  a  bronchitis  tent.  To  the  air  of  this  tent  is  sup- 
plied a  small  quantity  of  steam,  with  the  result  that  the  patient  has  a  great 
diminution  in  the  degree  of  dyspnnca,  and  fretjucntly  gets  some  hours  of 
refreshing  sleep.  An  additional  advantage  in  [>utting  these  patients  in  a 
bronchitis  tent  is  that  it  requires  them  to  remain  in  hetl,  and  s*i  gives  rest 
to  the  heart,  which  organ  is  often  sadly  in  need  of  relief,  since  the  difficulty 
of  hreatliing  and  the  lack  of  sleep  throws  u|>on  it,  day  after  tlay,  in  some 
patients,  a  very  severe  strain.  In  some  instances  the  addition  of  a  few 
grains  of  menthol  to  the  bfuliug  water  seems  to  increase  the  efficiency  of 
the  bronchitis  tent.  In  still  otixers  equal  parts  of  oil  of  pine,  oil  of  euca- 
lyptus, and  compound  tincture  nf  benzoin  may  be  added,  in  the  quantity 
of  a  tablespoonful  or  two  to  the  boiling  water,  with  benefit  to  the  patient. 

In  all  cases  of  asthma  the  physician  should  carefully  examine  the  heart, 
and  if  there  are  any  evidences  of  feebleness  and  dilatation  of  the  right  side 
of  the  heart,  as  manifested  by  venous  engorgement,  and  the  extension  of 
cardiac  dnlness  downward  and  to  the  right,  smidl  doses  of  strophanthus 
or  digitahs  should  be  given.  In  some  castas  in  wliich  the  cardiac  difficulty  is 
marked  during  the  attack,  full  doses  of  HoiTninnn's  iino<lyne  are  advisable. 
These  drugs  may  be  assisted  in  their  stimulating  influence  by  one  or  two 
hypodermic  injections  of  strychnine. 

It  is  also  the  duty  of  the  physician  in  all  tliese  eases  to  carefully  and 
repeatedly  examine  tlie  urine,  since  renal  disease  sometimes  pn«lnces  true 
asthmatic  seizures,  aud  still  more  conunoidy  pHnluces  attacks  of  dyspntiea, 
which  the  patient  may  call  asthma,  but  which  are  really  those  of  true 
urperaic  poisoning.  Then,  too »  if  asthma  is  present  with  a  mwlerate  degree 
of  albuminuria  without  easts,  this  albuminuria  may  aid  the  physician  in  de- 
termining tliat  the  heart  is  yielding  njider  the  strain,  since  this  albuminuria 
is  fref[uently  due  to  renal  wnigestion,  resulting  from  a  feeble  circulation. 
The  allanninuria  disappears,  the  urinary  flow  becomes  more  profuse,  and 
tlie  heart's  action  gets  better  under  the  administration  of  digitalis  or  stro- 
phanthus, combined  with  rest,  as  alreatly  indicated. 


BROSCHOPNEUMOSiA 


:jD7 


DISEASES  OF  THE  LUNGS. 


BRONCHOPNEUMONIA. 


Oefiziition. — Catarrhal  pneumonia,  lobular  pneumonia,  or  bronchopneu- 
monia is  an  acute  inflamniatiun  of  the  small  bronchifih*s  and  of  llie  tissues 
immediately  surroundinij;  tht-m  and  their  attached  lobules,  and  primarily 
involves  the  lobules,  rather  than  tlie  lo\yes  as  does  the  croupous  type  of 
puhnonarv  consolidation.  It  Is  called  bronchopneumonia  because  of  this 
primary  inflanimation  of  the  smaller  bronchi,  und  it  is  called  lobular 
pneumonia  because  it  atfects  the  hin^  i>y  lobules  rather  than  by  lolies. 
More  commonly  still  it  is  designated  catarrhal  pneumonia,  since  it  usually 
follows  intlammatory  changes  in  the  mucous  membrane  of  the  bronchial 
tubes.  No  single  or  specific  niicro-orpmi.sm  is  the  cause  of  bronchopneu- 
monia, but  it  is  due  to  infection  of  the  bronchi  and  adjacent  tissues  by 
many  pathogenic  germs. 

As  with  typhoid  fever,  so  with  bnvtichopneumonia:  Gerliard,  a  Phil- 
adelphia student  of  Louis,  in  Paris,  wa.s  the  first  |X'rson  to  clearly  dift'ei^ 
entiate  bronchopneumonia  from  croupous  pneumonia  (1834),  although  as 
early  as  1S23  Seger  had  separated  the  pneumonia  of  adults  from  this  form 
which  is  that  which  commonly  affects  cliildren. 

Distributioxi. — Bronchopneumonia,  because  of  its  various  causes,  is  founrl 
evennvhere  throughout  the  world. 

Etiology. — Frerjuently  bronrho[)neumonia  is  due  to  the  micrococcus  of 
croupous  pneumonia,  which  for  some  unknown  reason  fails  to  produce  a 
croupous  exudate  in  a  single  lobe  or  in  several  lobes,  as  is  usual  when  that 
org;inism  enters  the  lung  in  an  adult.  In  other  instances  pyogenic  organisms 
such  as  the  streptococcus  or  staj>liylococcus  arc  rcspit^nsible  for  the  disease. 
Thus,  in  103  cases  of  bronchopneumonia  exiimiiKMl  by  Netter,  WVichsel- 
baum,  and  Pearce,  the  streptococcus  was  found  in  about  30  and  the  pneu- 
mococcus  in  29.  When  associated  with  other  organisms  the  number  of 
instances  in  which  these  cocci  were  found  was  much  greater.  Primary 
bronchopneumonia  is  usually  due  to  the  pneumacocciis.  and  secondary 
bronchopneumonia  to  the  streptococcus. 

AVhen  such  a  specific  malady  as  diphtheria  is  the  primary  cause  of  the 
illness  the  Klcbs-IxJcfHer  bacillus  is  the  most  frequent  cause  of  the  pneu- 
nionic  lesions.  Thus,  in  62  cases  of  bronchopneumonia  following  diphtheria 
examined  by  Pearce,  this  organism  was  found  52  times  and  the  strepto- 
ct>ccu3  27  times.  In  still  others  the  bacillus  of  Pfeilfer  (that  of  epidemic 
influenza)  brings  on  an  attack.  The  tubercle  bacillus  not  rarely  is  respon- 
sible for  the  inflammatory  process,  and  almost  any  pathogenic  organism 
.  entering  the  lower  bronchial  tubes  may  act  as  an  exciting  cause.  Doubtless 
these  organisms  often  gain  access  to  the  bronchioles  in  periods  of  good 
health  without  producing  evil  effects,  but  if  by  chance  there  is  present  a 
genera!  or  local  impairment  of  vital  resistance  pathological  changes  ensue. 

Bronchopneumonia  is  usually  said  to  be  capable  of  division  into  two 
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types,  namely,  the  primary  and  secondary.  The  primary  form  is  met  with 
in  children  and  adults  who  are  usually  in  poor  health  with  diminished 
vitality,  and  seems  to  have  its  onset  with  the  development  of  an  acute  "cold." 
It  is  most  commonly  met  with  in  infants,  and  in  them,  as  has  just  been  stated, 
is  usually  a  pneumococcus  infection,  although  true  croupous  pneumonia  at 
this  age  is  not  common.  The  secondary  type  is  much  the  more  frequent  of 
the  two;  indeed,  it  may  be  considered  the  rule  that  bronchopneumonia 
occurs  as  a  secondary  affection  in  the  vast  majority  of  cases,  for  nearly 
always  there  is  a  history  of  a  previous  acute  or  subacute  bronchitis,  or  of 
some  disease  which  predisposes  to  such  a  condition,  as  whooping-cough, 
measles,  or  influenza. 

In  adults  there  is  usually  the  history  of  a  severe  cold  affecting  the  upper 
respiratory  tract,  or  of  the  use  of  an  aneesthetic  drug  by  inhalation, 
which  has  at  one  and  the  same  time  irritated  the  air-passages  and  per- 
mitted the  entrance  of  saliva  or  particles  of  mucus  or  food  containing 
many  micro-organisms  which  produce  infection.  A  similar  result  may 
accrue  in  instances  in  which  no  such  drug  is  employed.  Thus,  in  some 
asthmatics  during  the  progress  of  an  attack  there  may  be  drawn  into  the 
air-passages  micro-organisms  from  the  mouth  or  tiny  particles  of  food* 
In  individuals  suffering  from  the  coma  of  alcoholism,  cerebral  congestion, 
ursemia,  or  apoplexy,  with  stertorous  breathing,  the  same  accident  may 
ensue.  Such  a  form  of  infection  may  occur  in  the  coma  following  an  epileptic 
seizure.  In  some  instances  the  presence  of  an  ulcerative  laryngitis,  due  to 
syphilis,  tuberculosis,  or  malignant  disease  produces  an  infection  in  this 
manner.  Bulbar  paralysis,  or  that  due  to  diphtheria,  may  also  provoke 
this  type  of  pneumonia.  In  many  cases  of  severe  illness,  as  in  typhoid 
fever,  with  foul  secretions  in  the  nose  and  mouth,  this  method  of  infection 
ensues  because  the  ordinary  sensitiveness  of  the  glottic  mucous  membrane, 
and  that  of  the  trachea,  is  obtunded  by  the  dryness  of  these  parts  or  by 
the  benumbing  effects  of  the  disease.  This  form  of  the  disease  is  called 
aspiration  pneumonia,  or  the  "  Schluck-pneumonie  "  of  the  Germans.  Old  . 
age  and  debility  are  also  predisposing  causes. 

Prevention. — From  what  has  been  said  it  is  evident  that  the  secondaiy 
forms  of  bronchopneumonia  are  capable  of  prevention,  at  least  to  some 
extent.  Perfect  cleanliness  of  the  mouth  b  one  of  the  methods  of  prophy- 
laxis, in  that  it  prevents  the  inhalation  from  the  oral  cavity  of  infecting 
micro-organisms.  So,  too,  during  the  course  of  measles  and  whooping- 
cough  careful  avoidance  of  expasure  and  the  use  of  a  bronchitis  tent  to 
allay  bronchial  irritation  is  preventive  in  its  influence.  If  local  lesions 
in  die  upper  respiratory  tract  exist,  they  should  be  modified  or  removed  by 
proper  treatment. 

frequency. — Bronchopneumonia  is  an  exceedingly  common  disease 
probably  outranking  in  frequency  its  sister  malady,  croupous  pneumonia. 
As  a  terminal  infection  it  causes  death  in  many  maladies  otherwise  almost 
never  fatal  in  themselves,  such,  for  example,  as  whooping-cough  and  measles, 
both  of  which  have  a  high  mortality  in  very  young  children  from  this  very 
cause.  Thus,  out  of  446  cases  of  bronchopneumonia  in  children  cited  by 
Ilolt,  it  followed  or  complicated  whooping-cough  66  times  and  measles 
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89  times.  It  is  a  noteworthy  fact  that  bronchopneumonia  is  the  type 
which  is  particularly  common  hi  idfancy,  while  croupous  pneumonia 
is  generally  a  disease  of  later  life.  In  the  child  under  i\\'e  years  it  is  very 
common,  and  fatal  in  direct  proportion  to  the  youth  of  the  patient,  whereas 
croupous  pneumonia  is  rare  in  this  period  of  Hfe,  and  very  rarely  is  fatal 
at  this  time.  Out  of  Holt's  426  cases,  53  per  cent,  occurred  in  the  first  year 
of  life  and  33  per  cent,  in  the  second  year. 

Pathology  and  Morbid  Anatomy. — Tins  form  of  pneumonia,  at  least  in  its 
earlier  stages,  occurs  in  patches  which  cause  the  lung  1o  present  during  life 
physical  signs,  and.  after  death,  macroscopic  appeaninces,  ordinarily  quite 
distinct  from  those  of  the  soliihfied  or  hepatized  lung  of  croupous  pneumonia. 
Macroscopically  the  lung  presents  a  mottled  ap]>earance  because  its  surface 
represents  three  conditions  of  the  pulmonary  parenchyma,  namely,  (a)  areas 
of  consolidation,  (b)  areas  of  atelectasis  or  collapse,  and  (c)  areas  of  emphy- 
sema, or  enlargement,  of  groups  of  vesicles  due  to  overdistention,  resulting 
from  collapse  of  adjacent  lobules.  The  consolidated  areas  are  pinkish, 
reddish,  or  grayish-yellow  in  hue,  the  emphysematous  patches  are  paler 
and  crepitate  when  touched,  while  the  collapsed  portions  are  bluish  or 
mahogany  in  color  and  depressed  Ix^iuw  the  rest  of  the  cut  surface  of  the 

Jung- 

The  inflammatory  process  usually  begins  in  the  smaller  bronchi  and 
tends  fmm  them  to  the  tissues  immediately  adjoining,  fonning  patches  of 
consolidation,  which  are  deep  red  in  hue,  and  which  extend  farther  and 
farther  from  their  original  site,  until  perchance  they  coalesce  and  form 
fairly  large  airless  consolidations.  As  the  margin  of  the  inflammatory  zone 
eictends,  the  primary  area  of  inflammation  undergoes  necrotic  degemTalive 
changes,  loses  its  red  appearance,  autl  may  berome  grayish,  through  granular 
and  fatty  degeneration  of  the  exudate,  l^his  inflammatory  exudate  not  only 
invades  the  peribronchial  tissues,  but  the  vesicles  as  well,  so  that  they  are 
rendered  airless.  If  the  hnig  be  cut  across  these  patches  of  consolidation 
will  project  slightly,  atu!  in  the  centre  of  ciich  can  be  seen  the  cniss-section 
of  the  primarily  involved  bronchus,  whicli  looks  whitish,  and  from  which 
mucopus  may  exude.  In  some  instances  in  which  the  infection  is  severe 
and  the  inflammatory  process  rapid,  the  mucopurulent  character  of  the 
exudate  into  the  bronchial  tubes  is  very  well  developed,  and  this  purulent 
process  may  extend  into  the  y>eribronc!nal  spaces  and,  in  septrr  cases,  cause 
small  pyogenic  foci.  The  exmlaic  itself  is  composed,  as  would  Ix.*  expected 
from  the  character  of  the  lesions,  of  serum,  red  cells,  epithelial  cells  which 
have  separated  from  the  bronchial  and  vesicular  waJls,  and  a  large  number 
of  ieukocjles,  and  in  varying  numbers  the  associated  bacteria. 

ITie  exudate  contains  njuch  less  fibrin  than  it  does  in  croupous  pneu- 
monia, and  a  copious  fibriiious  deposit  on  the  pleura  is  exceptional. 

If  the  inflammation  of  the  walls  of  the  bronchial  tubes  is  severe  they 
become  thickened  and  swollen,  and  therefore  their  lumen  is  greatly  decreased 
or  even  occluded.  This  result  is  greatly  aitied  by  their  Ix^coming  plugged 
with  the  mucus  and  dead  cells,  and  so  it  not  infrequently  hapjxMis  that  a  cer- 
tain area,  or  several  areas,  of  the  vesicular  portion  of  the  lung  is  deprived 
of  air  and  undergoes  collapse  or  atelectasis. 
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It  is  worthy  of  note  that  catarrhal  pneumonia  is  in  the  great  majority 
of  instances  present  in  both  lungs,  and  that  it  is  not  usually  conspicuous  in 
the  bases  posteriorly.  The  anterior  portions  of  the  lungs  and  particularly 
the  apices,  except  in  tuWrculous  cases*  show  little  involvement  unless  the 
lesions  are  well  developed  elsewhere. 

The  exudate  in  bronchopneumonia  undergoes  resolution,  as  do  most 
inflammatory  exudates,  by  tlie  degeneration  of  the  extra vasated  and  des- 
quamated elements  niul  their  s|x*e(]y  a!)sorfjtion  or  expectoration.  With 
this  process  the  material  plugging  the  bronchial  tul>es  disappears  and  the 
collapsed  vesicles,  upon  receiving  their  normal  supply  of  air,  expand  so 
that  complete  recovery  ensues. 

\\1ten  this  does  not  take  place  we  find  the  development  of  dense  con- 
nective tissue  about  the  air  tubes  and  between  the  air  spaces,  which,  as 
it  increases  in  degree,  causes  thickening  and  induration.  As  this  process 
increases  the  connective  tissue  distorts  the  lung  so  that  the  bronchi  are 
twisted  or  bent,  patches  of  vesicular  tissue  collapse,  secretion  is  retainer!  in 
the  bronchial  tulx's,  and  as  a  result  chronic  bronchial  inflammation^  dila- 
tation, or  sacculation  of  these  tubes  occurs,  and  the  patient  becomes  a 
suiferer  from  chronic  bronchitis^  with  bronchiectasis  or  a  clironic  broncho- 
pneumonia. 

In  other  instances  old  tuberculous  lesions  are  rendered  active  by  the 
acute  bronchopneumonia,  or  a  new  tuberculous  infection  is  superadded, 
so  that  the  case  speedily  passes  into  a  well-developed  pulmonary  tuber- 
culosis. In  still  other  instances  the  whole  process  from  the  very  beginning 
is  really  due  to  the  li^tcilliia  inhere idosis,  and  the  patient  rapidly  develops 
unmistakable  evidences  of  tuberculous  infeclion,  tlie  microscope  showing, 
sooner  or  later,  the  presence  of  these  organisms  in  the  sputum.  In  such 
cases  the  exudate  in  the  air  celts  goes  on  to  caseation,  and  may  become 
encapsulated  or  disseminatetl,  tiepentling  upon  the  virulence  of  the  organ- 
ism anti  the  resistance  of  the  patient. 

Symptoma.^The  symptomatology  of  bronchopneumonia  varies  with  the 
'prifmirif  cause.  If  it  be  primary  it  naturally  presents  spuptoms  which 
differ  somewhat  from  those  which  it  presents  when  it  is  secondary,  and 
follows  some  more  or  less  prolongo<I  and  exhausting  malady.  Then,  too, 
the  symptoms  naturally  vary  with  the  age  of  the  patient  attacked,  with  the 
areas  of  the  lungs  which  are  involved,  and  with  the  severity  of  the  illness 
which  has  precedetl  it. 

For  the  ready  study  of  the  S3Tn|)toms  of  bronchopneumonia  we  may 
therefore  form  at  least  three  clajtscf  of  cases:  those  which  are  distinctly 
primary,  those  that  are  clearly  secondary,  and  those  which  involve  the 
small  bronchioles  very  early  in  the  attack,  producing  what  is  known  as 
aattCj  sitffocaiive  catarrh. 

When  the  chiKl  is  attacked  i^nth  the  primarif  forin  of  branclto pneumonia 
there  is  usually  a  chill  at  onset,  which  varies  greatly  in  its  severity,  in  some 
cases  being  so  slight  that  it  is  scarcely  noted,  and  in  others  amounting  to  a 
true  rigor  Commonly  there  is  a  history  that  the  chihl  has  been  exposed 
to  cold  and  wet.  As  in  all  inltanimatory  conditions  in  childhood,  there  is 
^  sharp  rise  in  lemperatun',  almost  from  the  very  first  an  increase  in  the 
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respiratory  rate,  and,  it  may  be,  veiy  considerable  evidence  of  respiratory 
difficulty. 

It  is  curious  to  note  how  the  severity  of  the  symptoms  of  catarrhal  pneu- 
monia vary  in  different  chihlren.  Some  become  dyspnmc  very  early,  and 
others  suffer  very  little  respiratory  embarrassment  througli  the  whole  course 
of  the  malady. 

So  sudden  may  be  the  onset  in  this  primary  form  of  l>roiu-hopmMmionia 
that  it  may  Ije  practically  imj>tissi})le  for  the  physician  to  sci>aralc  it  from 
croupous  pneumonia,  particularly  as  children  suffering  from  the  latter  dis- 
ease rarely  bring  up  rusty  sputum,  and  alsf>  because  tlioy  frequently  have  a 
pulse  rate  which  is  higher  iti  projKjrtion  to  the  respirations  than  that  ratio 
which  is  common  in  croupMis  pneumonia  in  adults.  Cerebral  svmptonis 
may  also  be  present,  just  as  they  arc  in  croupous  pneumonia;  and  this  is  not 
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pof  n  child.  Cjktnrrhnl  pn«iimoniH  follou-tn^  ni^-aulfn.  In  the  upper  1(*ft  quadrant  in  |>art  of  the 
wnllnf  a»tnall  tin>iifli)in.  the  epJttuOiuni  of  wliiuli  i;*  de^iunmntlriK  (■<  ' :  ^pvi-ral  air  vc."itIf-H  ciintAJn- 
tnc  cfttarrlml  exudnte  uru  iihown  \  B).  Ttie  connective  tiiwue  of  the  hrouchiiM  ufi<l  the  inter\'e«ji:u]ar 
•Irart lire  are  sliKhtly  ccdematouit  and  the  seal  of  considerable  leiikocytk*  InfiUratioti  (Q. 

surprising  in  view  of  the  fact  already  |K)inted  out,  that  the  pneumococcus 
b  the  micro-organism  most  fret|uently  responsible  for  both  forms  of  pneu- 
monia in  cliihlren.  For  this  reason,  probiilily,  pritiniry  catarrhal  pneu- 
monia in  children  not  infrequently  ends  by  crisis,  atnl  recovery  may  speedily 
take  place  after  a  very  few^  days  of  illness.  Indeed,  the  outlook  in  a  ca,se  of 
this  kind  in  an  otherwise  healthy  child »  which  is  not  very  young,  is  usually 
favorable. 

The  symptoms  of  the  onset  of  secondartf  bronchopneuTnonia  vary  greatly 
from  those  just  described.  Tnsteiid  of  having  a  sharp  onset  the  onset  is 
in.sidious.  A  child  having  bt^en  idling  from  some  other  malady  for  a  numlier 
of  days  or  weeks,  is  found  to  have  an  arvf.won  of  frvrr,  to  be  languid,  to 
have  a  rapid  pulse,  to  have  a  verv  marked  increase  in  respiratory  rate,  and 
2^ 
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the  skin  is  found  to  be  hot  and  dry.  The  speed  of  the  pulse  is  often  exces- 
sive, reaching  15()  to  20<)  a  minute;  hut  in  this  ihsea-se,  as  in  all  others,  itt^H 
quality  is  of  as  great  im|K>rtance  as  its  speed.  An  irregular  pulse  is  of  e^ill 
import.  The  comjh  is  fairly  constant  and  sometimes  produces  pant,  and  if 
the  area  involve<l  is  at  all  large  respiratory  embarrassment  is  early  mani- 
fested. This  is  shown  by  the  increased  number  of  respirations,  by  the  fact 
that  they  arc  somewhat  labored,  and  also  by  the  fact  that  the  intercostal 
spaces  are  frequently  drawn  in  by  the  suddenness  of  the  inspiratory  move- 
ment. Aiiscidtuiion  will  probably  reveal  in  the  smaller  bronchial  tubes 
some  fine  rales,  with  rxo(j(frratrd  inftpiraiory  and  somewhat  prolumjed.^ 
expiratory  .wmKh,  The  breathing  is  of  tlie  exfiggcrated.  puerile  type;  tin 
cough  is  unproductive.  Pcrvittinion  for  the  first  twenty-four  hours  of  the 
attack  may  reveal  practically  nothing.  This  is  in  i)art  due  in  chihiren  to, 
the  resiliency  of  the  entire  chest,  so  that,  unless  very  gentle  percussion 
exercised,  the  resonance  of  neighboring  parts  may  cover  the  impairs 
resonance  of  the  consohdated  area.  Again,  those  areas  wliich  have  unde 
gone  com|>ensatory  dilatation  |josse.ss  a  hyperre.sonance  which  may  cov) 
the  impairment.  If»  however,  the  pathological  lesion  is  well  developed,  a1 
the  end  of  twenty-four  or  forty-eight  hours  careful  [>ercussion  will  usuall 
reveal  distinct  impairment  of  resonance,  particularly  if  the  lesions  are,  as 
is  common,  chiefiy  at  the  bases  posteriorly. 

If  the  disease  is  severe  the  symptoms  of  Jyspttan  may  l>ecome  distressingly 
well  marked,  and  cyanosis  may  become  constant,  t!ic  cliiKl  being  so  short  of 
breath  that  it  ceases  to  cry.antl,  indeeti,  may  have  tlifliculty  in  taking  liquids 
because  of  its  dyspn(ea;  that  is  to  say,  it  is  so  short  of  bivath  that  it  cannot 
take  time  to  svvallo^v.  Usually  at  this  time  the  exprcsniim  is  somewhat 
anxious.  If  the  dyspnoea  has  been  prolonged  enough  to  exhaust  the  cliild, 
and  the  accumulation  of  carlx)n  dioxide  in  the  bloo<l  has  been  sufficient  to 
benumb  its  sensibilities,  it  is  markedly  apaihdic.  These  symptoms  last  a 
variable  number  of  days,  but  usually  a  change  for  the  Wtter  in  a  mild  ca3<^| 
begins  to  be  noted  by  the  end  of  the  fifth,  sixth,  or  seventh  day,  arul  witH^V 
the  beginning  of  improvement  in  the  general  symptoms  auscultation  will 
reveal  that  the  rales  in  the  chest  are  more  moist,  that  on  coughing  the' 
alter  in  quality  more  than  before,  and,  further,  air  will  \w  found  passi 
through  [>ortions  of  the  lung  which  heretofore  have  seemed  devoid  of  it. 

In  other  Instances  the  disease  runs  a  much  longer  course,  and  the  child, 
after  hovering  between  life  and  death  for  a  number  of  days,  slowly  emerges 
from  its  illness,  and  the  physical  signs  in  the  lungs  equally  slowly  disap^^ 
pear.  ^| 

In  young  children  it  is  by  no  means  an  uncommon  occurrence  for  tlie  dis- 
ease to  spread  in  a  violent  form  into  the  smaller  bronchioles,  and  by  the 
swelling  of  the  mucous  membrane,  the  copiousness  of  the  exudate,  and 
the  wide  area  involved,  produce  what  is  known  as  acute  suffocative  catarrh, 
a  condition  which  at  one  time  was  considered  as  a  separate  entity  from 
bronchopneumonia,  but  which  is  now  recognizee!  as  !>eing  simply  a  malig^| 
nant  form  of  the  disease  involving  a  large  number  of  the  smaller  bronchi-^^ 
oles,  and  so  greatly  interfering  with  respiration.  Another  term  wliich  has 
also  been  used  to  describe  this  condition  is  "capillary  bronchitis;'*  in  other 
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words,  this  name  is  meant  to  bring  out  the  fact  that  the  finer  bronchioles  are 
involved.  A  very  excellent  term  to  describe  this  fonn  of  the  disease  is  '*acute 
disseminated  bronchopneumonia." 

Capillary  bronchitis ,  or  aciUe  suffocative  catarrh,  is  one  of  the  most  dis- 
tressing acute  maladies  which  affect  young  children.  Its  onset  is  usually 
very  rapid,  and  within  twelve  or  twenty-four  hours  the  child  may  be 
suffering  intensely  from  dyspnwa.  At  first,  the  dyspnoea  and  inability  to  get  a 
sufficient  quantity  of  oxygen  render  it  fretful  and  restless ;  but  very  soon  it 
becomes  weary,  and  with  the  weariness  of  the  general  system  there  develops 
a  weariness  of  the  respiratory  centre,  which  fails  to  send  out  sufficiently 
powerful  influences  to  cause  the  remaining  healthy  portion  of  the  lung  to 
be  completely  filled  at  each  inspiration.  Very  speedily,  too,  carbonic  acid 
gas  accumulates  in  the  blood  and  benumbs  the  respiratory  centre,  so  that 
within  twenty-four  or  thirty-six  hours  after  the  beginning  of  the  malady 
the  child  may  lie  in  its  mother's  arms  limp  and  motionless  except  for  the 
rapid  respirations  which  are  required  to  maintain  life.  I  have  not  infre- 
quently seen  a  child  in  this  condition  as  limp  as  it  is  when  under  the  influ- 
ence of  ether  or  chloroform,  and  only  semi-conscious.  The  finger-nails  are 
lixicl,  the  lips  much  darker  than  normal.  The  mouth  is  apt  to  be  excessively 
dry,  owing  to  rapid  evaporation  of  moisture  from  the  high  fever  and  rapid 
breathing. 

During  a  portion  of  the  attack  the  respiratory  rate  may  become  as  high 
as  60  or  even  70  a  minute,  and  not  infrequently  death  comes  on 
as  a  combined  result  of  the  infection,  of  the  dilatation  of  the  right  side  of 
the  heart,  of  the  accumulation  of  carbon  dioxide  in  the  blood,  and  of  general 
nervous  exhaustion. 

Probably  the  most  characteristic  symptom  of  capillary  bronchitis  is  the 
intense  dyspnoea,  which  is  quite  as  acute  in  some  cases  as  it  is  in  diph- 
itheria  with  laryngeal  obstruction.  Indeed,  I  have  known  intubation  to  be 
done  in  a  case  of  capillary  bronchitis,  it  being  thought  that  the  child  had 
laryngeal  trouble  in  addition  to  its  pulmonary  difficulties,  although  no 
laryngeal  lesion  was  actually  present. 

The  temperature  in  cases  of  capillary  bronchitis  varies  very  greatly.  In 
some  patients  it  is  very  high,  rising,  it  may  be,  to  107°;  in  other  instances 
it  rarely  passes  above  101°  or  102°.  In  the  latter  type,  however,  there 
may  be  a  sharp  rise  a  few  hours  before  death.  At  the  time  of  death  the 
temperature  may,  superficially  at  least,  be  subnormal,  although  the  rectal 
temperature  may  be  high.  The  general  run  of  the  temperature  pursues 
no  definite  course  as  it  is  wont  to  do  in  croupous  pneumonia,  but  progresses 
very  irregularly. 

The  degree  of  fever  in  bronchopneumonia  of  the  secondary  type  is  of 
little  value  for  the  purpose  of  determining  the  severity  of  the  disease.  Some- 
times when  the  infection  is  quite  severe  the  temperature  may  not  rise  aboVe 
101°  or  102°;  whereas  in  other  cases  which  are  really  less  ill,  it  may  reach 
105°  or  106° 

Duration. — ^The  duration  of  bronchopneumonia  varies  very  greatly  with 
the  condition  of  the  child  at  the  onset  of  the  disease.  In  primary  broncho- 
pneumonia, occurring  in  an  otherwise  healthy  child,  the  malady  may  last  for 
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but  a  few  days,  and  it  is  a  noteworthy  fact  that  it  may  be  arrested  in  any 
stage  of  its  development,  so  that  recovery  may  speedily  take  place. 

In  secotulaiy  l)rt)iichopni'um<>iiia  the  duration  is  apt  to  be  very  much 
longer  than  in  tlie  primary  form.  Under  these  circumstances  it  commonly 
runs  a  course  of  from  ten  days  to  two  weeks,  and  if  the  condition  of  the 
patient  is  seriously  impaired  at  the  time  of  its  onset,  it  may  last  for  three  or 
four  weeks.  Usually,  however,  during  the  last  ten  days  or  two  weeks  of  a 
prolonged  attack  of  this  character,  the  symptoms  are  much  modified  and 
the  temjierature  is  but  a  little  above  nomial.  Whoopmg-cough,  which  is  a 
very  frequent  cause  of  broncliopneumouia,  runs  a  course  of  from  six  to 
twelve  weeksj  and  if  bronchopneumonia  develops  early  in  the  attack  of 
whooping-cough  the  persistency  of  the  spasmodic  seizures,  with  their  accom- 
panying bronchitis,  naturally  prolongs  the  duration  of  the  pulmonary  dis- 
order; whereas,  in  another  diseiise  like  measles,  which  runs  a  much  shorter 
course,  the  pulmonar)'  disorder  may  disappear  ahnost  as  soon  as  the  erup- 
tive disease,  ahhough  very  often  it  j:>ersis<s  for  a  week  or  ten  daySj  and  con- 
valescence from  measles  is  well  established.  Much  depends,  too,  as  to  the 
duration  of  the  malady,  uprui  the  size  of  the  areas  of  consolidation  and  the 
presence  of  more  slowly  liquidated  exudates.  Commonly,  the  greater 
the  area  infected,  the  greater  the  length  of  the  disease. 

Complications, — The  coinpHcations  of  hrouchopnennionia  are  not  numer- 
ous. As  already  jwinted  out,  it  occasionally  happens  that  tuln^rculosis 
develops  in  the  area  which  is  diseased.  More  rarely  still  the  infection 
of  the  j)eribroncliial  tissues  is  so  severe  that  puhnonary  abscess  results. 
Pleuritis  is  rare  unless  there  ha[]pens  to  be  a  patch  i.»f  consolidation  close  to 
the  pleura,  in  wliich  case  a  small  area  may  be  involved.  This  rarely  spreads 
an<l  still  more  rarely  is  accompanied  by  marked  effusion,  but  it  sometimes 
results  in  empyema. 

Diagnosis. — Bronchopneumonia  is  to  l>e  differentiateil  from  ordinary  severe 
bronchitis  by  the  presence  of  patches  <>f  impaired  resonance  on  percussion, 
and  by  the  fact  that  during  the  course  of  an  acute  bronchitis  an  exacer- 
bation of  temperature  and  of  the  general  symptoms  of  severe  illness  ensue. 
Beyond  these  points  it  may  be  practically  impossible  to  separate  the  two 
maladies.  Tt  is  not  to  be  forgotten  that  bronchitis  is  not  associated  with 
hyperresoiiarice  in  any  |)ortion  of  tlie  chest  as  a  rule,  but  catarrhal  pneu- 
motiia  is  frequently  associateti  with  this  physical  sign.  Percussion  in  capil- 
lary bronchitis  may  therefore  give  exaggerated  resonance  owing  to  the 
emphysematous  state  of  the  vesicular  parts  of  the  lung,  for,  as  in  asthma, 
the  difficulty,  which  often  exists,  is  an  inability  to  ex|Mre  some  of  the  air 
which  has  been  taken  in  by  forced  inspiration.  As  has  already  been  stated, 
hyperresonance  may  completely  take  tlie  ])lace  of  impaired  resonance  due 
to  consolidation. 

From  croupous  pneumonia  bronchopneumonia  is  to  be  separatetl  by  the 
fact  that  its  onset  is  more  gradual  or  insidious,  by  the  intermittent  character 
of  the  fever,  and  by  the  irregular  distribution  of  the  physical  signs  in  the 
chest.  Another  important  differential  [x>iut  is  the  fact  that  catarrhal  pneu- 
inouia  is  usually  bilateral  arul  joined  at  the  bases,  whereiis  croupous 
pneumonia  is  not;  that  bronchopneumonia  is  usually  well  diffused,  and  in 
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both  lun^,  whereas  the  croupous  type  is  usually  but  not  always  unilateral, 
and  commonly  Hniite<l  to  one  lohe.  Croupous  pneumonia  u:s\ially  ends  by 
crisis,  whereas  bronchopneumonia  may  end  by  lysis.  The  predominance  of 
severe  cerebral  or  meningeal  symptoms  is  rather  in  favor  of  the  croupous 
type  of  the  disease. 

In  many  case^  it  is  impossible  to  determine  whether  the  bronchopneu- 
monia is  due  to  the  pneumococtiis  or  some  other  coccus,  or  is  the  result  of 
the  infection  by  the  tubercle  bacilli.  In  tlie  jd>.sonce  of  enlargement  of  the 
mesenteric  glands  and  of  other  signs  of  tuberculous  infection,  the  differential 
diagnosis  between  bronchopneumonia  i)f  tuberculous  origin  anil  that  riueto 
ordinary  causes  is  practically  impossible,  until  the  disease  has  advanced  so 
far  that  other  systemic  manifestations  of  tuberculous  infection  are  manifest. 

Sometimes  the  intermittent  and  irregular  temperature  curves  of  broncho- 
pneumonia suggest  the  possibility  of  malarial  infection.  The  differential 
diagnosis  in  a  case  of  malarial  infection,  with  bronchial  symptoms  like  those 
of  bronchopneumonia,  can  of  course  only  be  made  by  careful  examination 
of  the  blootl,  and  by  a  more  careful  study  of  the  temperature  chart  than  is 
usual  in  the  ordinary  case.  Then,  too,  in  the  malarial  forms  of  the  disease 
ihc  symptoms  will  be  motlified  or  arrested  l>y  the  use  rvf  ipiinine. 

As  already  pointe<l  out,  the  symptoms  of  bronchopneumonia,  in  children 
in  particular,  vary  to  an  extraordinary  degree  with  the  primary  illness  from 
which  tlie  patient  has  been  sutTering.  Thus,  in  whooping-cough  the  onset 
of  tlie  dbease  is  often  Sij  insidious  as  t(»  be  easily  overlooked  l>ecause  the 
rales  are  mistaken  for  those  of  the  usual  miUI  brfinchitis.  In  other  instances 
the  symptoms  may  be  those  of  tuberculous  or  acute  meningitis,  particularly 
in  rachitic  infants. 

Not  rarely  an  acute  diarrhoea  may  be  present,  the  stools  being  green  and 
containing  much  mucus,  some  of  which  is  due  to  a  coincident  gastrointestinal 
catarrh,  and  some  of  it  being  from  the  bronchial  tubes,  for  a  child  rarely 
expectorates,  and  usually  swallows  what  he  coughs  up  from  his  chest.  Be- 
cause of  the  associated  indigestion  there  may  be  vomiting  and  distention  of 
thealwiomen  by  gas,  which  factors  jill  aid  in  increasing  the  adynaniiu,  and  in 
interfering  with  the  cardiac  antl  pulmonary  activity.  These  facts  emphasize 
a  fact  too  frequently  overlooked,  namely,  that  the  condition  of  the  lungs 
should  always  be  carefully  investigated  in  all  cases  which  present  signs  of 
illness  elsewhere,  since  it  may  be  fount],  to  the  [ihysician's  surprise,  that 
the  pulmonary  condition  is  not  rarely  the  primary  underlying  cause. 

Pro^osis. — The  prognosis  of  broncliojyncnmonia  varies  very  greatly 
with  the  underlving  cause  of  the  disease  and  witli  the  age  of  the  patient. 
In  young  infants  it  is  an  excee<lingly  fatal  rnulatly,  whether  it  is  primary  or 
>ndary,  and  during  the  first  year  of  life,  if  the  disease  is  well  marked, 
be  prognosis  is  always  unfavorable.  The  favorableness  of  the  prognosis 
increases  with  each  year  of  age.  Another  imj>nrtant  factor  in  the  prognosis 
of  these  cases  is  the  general  vitality  of  the  patient.  Cliildren  who  are  natu- 
rally strong  and  healthy,  and  are  provideil  with  good  air  and  sunshine,  have 
a  better  opportunity  than  those  who  live  in  poorly  constructed  dwellings 
with  bad  ventilation,  and  wiiose  primary  vitality  is  necessarily  limited. 
This  question  of  the  vitality  of  the  patient  is  a  most  important  factor  from 
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a  prognostic  standpoint,  anrl  therefore  if  the  child  has  been  much  weakened 
and  devitalized  by  prolnnrred  illness,  or  has  had  its  heart  seriously  weakened 
by  the  prolonged  strain  of  severe  whooping-foiigh,  the  outlook  is  much  less 
favorable  than  if  the  disease  attacks  tlie  chiltl  who  is  suffering  from  a  mild 
attack  of  measles. 

The  mortality  of  bronchopneumonia  in  very  young  chihiren  in  private 
practice  is  probably  about  30  per  cent.;  whereas  in  asylum  practice,  wherofl 
it  is  impossible  to  provide   them  with  the  same  amount  of   fresh  air  and" 
careful  nursing,  and  where  the  healtli  is  often  previously  impaire<J,  it  is  not 
infrequently  as  high   as  r»5  or  70  per  cent.      While  it  is  true   that  poorly 
nourished,  rachitic  cIuKIren  arc  very  apt  to  fall  victims  to  the  dise^ise,  it  is 
abo  a  fact  that  \veI!-aourished,  stout,  fat  children  sometimes  have  marked 
difficulty  in  surviving  its  attack;  and  this  is  particidarly  true  if   they  are 
"condensetJ-milk  babies,"  for  such  cluhiren  usually  have  low  vital   re^st- 
ance.     The  complicating  maladies,  as,  for  example,  active  diarrhrea  and 
indigestion    or  vomiting,  of   course  make  the    prognosis    very  uncertaiuj^^ 
and  if  they  resist  treatment  are  still  more  cause  for  anxiety.  M^^ 

Treatment. — In  the  treatment  of  bronchopneumonia  it  is  of  the  greatest^^ 
importance  that  tfie  child  slioidd  be  in  a  well-ventilated  room  which  receives 
as  much  sunshine  as  possible,  for  bronchopnetmionia  is  essentially  a  diseasc^^l 
of  bad  ventilation.    The  temperature  of  the  room  should  be  kept  constant," 
and  every  care  should  be  exercised  that  it  is  not  damp.    If  possible,  it  should 
be  heatcil  by  a  stove,  or  by  an  open  fire,  rather  than  by  furnace-heated  air, 
and  if  it  is  necessary  to  heat  it  by  means  of  a  furnace,  care  shoui*!  l>e  t-aken 
that  the  air  of  tlie  room  shoidd  not  be  allowed  to  lieeome  unduly  dry.    This 
may  be  prevented  by  having  the  air  from  the  furnace  Hue  pass  over  the 
surface  of  a  pan  of  water,  and  if  the  air  is  very  hot  and  tlioroughly  dried  it 
is  better  to  set  free  in  the  air  of  the  room  a  certjiin  amouni  of  .steam  from 
a  tea-kettle,  a  pan  of  boiling  water,  or  by  occasionally  immersing  a  large      i 
piece  of  cjuickliiiie  in  a  bucket  of  water.  ^t 

There  can  l>e  no  doubt  that  the  influence  of  <iusty,  impure,  or  dry  air  upon^^ 
the  lm>nchial  mucous  membrane  in  cases  of  this  disease  is  most  deleterious, 
and  I  believe  that  \n  many  instances  much  better  resvilts  can  l>e  obtained  if 
it  is  possible  to  place  the  child  in  a  bronchitis  tent,  or  to  pr<)vi<le  the  air  of      i 
the  room  with  a  sufficient  degree  of  moisture  to  make  the  apartment  the^| 
equivalent  of  a  bronchitis  tent.      This  can  readily  be  accomplished  in  the™ 
way  just  sugj^ested.  or  by  the  iLse  of  what  is  known  as  a  "croup  kettle," 
which  continually  sets  free  a  small  quantity  of  steam.    To  the  water  which 
13  place<l  in  the  croup  kettle  1  or  2  grains  of  menthol  may  he  added  every 
two  or  three  hours,  and  in  some  instances,  for  their  soothing  influence, 
few  drops  of  oil  of  eucalyptus  and  conifvound  tincture  of  l^enzoin  may  l>< 
so  employed.     As  far  as  j)<>ssiblr  the  patient  shouk!  be  kept  quiet  in  i>eil 
or,  in  the  case  of  little  children,  should  be  moved  a^s  little  as  is  consistent  with 
comfort;  but  if  the  child  is  very  ill,  it  should  not  be  allowed  to  lie  in  one 
posture  hour  after    hour,  but    occasionally   be   changed,    lest    h}'postatic 
congestion  occur.     Easily  digested,  nutritious  food  should  be  given  in  small 
quantities   every  two   hours.     No   medicine   which  may  disturb  digastioti 
should  be  given  to  a  child  in  its  food. 


BRONCHOPNEUMONIA  407 

In  the  way  of  external  applications  to  the  chest,  the  child's  back,  sides, 
and  front  may  be  rubbed  with  a  mixture  of  a  teaspoonful  of  turpentine 
and  three  tablespoonfuls  of  sweet  oil.  In  other  instances  a  weak  ammonia 
liniment  may  be  used,  or  in  still  other  cases  oil  of  amber,  in  the  strength  of  a 
teaspoonful  to  two  tablespoonfuls  of  sweet  oil.  These  methods  of  treatment 
provide  sufficient  counterirritation  and  do  not  maintain  the  febrile  tempera- 
ture as  do  the  poultice  or  cotton  jacket,  both  of  which  forms  of  application 
have  now  deservedly  gone  out  of  use,  as  it  is  inconceivable  that  tliey  can 
favorably  affect  the  lesion  in  the  lung,  and  they  certainly  increase  the  dis- 
comfort, the  fever,  and  the  irritation  of  the  child's  nervous  system. 

Stimulants  are  not  needed  in  all  cases  of  bronchopneumonia,  but  are 
used  wisely  in  a  larger  proportion  of  patients  than  in  those  who  suffer  from 
the  croupous  variety  of  the  disease,  because  bronchopneumonia,  as  has 
already  been  pointed  out,  usually  attacks  tlie  feeble  and  therefore  those 
who  commonly  need  stimulation.  The  quantity  of  stimulant  which  is 
given  varies  of  course  with  the  feebleness  of  the  heart  sounds,  tlie  condition 
of  arterial  tension,  and  the  degree  of  general  nervous  prostration.  One  of 
the  best  stimulants  which  can  be  used  is  the  carbonate  of  ammonium  in 
the  dose  of  2  or  3  grains  every  three  or  four  hours  to  a  child  of  a  year  or 
two,  usually  giving  it  in  the  syrup  of  acacia  and  water.  Carbonate  of  ammo- 
nium, however,  acts  best  when  it  is  given  for  comparatively  short  periods  of 
time,  and  for  a  constant  stimulant  during  the  greater  portion  of  the  disease 
it  is  probable  that  brandy  occupies  the  first  place.  Care  should  be  exercised 
that  the  brandy  is  at  least  five  years  old,  and  that  it  is  as  bland  as  possible. 
It  should  l)e  given  very  well  diluted  by  water,  and  a  child  of  a  year  may 
teke  as  much  as  half  an  ounce  to  an  ounce  in  twenty-four  hours  with 
advantage,  30  drops  being  given  every  two  or  three  hours. 

As  a  rapidly  acting  diffusible  stimulant  to  meet  critical  periods  of  depres- 
sion Hoffmann's  anodyne  in  the  dose  of  5, 10, or  15  drops  maybe  employed 
in  young  children.  In  other  instances  y^^  grain  of  strychnine  may  be  used, 
<yt  a  larger  dose  than  this,  it  being  always  borne  in  mind  that  the  ner\'ous 
system  of  a  child  is  exceedingly  susceptible  to  this  drug.  Like  the  carbon- 
«fcte  of  ammonium,  strychnine  is  only  to  be  used  when  it  is  necessary  to 
bridge  an  exceedingly  critical  period.  If  the  dose  of  strychnine  is  to  be 
3r«peated,  ^^  of  a  grain  is  a  sufficiently  large  amount.  This  quantity  may 
be  ^ven  twice,  thrice,  or  four  times  in  twenty-four  hours,  but,  as  a  rule,  it  is 
Unwise  to  continue  its  use  for  a  longer  period  than  this. 

Where  the  quantity  of  bronchial  secretion  is  considerable,  particularly 
in  many  cases  of  suffocative  bronchitis,  a  critical  perioti  may  be  weathered 
by  the  use  of  small  doses  of  atropine;  from  yww(S  *^  TO  )7  ^^  ^  grain  may  be 
given  every  two  or  three  hours  by  the  mouth,  or,  if  need  be,  -^-^  to  ^^ 
may  be  given  hypodermically,  if  there  seems  to  be  danger  of  the  child 
drowning  in  its  own  secretions.  Oxygen  may  be  taken  by  inhalation  in 
some  cases  with  advantage. 

The  use  of  antipyretic  drugs  is  to  be  absolutely  condemned.  They  are 
even  more  dangerous  in  this  disease  than  in  croupous  pneumonia.  If  the 
temperature  is  so  high  as  to  be  dangerous  in  itself,  it  may  be  controlled  by 
cool  or  tepid  spongings,  with  gentle  friction;  by  the  use  of  cool  cloths  to 
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the  forelieatl,  or  an  ice-bag  appUetl  to  the  head  if  cerebral  symptoms  are 
marked.  Sometimes,  too,  placing  the  child  in  a  tepid  bath  for  a  few 
nionient3  will  act  as  an  excellent  antipyretic. 

When  the  symptoms  of  respiratory  oppression  are  marked  and  the  fever 
is  high,  it  is  often  advantageous  at  a  critical  period  to  dip  the  child  alter- 
nately in  cool  and  hot  water,  the  water  being  hot  enougli  to  produce  distinct 
counterirritation  on  tlie  skin,  and,  reliexly,  to  arouse  the  ciormant  nervous 
system.  Un*Ier  these  circumstances  the  child  often  rallies,  lakes  deep 
inspirations,  dislodges  the  mucus  whicli  is  otherwise  obstructing  its  breath- 
ing, and  at  the  same  time  ha.s  a  reduction  in  its  temperature.  Such  an 
alternate  hot  and  colfl  plunge  bath  shouhl  only  be  resorted  to  when  condi- 
tions are  desperate,  and  should  not  be  repeated  too  frequently.  A  tepid  bath. 
the  patient  being  immersp<l  or  simply  sponge*],  will  also  very  frecpienlly  allav^ 
restlessness  and  permit  quiet  sleep.  IH 

In  the  ]>rotnicted  cases  it  is  exceedingly  important  that  pure  air  ami  goo<^^ 
footl  should  be  proviifed.  Not  infrequently  the  child  which  fails  to  improve 
in  the  city  may,  when  carried  in  its  nurse's  arms  to  the  sea-shore  or  the 
mountains,  change  for  the  better  to  a  remarkable  degree  within  a  very  short 
period  of  time.  This  is  ])arliculaTly  true  if  the  weather  is  oppressively  hot. 
Such  patients  also  may  be  benefited  in  some  instances,  partictdarly  during 
the  winter  months,  by  co<l-liver  oil  inunctions^  and,  if  the  digestion  will 
stand  it,  by  the  administration  of  small  tjuaiitities  of  cod-liver  oil  or  the 
synip  of  iodide  of  iron  by  the  mouth.  Sometimes  such  patients  are  als^H 
greatly  benefited  liy  the  administration  of  the  hypophosphites.  ^| 

During  the  acute  stage  of  bronchopneumonia  there  is  little  use  in  employ- 
ing the  ordinary  expectorants.  During  the  stage  of  resolution,  if  the  secretion 
is  profuse,  small  doses,  such  as  I  or  2  grains  of  chloride  of  ammonium, 
with  fluid  extract  of  licorice  and  water,  may  be  given  twice  or  thrice  a  day. 
Rarely  in  young  cliildren  is  there  much  expectoration,  either  in  the  sense 
of  expelling  mucus  from  the  mouth  or  coughing  it  up  into  the  phar\T)X^| 
The  younger  the  chihi  the  less  chance  there  is  of  freeing  its  bronchial  tulie^^ 
of  secretion  by  coughingj  and  care  should  always  l^e  taken  that  the  admin- 
istration of  an  expectorant,  which  is  not  of  very  great  importance,  does  not 
disorder  the  digestion,  which  is  of  far  greater  importance  to  the  maintenance 
of  the  child's  health  anri  strength  than  any  medicine  can  be. 

The  bronchopneumonia  of  adults  usually  follows  asthma  or  the  inspir 
tion  of  irritant  materials,  and  must  be  treatetl  in  much  the  same  manner 
that  just  described  for  bronchopneumonia  in  chiklren,  except  that  the  dose 
should  be  larger  in  proportion  to  tlie  age  and  size  of  the  individual, 
nearly  all  cases  active  stimulation  is  re<juired,  and  digitalis  and  strychnine 
are  particularly  useful.    Counterirritation.  freely  applied  to  the  chest,  seem^H 
to  be  of  advantage  in  some  instances,  l>ut  here  again  the  cotton  jacket  o9^^ 
the  fM>uUice  ought  not  to  be  resorted  to,  as  they  simply  oppress  the  patient 
and  do  little  good.  ^^ 

METASTATIC  PNEUMONIA.  V 

Definition. — By  the  term  metastatic  pneumonia  is  meant  a  condition  of 
consolidation  of  part  of  one  lung,  or  more  rarely  parts  of  both  lungs,  as 
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the  result  of  the  plugging  of  one  or  more  of  the  pulmonary  vessels  bv  an 
einlx)lus  wliich  is  of  septic  origin. 

Etiology  and  Pathology. — As  elsewhere,  enilxjli  reaching  the  lung  may  be 
(1)  simple  or  bland,  (2)  septic  or  infective;  either  of  these  may  be  massive 
or  small.  A  large  mass  thrown  into  the  pnhnormry  artery  at  once  arrests 
the  flow  of  bl(joil,the  patient  gives  a  few  gasps,  |x>ssibly  has  a  convulsion, 
or  at  least  convulsive  movements,  and  dies.  Smaller  em!x>li,  if  numerous 
(an  emboHc  shower),  may  induce  similar  phenomena.  The  simple  or  bland 
embolus  occludes  one  or  more  vessels,  ari<l  leads  to  the  fornuition  of  a  liemiir- 
rfaagic  infarct.  These  irregularly  shaped  or  conical  areas  varv  in  size, 
depending  upon  the  magnitude  of  the  occluded  vessel  aiui  the  efhcienc}  of 
the  collateral  circulation.  They  may  be  central  or  peripheral,  massive  or 
aall,  single  or  miilti[)lc. 

Tlie  question  of  uutoc!ithonoiis  embolism  is  of  pathological  rather  than 
clinical  interest. 

The  atTecte<l  area  is  airlcss^rlenser  than  Hie  uninvolve*!  pulmonary  tissues, 
and  near  the  centre  it  is  flark  purple  or  almost  l>lack  in  recent  infarcts,  black 
or  brown ish-l*lack  in  older  areas,  and  it  may  l>e  surrounded  by  a  zone  of 
re^ictionary  inilanmiation.  If  the  lesion  is  jxripheral  the  indurated  area 
rise5  above  the  level  of  the  pleura  and  is  fr^njuently  covered  by  a  delicate 
stratum  of  fibrin.  Certain  pleurisies,  particularly  those  following  operations, 
have  been  attributed  to  pulmonary  infarction,  llistologicallv  such  areas 
when  recent  show  air  vesicles  o<Tnpied  liy  bhxMl  cells  and  (ibrin  and  more 
or  less  interstitial  extravasatimi.  Later  t lie  erythroc}'tes  are  fragmented,  the 
leukocytes  increased,  phagocjies  abumlant,  and  evident  reparative  processes 
in  progress. 

The  sputum  is  more  or  less  blood-stained,  and  when  the  infarcts  are 
or  numerous  it  may  l»e  intensely  so.     In  fat  emlwlisrn,  such  as  may 
impany  fractures  of  tlie  long  Ijones,  oil  globules  niay  be  demonstrable 
in  the  sputum. 

Whether  the  process  arises  to  the  tiignity  of  a  pneumonia  (h'penfis,  of 
course,  upon  the  amount  of  accompiiiiyiiig  inHannnatioii.  It  is  evident 
that  a  few  small  infarcts  irregularly  distrilnited  may  give  rise  to  no  symp- 
toms because  of  the  insignificant  lesions  ituluced;  or,  on  the  other  hand, 
Urge,  or  multiple,  areas  may  lie  accnmpanieil  by  evident  lung  symptoms. 
Whether  inflammation  be  marketl  vv  slight  is  so  largely  de]>eudt'nt  upon  the 
presence  of  infection  that  in  the  absence  of  bacteria  the  name  metastatic 
pneumonia  Is  scarcely  ap])licable. 

Embolism  due  to  fragments  of  neoplasms  entering  the  lungs  usually 
escapes  notice  until  tlie  proliferating  cells  give  rise  to  metastatic  tumors. 

Tlie  most  important  and  gravest  type  of  metastatic  pneumonia  is  that 
seen  in  pymmia. 

During  the  course  of  a  septic  process  in  any  part  of  the  L>ody,  even  though 
it  may  be  so  minute  as  to  escape  notice  unless  carefully  sought,  it  is  possible 
for  a  small  clot  (emlK>Uis)  infected  by  micro-organisms  to  enter  the  circula- 
tion and,  l>eing  carried  to  the  lung,  to  plug  one  of  the  vessels.  The  difTerence 
lietwecn  the  infarct  resulting  from  an  ordinary  embolus  and  the  lesion 
ensuing  from  one  of  septic  origin  is  very  marked,  for  in  the  latter  condition 
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there  speedily  develops  an  acute  local  process  due  to  the  rapid  extension 
of  the  infection  from  the  embokis.  In  this  way  the  immediate  neighl>orhood 
of  tlie  closed  vessel  becomes  en^or^d ;  polymorphonuclear  leukocytes  accum- 
ulate in  the  infected  area,  which  rapi<lly  undergoes  liquefaction,  necrosis,  and 
an  abscess  is  formed.  As  such  emboli  are  rarely  solitary,  multiple  foci  are 
prone  to  develop;  these  may,  by  extension,  become  confluent  or  successive 
embolic   showers    may   cause  closely    approximated    lesions   of    different 

As  the  quantity  of  infective  material  and  its  distribution  constantly  varies, 
the  anatomical  result  of  such  conditions  can  rarely  l>e  the  same  In  any  two 
cuses.  There  may  l>e  a  single  area  of  infection,  or  the  lung  may  be  riddled 
by  abscesses,  the  '*pyiemic  pneumonia"  of  old  writers.  ^M 

The  area  of  solidification  in  the  lung  may  resemble  the  patchy  state  see^^ 
in  bronchoi>neumonia  or  the  hepatized  appearance  of  croupous  pneumonia. 
There  is,  however,  this  im(Kirtant  ditTerence  in  the  further  progress  of  the 
local  lesions  between  the  two  diseases  named  and  that  under  discussion,  for 
in  metastatic  ]>neuinonia  the  infiammatory  process  usually  goes  on  to  suppu- 
ration, the  entire  infected  area  becoming  crowded  with  pus  cells  and  cocci, 
the  walls  of  the  vesicles  and  (he  connective  tissue  of  the  lung  breaking  down 
instead  of  remaining  intact  its  in  most  cases  of  ordinary  pneumonia.  As 
a  result  we  find  one  or  more  abscesses  of  the  lung  which  may  rupture  into 
a  bronchus,  into  the  pleural  cavity,  or  even  through  the  diaphragm,  and  are 
practically  always  accompanied  by  marked  septic  fever. 

The  pleura  rarely  escapes,  and  empyema,  in  patients  surviving  sufficiently 
long,  is  not  uncommon.  As  the  abscesses  open  into  the  bronchi  and  eroded 
vessels  give  way,  pulmonary  hemorrhage  is  prone  to  occur.  Large  areas  of 
pulmonary  tissue  may  undergo  necrosis  and  further  complicate  the  case  by 
the  addition  of  pulmonary  gangrene. 

Symptoms. — The  symptoms  of  metastatic  or  septic  pneumonia  present  so 
little  that  is  characteristic  that  they  are  often  overlooked.  This  is  because 
the  lesion  in  (he  lung  is  secondary  to  some  inflammatory  process  already 
present,  which  is  responsible  for  mucli  of  the  fever  and  other  signs  of  an 
infection.  In  the  midst  of  these  symptoms,  if  they  are  severe,  the  slight 
exacerbation  pro<luced  by  the  embolism  is  not  recognized.  It  is  only  in 
those  cases  in  which  the  area  of  the  lung  involved  is  very  considerable  that 
pulmonary  signs  are  forced  upon  the  physician,  pmjecting  themselves,  as  it 
were,  above  those  already  present.  When  the  pulmonary  s^Tiiptoms  are 
marked  they  so  closely  resemble  those  of  an  acute  pneumonia  that  not 
infrequently  the  diagnosis  of  an  intercurrent  pneumonia  is  made,  only  to  be 
modified  when  repeated  chills^  sweats,  and  a  temperature  chart  indicative  of 
sepsis  show  that  the  process  in  the  lung  is  septic.     (See  Pyremia.) 

When  the  embolus  is  a  large  one  and  plugs  the  pulmonarj'  artery  at  its 
bifurcation,  death  suddenly  ensues. 

The  physical  signs  of  metastatic  pneumonia  are  practically  identical  in  tlie 
early  stage  of  the  affection  with  those  of  bronchopneumonia  or  croupous 
pneumonia,  for  the  consolidated  portion  of  (he  lung  pro*hjces  dulness  on 
percussion,  bronchial  breathing,  and  increased  vocal  fremitus  and  resonance. 
I^ter,  when  the  consolidates!  area  breaks  down  and  begins  to  undergo  suf  " 
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puration,  tfie  physical  signs  raay  be  those  met  with  in  beginning  resolu- 
tion in  oirllnary  crou[>ous  pneumonia. 

Prognosis. — The  prognosis  in  metastatic  pneumonia  is  bad  because  it  is  a 
septic  pnx'css  and  also  because  it  is  a  serious  complication  adde^l  to  a 
process  which  is  already  more  or  less  severe.  It  usually  ends  in  abscess  or 
^nprene,  and  these  affections,  particularly  the  latter^  are  fatal  ifi  the  great 
majority  of  cases.  In  the  rare  instances  in  which  recovery  takes  place  the 
health  of  the  patient  is,  as  a  rule,  permanently  impairetl.  I  have,  however, 
seen  two  instances  followed  by  abscess  end  in  complete  restoration  to  health. 

Treatment. — There  is  no  specific  treatment  of  tins  condition  unless  it  be 
known  that  the  streptococcas  is  the  cause  of  the  infection,  in  which  case 
antistreptococcic  senim  may  be  employed.  Even  in  these  instances,  how- 
ever, it  cannot  do  much  good  because,  after  the  pulmonary  vessel  is  mechan- 
ically closed  by  an  embolus,  no  treatment  can  bring  about  its  relief.  The 
most  that  the  serum  can  do  is  to  limit  the  degree  of  general  toxieraia. 

Ordinarily  the  treatment  must  consist  in  the  use  of  as  much  easily  assimi- 
latetl  food  as  the  patient  can  take  without  disordering  his  digestion,  the 
administration  of  proper  quantities  of  stimulants,  and  the  careful  ct^ntml 
of  such  symptoms  as  raay  become  excessive,  as,  for  example,  the  reduction 
of  high  temperature,  if  it  is  persistent. 
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Definition. — This  term  is  applied  to  a  state  of  the  lungs  in  which,  by 

reason  of  exposure  to,  and  inhalation  of,  various  kinds  of  dust  a  deposit  of 

the  foreign  body  takes  place  in  the  pulmonary  tissues  and  proihices  secondary 

changes.    When  the  individual  is  exposed  to  coal-dust  in  sufficient  amount 

and   for  a  long-enough  period  to  cause  its  accumulation  in  the  lung,  the 

state  of  the  lung  is  called  ''antkracosis;'*  when  the  dust  is  derived  from  the 

grinding  of  iron  or  steel,  it  is  called  '*siderosis  ;*'  when  the  dust  arises  from 

stones,  the  term  ^Uiihinsiy  or  '"chalicoms'*  is  employed.    Still  another  type 

of  foreign  body  capable  of  causing  pneumonoconiosis  atTects  those  who  work 

in  large  textile  industries  and  shoddy  mills.     The  aniiute  particles  of  wool 

and  cotton,  and  of  the  clay  used  for  ^'sizing,"  often  cause  bronchitis  and 

favor  the  occurrence  of  phthisis.    The  dust  can  often  be  found  in  the  sputum 

of  such  patients.    Reference  to  this  type  of  the  disease  is  made  in  the  author's 

'^uke  Fund  Prize  E.isay  for  lStS5.    Still  another  form  of  exposure  gives  rise 

to  "grain-shovellers'  disease,"  and  to  ''|x>tters'  voi.*' 

Etiology. — Under  ordinary  circumstances  the  re.spiratory  tract  is  able  to 
gel  rid  of  minute  foreign  bodies  which  may  enter  it.  This  is  accomplished 
by  the  arrest  of  the  dust  in  the  nasal  and  pliaryngeal  mucus,  and  by  the 
action  of  ciliatefl  epithelium  lining  the  larynx,  trachea,  and  bronchial  tubes, 
which  ccmtinuaily  passes  nhmg  lowani  the  aioutfi  for  expectoration  any 
dust  particles  whicli  may  enter.  If  (liese  pn>tectivLr  meiisures  are  insufficient 
l)ccause  of  the  great  quantity  of  dust  inhaled,  or  where  after  a  time  this 
ciliaiwl  epithelium  is  destroyed,  some  of  the  particles  are  carried  through 
the  mucous  membrane  and  are  arrested  in  the  nearby  connective  tissue; 
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but  if  the  amount  of  dust  is  so  large  that  even  this  third  barrier  is  passed, 
(lien  the  diL^t  jMirticlcs  arc  taken  up  by  the  l^Tiphatics  and  carried  to  the 
broncliial  lymph  nodes,  or  to  the  interlobular  puhnonary  septa  under  the 
visceral  layer  of  the  pleura,  or  to  the  substernal  lymph  glands,  where  ihey 
are  deix)sited  anil  remain  fixed.  Very  rarely  the  fine  particles  may  enter 
the  circulation  and  t>e  deposited  in  the  liver  and  spleen,  as  in  a  case 
reported  by  Welch,  or  tliey  may  be  even  excreted  in  the  urine. 

Pathology. — Up  to  this  stage  these  results  may  possess  no  pathological 
significance,  but  in  some  instances  the  presence  of  large  quantities  of  these 
foreign  bodies  produce  a  low-grade  inflammatory  process  in  the  lung  tissues 
which  results  in  overgrowth  of  connective  tissue;  that  is,  a  chronic  pro- 
ductive interstitial  pneumonia  or  pulmonary  sclerosis.  Occurring  inde- 
pendently of  the  interstitial  change,  or  associated  with  it,  there  is  quite 
constantly  a  subacute  or  chronic  bronchitis  and  emphysema,  and  finally 
areas  of  softening  take  place,  in  the  fibroid  portions  of  the  lungs,  which  are 
small  in  size  and  Hlled  with  dust-stained  fluiiL  Sometime.s  these  com- 
municate with  a  bronchial  tube  and  may  then  become  infected  an<l  ulcerate- 
Thes^'  ulcerated  patches  or  spots  of  softening  may  or  may  not  be  due  lo 
infection  by  the  Bacillus  tuberculosis.  It  is  by  this  process  that  we  have 
establisheil  *' miners*  plithisis"  or  "grimistone  consumption "  and  "guhi- 
dust  complaint"  of  the  lung.  So  common  is  this  condition  in  Sheffield, 
England,  that  it  has  been  called  "knife-grinders*  rot." 

Symptoms. — As  a  rule  symptoms  of  pulmonary  trouble  do  not  come  on 
in  serious  form  until  the  individual  has  been  exposed  for  some  months  or 
years,  when  chronic  couffJt,  d\jspncca,  and  loss  of  flesh  call  attention  to  the 
insidious  changes  in  the  lungs.  A  macroscopic  or,  when  this  fails,  a  micro- 
scopic examination  will  usually  reveal  the  dust  in  the  sputum,  and  the  his- 
tory of  the  case  renders  the  diagnosis  easy. 

Prognosis. —  In  an  investigation  carried  on  at  Solingen,  Germany,  by 
Moritz,  it  was  found  that  there  were  no  fork-grinders  above  fortv-five 
years  of  age  and  no  sword-grinders  above  fifty.  Of  the  total  number 
of  knife-grinders  employed,  only  5.5  |>er  cent,  were  over  forty  years  of  age. 
Of  the  scissors-grinders  there  were  8.4  per  cent,  above  forty.  The  fork-  and 
sword-grinders  work  with  dry  grinding  stones,  w'hile  the  knife-  and  scissors- 
grinders  work  with  grinding  stones  which  are  constantly  kept  moist.  The 
relatively  greater  number  of  scissors-grinders  who  live  to  be  over  forty  is 
explained  by  the  fact  that  the  knife-grinders  sit  closer  to  their  machines 
than  the  scissors-grinders,  and  thus  inhale  more  dust, 

IValKxIy,  in  some  investigations  made  at  Sheflield,  England,  found  that 
the  average  period  of  knife-grinders  who  are  able  to  continue  their  work  is 
thirteen  years.  In  South  Africa,  Fox  states  that  the  duration  of  Ufe  in 
gold  mines  where  there  is  much  dust  from  blasting  is  only  four  years.  Out 
of  1377  rock-drill  miners,  225,  or  16.34  per  cent.,  died  in  two  and  a  half 
years. 

Treatment. — The  treatment  is  removal  from  exposure  and  the  use  of  the 
medicinal  measures  advised  in  the  articles  on  Chronic  Bronchitis  and 
Emphysema.  It  is  the  duty  of  all  employers  of  labor  in  dusty  places  to 
provide    free  ventilation,  l)Oth    to  dissipate  the  dust  and  to  diminish    the 
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chance  of  tuberculous  infection.  In  many  industries  the  employees  should 
U.ss^  moist  respirators  to  catch  the  dust  in  the  respired  air.  Moist  or  wet 
g^-iiiding  should  be  used  instead  of  dry  grinding  to  prevent  dust,  and 
'orkmen  knowTi  to  be  tuberculous  should  be  excluded  from  the  workshop. 


EMPHYSEMA  OF  THE  LUNGS. 
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^H        Definition. — ^The  term  emphysema,  as  applied  to  disease  of  the  lung,  signifies 

'^^a-     <:^ndition  in  wliich  the  air  content  of  the  organ,  in  a  large  or  small  aiva, 

is       in  excess  of  the  normal.     Systematic  writers  ordinarily  inukc  it  include 

I       (X  ^  essential,    hypertrophic  or  large-lunged  emph^^sema;    (2)   atrophic  or 

s^«^ile  emphysema;  (3)  compensatory  emphysema,  a  form  of  vesicular  over- 

di-^^teation  due  to  inexpansion,  or  absence,  of  pulmonary  parenchyma  in 

soxoie  juxtaposed  or,  less  commonly,  a  distant  area,  and  (4)  a  form  of  what 

oc^"^^urring  elsewhere  is  ordinarily  termed  ** surgical  emphysema,"  but  in  the 

I       Ita  «:ig is  called  ** interstitial,"  **  interlobular,"  or  *'  intervesicular  " — names  that 

ic»<Jicate  the  location  of  the  air  and  difTcrenliate  the  condition  from  the  first 

n£^  »ned  states  or  those  forms  in  which  the  abnormal  air  content  is  intra  vesicular 

Emphysema  has  also  been  divided  into  an  acute  and  chronic  form.     In 

point  of  time  the  interstitial  is  always  acute,  the  essential  and  atrophic 

al'^^/ays  chronic,  while    the   compensatory   may   be   either.     Some   writers 

ap>-jjly  the  term  "acute"  to  that  condition  in  whicli  rapid  overdistenlion  of 

r^l-»tively  large  areas  occurs  as  a  result  of   violent    inspiratory  clTorts,  or 

ot>-^3tructed  expiration,  such  as  occurs  in  cardiac  asthma,  bronchial  obstruc- 

1      ti«::>»i,  and  allied  conditions. 

X3riefly  descril>ed,  vesicular  emphysema  is  a  state  in  which  there  is  atrophy 
■  ^^  the  septa  l>ctween  the  air  cells  so  that  a  number  of  vesicles  coalesce. 
I  '\^  a  result  we  find  in  the  lung  many  small,  bladdcr-likc  spaces  containing 
I  a»"»*^  Associated  with  this  minute  change  the  entire  lung  increases  in  bulk 
*'~*«^  the  thoracic  cavity  is  usually  much  increased  in  all  its  diameters, 
^^  F=>ecially  the  anteroposterior  and  the  vertical,  producing  the  so-called 
I  *^  iirrel-shaped  chest." 

"  ^Btioiogy. — Much  difference  of  opinion  exists  as  to  the  primary  cause  of 

P*-*lmonarj'  emphysema.  It  is  universally  acknowledged  that  the  condition 
"^'V'-clops  as  a  result  of  inadequacy,  either  congenital  or  acquired,  of  the 
**-*  priporting  elastic  tissue  between  the  vesicles;  l>ut  one  school  r>f  pathologists 
°*  **.iutains  that  thegiving  way  of  the  \'esicular  walls  dt'pends  u|)on  mechanical 
*^*"^'ss,  while  another  school  asserts  that  such  a  result  ensues  only  when  the 
'^^^^Tual  support  is  removed  through  failure  of  nutrition  in  these  parts  so 
"*^t  atrophy  results.  The  author  is  convinced  of  the  correctness  of  the 
**^*t:er  view,  namely,  that  the  coalescence  of  the  vesicles  takes  place  only 
*' *-«r  the  elastic  connective  tissue  has  become  wasted  as  the  result  of  ira- 
P**'ired  circulatory  supply.  It  is  perfectly  true  that  great  pulmonary  stress 
^c»lds  to  produce  enipliysema  of  the  lung,  but  it  only  produces  this  state 
^'"en  the  connective  tissue  is  unable  to  provide  projDcr  vesicular  support, 
t*robabIy  in  a  large  proportion  of  cases  the  temiency  is  hereditary,  the 
*J^fect  is  congenital,  and  the  tissues  succumb  as  soon  as  any  great  stress  is 
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fmt  upon  them.  If  this  primary  nutritional  feebleness  be  admitted  as  the 
undamental  cause  of  the  condition,  it  is  easy  to  understand  how  it  is  that 
persons  so  affected  fall  victims  to  emphysema  when  attacked  by  spasmodic 
asthma,  or  when  following  occupations  which  produce  puhnonury  stress, 
and  it  also  makes  manifest  why  it  is  that  other  persons  exposed  to  equally 
severe  exciting  causes  escape. 

Frequency. — The  frequency  of  true  pulmonary  emphysema  is  difficult  to 
determine  l>ecause  many  of  the  mild  cases  are  overlooked,  and  patients  do 
not  present  themselveis  for  treatment  until  the  disease  is  far  advanced. 
To  show  how  widely  statistics  may  vary  according  to  the  method  of  their 
collectiou,  it  is  interestini^  to  note  that  Lel>ert  states  that  pulmonary  emphy- 
sema forms  about  5  per  cent,  of  all  diseases,  while  Virchow  found  in  nearly 
2(X),000  eases,  admitted  to  the  Charity  in  Berlin,  that  the  percentage  of 
emphysema  was  only  0.3,  a  result  coniirmei]  !)y  West  at  St.  Bartholomew's 
in  London.  The  disease  is  met  with  three  times  as  frequently  in  men  as 
in  women,  prol>Hbly  because  they  are  exposed  to  its  secondary  causes  more 
constantly,  and  it  occurs  chiefly  between  the  ages  of  thirty  and  sixty  years. 
It  occurs  in  children,  but  rarely  before  they  are  ten  years  of  age,  although 
cases  as  young  as  two  years  of  age  have  been  recorded. 

Pathology  and  Morbid  Anatomy. — It   has  already  been  stated   that   the 
essential  characteristic  of  pulmonary  emphysema  is  the  wasting  of  the  intc: 
alveolar  tissues  so  that  coalescence  of  the  vesicles  takes  place.    As  a  rcsi 
small,  bladder-like  spaces  are  formed,  the  lung  loses  its  elasticity,  and 
fails  to  expel  the  air  on  expiration,  witli  the  result  that  the  quantity  of 
residual  air  is  greatly  increased.     This    rt\sults  in  dyspno?a  in  two  ways: 
first,  there  is  an  impaired  circulation  of  fresh  air  in  the  lung,  and,  second, 
there  is  a  decrease  in  the  area  of  the  vesicular  tissues,  so  that  a  much 
smaller  surface  is  afforded  for  the  absorption  of  oxygen.  ^H 

When  the  thorax  of  a  case  of  essential  emphysema  is  opened  the  lungs  ^^M 
not  retract  as  do  healthy  lungs.  Indeed,  they  may  project  into  theojicning 
which  has  been  made.  The  left  lung  extends  so  far  forward  as  to  cover 
the  heart,  and  the  right  lung  may  overlap  the  edge  of  the  left.  Often  the 
epiclavicular  spaces  are  disteiuled  by  lung  tissue,  and  if  the  disease  l)e 
market!  the  convexity  of  the  diaphragm  is  reduced,  with  consequent  dis- 
placement downward  of  the  adjacent  abdominal  viscera,  particularly  tt^| 
liver.  ^^ 

The  chest  is  changed  in  appearance  because  with  the  increase  in  the  size 
of  the  lungs  the  ribs  become  more  horixontal  and  the  intercostal  spaces  more 
bulging,  the  sternum  and  costal  cartilages  are  projected  forward,  and  the 
normal  dorsal  curvature  of  the  spine  is  exaggerated. 

When  the  lungs  are  removed  from  the  chest  it  is  found  that  they  possess 
four  peculiarities  aside  from  their  great  size:  they  are  pale  gray  in  color, 
unusually  free  from  blood,  dry,  and  when  pressed  between  the  fingers  they 
lack  the  crepitation  met  with  in  normal  lung-tissue,  A  noteworthy  change 
is  the  presence  of  dilated  jwuches  or  hiadder-like  protuberances  on  the 
surface  of  the  lung,  and  particularly  at  its  margins.  If  the  lung  be  cut, 
somewhat  smaller  spaces  will  be  found  scattered  through  it.  It  is  note- 
worthy that  in  emphysema  these  open  spaces  are  surrounded  by  thin  walls 
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which  readily  collapse,  whereas  the  sacculations  of  saccular  bronchiectasis 
are  surrounded  by  areas  of  thickening  and   inflammatory  change. 

With  the  coalescence  of  the  air  spaces  the  capillaries  which  usually 
pass  between  the  vesicular  walls  disappear,  and  this  in  turn  diminishes  the 
number  of  pathways  by  which  the  blood  can  pass  from  the  right  to  the  left 
side  of  tile  heart.  As  a  result  three  chief  circulatory  changes  ensue. 
Some  of  the  blood  finds  its  way  by  large  anastomotic  channels  from  one 
side  to  the  other,  and  so  is  imperfectly  oxidized.  The  increased  obstruc- 
tion to  the  flow  results  in  distention  and  arteriosclerotic  changes  in  the 
pulmonary  artery,  in  dilatation,  with  more  or  less  hypertrophy,  of  the 
right  ventricle  and  finally  in  dilatation  of  the  right  auricle.     Eventually, 


Fuj.  65 


/? 


^ 


i 


:-^/.'A 


U 


Sif 


fltetioi)  of  ARtehnr  mmrciu  uf  the  tuna  from  a  caii«  nf  c^seiiiiul  cntiiliysema,  showing  the  wsfitinc 
and  ubMjrpttou  cif  Iho  NrMcular  walb>. 


when  the  pathological  process  is  far  advanced  we  find  that  the  liver  is 
greatly  engorged  with  V>lood,  ascites  may  develop,  the  cardiac  failure 
rapidly  progresses,  and  death  results  from  the  various  sequences  of  the 
primary  lesions. 

Associated  with  emphysema  there  is  usually  more  or  less  well-devtiojwl 
chronic  bronchitis. 

Symptoms. — ^The  symptoms  of  emphysema  may  be  best  divided  into  the 
objective,  or  those  that  can  l>e  seen  by  the  physician,  and  the  subjective,  or 
Uioise  described  by  the  patient. 

Physical  Signs. — The  most  noteworthy  objective  signs  are  the  ivcrcase  in 
the  diameter  of  the  chesi,  so  that  the  anterojjosterior  diameter  eciuals  the 
lateral;  the  fulness  or  bulging  of  ike  intercostal  njHurs;  the  imjHiirtd  respir- 
atory movement  of  the  thorax,  which  may  seem  quite  fixed;  the  well-filled 
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or  diMended  cervical  vessels,  and  (he  presence  in  the  epigastrium  of  the  apex 
beat  of  the  heart.  If  the  case  is  severe  we  see  in  addition  to  these  si^s 
pulsations  of  the  jmjular  veins,  labored  brcathiTuj,  cyanosis  of  the  lips, 
jxdness  of  the  abdomen,  due  to  the  displaced  and  engorged  liver,  and  the 
accumulation  of  fluid  in  the  peritoneum.  Not  infrequently  inspection  of  the 
up[jer  part  of  the  epigastrium  reveals  a  network  of  enlarged  capillaries  in 
the  skin.    These  are  the  chief  signs  on  inspection. 
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Luns,  anicrior  ntpect.  fmm  a  cojie  of  e<^nliaJ  cmpbyt^ma.  The  large  buiU*  on  the  anleriur  nu&rEin 
(if  ihp  mi'lilte  lobe  ure  iienrly  i wu  rpnttuietroa  in  ilitmiptpr.  SuiuUer  vesicles  am  prf^^ent  r>ii  the 
anleriitr  oiaritin  of  the  u|>)»vr  \>>\ytj  uii'J  aJonfC  the  «liu|i]iriiteniutic  ^K*rder  of  lh«  lower  lub<>.  The  tk\*vt  ia 
but  »lu[htty  involved,  but  in  wjnie  cbh«9  it  \n  miirke<lty  afTect««I. 

On  further  careful  physical  examination  we  find  on  palpation  that  the 
apex  beat  cannot  be  felt  at  the  normal  area  near  the  nipple  because  it  is 
displaced  and  covered  by  the  enlarged  lung.  The  lower  margin  of  the  liver 
may  be  felt  as  low  as  the  navel.  Palpation  of  the  chest  while  the  patient 
speaks  reveals  a  marked  decrease  in  vucal  fremitus.  Percussion  gives  a 
high-pitched  resonant  note  all  over  the  chest,  particularly  over  the  upper 
lobes;  reveals  a  decrease  of  the  normal  area  of  carriiac  dulness;  shows  the 
liver  to  be  as  low  as  palpation  indicated  it  to  be,  and  gives  flatness  in  the 
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flanks  and  in  the  suprapubic  area  if  ascites  is  present.  Auscidiuiion  reveals 
a  feeble  vesicular  murmur,  markerl  prolongation  of  expiration  because  of  the 
inela.stic  state  of  the  kinp;,  and  sometimes  there  can  be  heaixl  rales,  which 
are  due  to  the  associated  bronchitis.  A  curious  crackling  sound,  the 
cause  of  which  is  not  certain,  is  also  heard  sometimes.  It  is  not  due  to 
pleurisy  and  is  probably  produced  by  the  air  in  the  bladder-like  dilata- 
tions in  the  margins  of  the  lungs.  This  sound  is  usually  best  heard  at  the 
apices. 

Subjective  Signs. — The  symptoms  from  which  the  patient  complains 
are  chiefly  those  connected  with  respiration.  The  siforftirsji  of  hrrafh  varies 
greatly  in  different  cases.  In  some  it  is  constant.  In  others  it  is  only  devel- 
oped when  exercise  is  taken,  and  the  difTerence  in  its  degree  on  e.xertion 
varies  witlely  in  different  individuals.  Often  dyspnira  is  only  felt  on  warm, 
oppressive,  or  humid  days,  while  in  other  cases  any  exertion  whatever 
produces  such  severe  dyspnoea  that  the  patient  is  forced  to  rest.  This 
dyspnoea,  as  already  stated,  depends  upon  deficient  oxygenation  of  the 
blood,  upon  the  interference  with  the  action  of  the  right  side  of  the  heart, 
and  upon  the  inability  of  patient  to  take  fresh  air  into  his  lungs  in  large 
quantity  because  of  the  excess  of  residual  air  which  is  present. 

The  cough  in  some  eases  is  so  constant  as  to  greatly  annoy  the  patient.  In 
other  instances  it  is  almost  entirely  absent.  The  development  of  this  symptom 
largely  depends  upon  the  degree  of  bronchitis  wiiich  is  associated  with  the 
emphysematous  change.  If  marked  bronchial  irritation  is  present,  the  cough 
is  not  only  annoying  because  of  its  persistency,  but  also  exhausts  the  patient, 
and  aids  in  the  dilatation  and  faticjue  of  the  rij^ht  side  of  the  heart.  The 
Sputum  which  results  from  the  cough  varies  in  quantity  with  the  severity 
of  tlie  bronchitis  which  is  present,  and  is  not  peculiar  in  appearance  unless 
by  chance  the  patient  is  also  a  sutfertT  from  asthma,  when  the  characteristics 
of  asthmatic  sputum  may  be  manifest.  The  digestive  disorders  sometimes 
complained  of  by  the  patient  depend  chiefly  upon  the  impairment  of  the 
drculation  in  the  liver,  stomach,  and  intt*stines,  produced  by  the  secondary 
cardiac  lesions.  Sometimes,  too,  the  urine  is  scaiity,  owing  to  congestion 
of  the  kidneys  from  the  same  cause. 

Diagnosis— From  what  has  just  been  said  of  the  symptoms  and  ty^ncal 
signs  of  pulmonary  emphysema  it  is  evident  that  the  diagnosis  is  not  difficult. 
Indeed,  in  a  welWeveloped  case  there  is  probably  no  pulmonary  condition 
so  easily  recognized,  "^rhe  bilateral  increase  in  the  size  of  the  chest,  the 
narrowing  of  the  intercostal  spaces,  the  dyspnira.  the  cyanosis,  the  jyrolonga- 
tion  of  expiration,  the  hyper  resonance  on  fiercussion  are  all  to  be  noted  in 
forming  a  positive  conclusion  as  to  the  character  of  a  case.  It  is  not  necessary 
for  the  diagnosis  of  emphysema  that  deformity  of  the  chest  be  present 
Sometimes  a  marked  degree  of  pulmonary  change  exists  without  any  change 
in  the  shape  of  the  thorax. 

Emphysema  of  one  lung  is  practically  never  seen,  and  therefore  pneumo- 
thorax can  be  easily  separatetl  from  emphysema. 

Prognosis. — The  prognosis  of  emphysema  is  always  unfavorable;  at  least, 
so  far  as  complete  recovery  is  concerned.  In  many  cases,  however,  the 
pat>gress  of  the  disease  is  so  slow  that  the  patient  may  live  for  years  with  a 
27 
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fair  degree  of  comfort.  Indeed,  in  some  instances  the  patholop;ical  process 
becomes  stationary.  Patients  with  well-(!evelo{K*{^  emphysema  are,  however, 
rarely  fortunate  enough  to  develop  this  arrest  of  the  disease,  and  equally 
rarely  live  until  advauce(J  old  age,  usually  because  with  advancing  years 
the  muscle  Hbre  of  the  right  side  of  the  heart  becomes  less  and  less  able  to 
stand  the  strain  which  is  tiirown  upon  it. 

It  is  vitally  important,  so  far  as  prognosis  is  concerned,  for  patients  suf- 
fering from  pulmonary  emphysema,  to  avoid  ex{>osure  to  sudden  changes 
of  temperature;  for  such  changes  may  prtnluce  a  severe  bronchitis  or  pneu- 
monia, conditions  which  the  patient  is  ill  able  to  withstand.  The  presence 
of  a  persistent  chronic  bronchitis  renders  the  prognosis  more  grave  than  if 
this  complication  does  not  exist.  Death  rarely  comes  on  suddenly  in  these 
patients,  but  slowly,  as  a  result  of  constantly  increasing  circulatory  failure, 
I>ebert  a.sserts  that  one-third  of  these  cases  die  from  cardiac  dropsy,  and  the 
rest  from  pulmonary  congestion  and  gradual  feebleness,  with  slow  sulTocation, 
increasing  cyanosis,  and  constantly  developing  bronchitis. 

Treatment. — The  treatment  of  [nilmonary  emphysema  is,  unfortunately, 
very  limite*l.  Tliere  is  no  curative  treatment.  The  most  that  the  physician 
can  do  is  to  improve  the  condition  of  the  circulation  and  the  nutrition  of  the 
patient,  and  to  prevent  him  from  tlirowing  severe  strain  upon  his  pulmonary 
tissues  and  his  circulatory  apparatus.  Where  the  patient  follows  an  occupa- 
tion which  is  manifestly  injurious,  he  must  be  ad\'iseil  to  give  it  up,  and,  for 
that  matter,  to  avoid  all  violent  muscular  effort  which  will  throw  a  strain 
upon  his  heart  and  lungs.  Incipient  attacks  of  acute  broncliitis  should  be 
treated  at  the  earliest  possible  moipent,  and,  if  chronic  bronchitis  is  present, 
the  remedies  which  are  commonly  given  for  that  disorder  should  be  em- 
ployed, care  being  taken,  however,  that  no  drug  is  given  which  tends,  on  the 
one  hand,  to  act  as  a  circulatory  depressant,  and,  on  the  other,  to  promote 
too  free  bronchial  secretion,  for  it  ruust  always  be  borne  in  mind  that  drugs 
of  this  character  may  precipitate  an  attack  of  profuse  bronchial  secretion, 
in  which  the  patient  may  drown  in  his  own  fluids. 

Many  of  these  patients  will  be  benefited  by  the  administration  of  5  grains 
of  carbonate  of  ammonium  and  5  grains  of  chloride  of  ammonium  given  in 
a  cachet,  or  capsule,  or  in  fluid  extract  of  licorice  and  water,  three  or  four 
times  a  day.  In  other  instances^  if  the  bronchitis  is  chronic  and  well 
marked,  creosote  or  guaiacol  may  be  usetl ;  but  care  must  be  exercised  that 
they  do  not  disorder  the  stomach.  If  the  secretion  is  thick  and  tenacious, 
iodide  of  ammonium,  or  iodide  of  sodium,  in  the  dose  of  o  grains  three 
times  a  day,  is  useful,  care  being  taken,  however,  that  the  administration 
of  this  remedy  does  not  produce  too  free  bronchial  secretion.  It  must  also  l>e 
borne  in  mind  that  bronchitis  complicating  emphysema  is  not  infrequently 
the  result  of  impaired  cardiac  action,  and,  therefore,  that  the  l)est  treatment 
for  the  bronchitis  is  the  administration  of  cardiac  tonics,  such  as  small  closes 
of  digitalis,  3  to  5  minims  twice  or  thrice  a  day,  or  the  tincture  of  strophan- 
thus,  or,  in  other  cases,  the  administration,  for  a  few  days,  of  moderately 
large  doses  of  strychnine  or  nux  vomica. 

When  the  patient's  means  permit  him,  it  is  Important  that  he  should  avoid 
extreme  climatic  changes.    High  altitudes  are,  of  course,  not  only  disadvan- 
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tageous,  but  even  dangerous  to  patients  suffering  from  pulmonary  emphy- 
sema, because  of  the  dyspnoea  which  such  altitudes  produce  and  because  of 
the  strain  which  is  thrown  upon  the  dilated  right  heart. 

In  cases  of  emphysema  suffering  from  an  unusually  severe  attack  of 
dyspnoea^  with  great  congestion  and  engorgement  of  the  venous  system,  it  is 
often  advantageous  to  resort  to  venesection,  removing  as  much  as  20  to  30 
ounces  of  blood;  but  it  is  manifest  that  this  method  of  treatment  can  only 
be  resorted  to  on  a  few  occasions,  and  when  the  symptoms  of  dilatation  and 
distention  of  the  right  side  of  the  heart  and  of  the  liver  are  very  well  devel- 
oped. Sometimes  in  these  cases,  if  there  is  evidence  of  hypostatic  congestion 
of  the  lungs,  the  application  of  wet  or  dry  cups,  posteriorly,  near  the  bases 
is  advantageous. 

For  many  years  various  text-books  have  recommended  the  employment 
of  the  iodides  in  their  various  forms  in  the  treatment  of  pulmonary  emphy- 
sema, with  the  idea  that  they  distinctly  modify  the  pathological  process 
going  on  in  the  lungs,  and  to  a  certain  extent  arrest  the  destruction  of  the 
elastic  tissue  which,  by  its  failure,  results  in  the  coalescence  of  the  vesicles. 
It  must  be  manifest  that  even  that  wonderful  drug,  iodide  of  potassium, 
must  be  quite  useless  for  this  purpose  in  many  instances.  Any  advantage 
which  follows  its  employment  probably  depends  upon  its  influence  upon  the 
associated  bronchitis,  or  upon  the  effect  which  it  produces  upon  the  vascular 
system  by  diminishing  the  tendency  to  atheromatous  change,  and  by  reducing 
lugh  arterial  tension  if  it  is  present,  and  so  relieving  the  heart  of  unnecessary 
burden.  Still  another  advantage  in  the  iodides  may  be  that  in  some  cases 
they  act  as  a  diuretic  and  so  help  to  relieve  the  tissues  of  an  undue  quantity 
of  fluid  if  dropsy  be  threatened. 

Oompensatory  or  Acute  Emphjrsema.— This  is  an  imfortunate  use  of 
the  word  emphysema,  as  the  condition  is  not  a  true  emphysema,  but  simply 
an  abnormal  distention  of  each  individual  air  vesicle  by  active  efforts  at 
forced  respiration,  so  that  the  entire  lung  may  be  increased  in  size  and  the 
areas  of  pulmonary  resonance  greatly  increased.  Usually  in  this  state  some 
high-pitched  rales  are  audible  in  the  chest.  The  condition  may  be  seen  in 
cases  which  have  suffered  from  stridor  due  to  laryngeal  obstruction,  or  more 
commonly  in  those  who  are  recovering  from  an  acute  asthmatic  attack.  It 
is  also  found  in  those  parts  of  the  lungs  which  have  endeavored  to  compen- 
sate for  other  parts  affected,  as,  for  example,  by  pneumonia. 

Interstitial  Emphysema. — In  interstitial  empliysemathe  pathological  con- 
dition is  not  like  that  of  ordinary  pulmonary  emphysema,  for  the  lung  is 
riddled  with  tiny  globules  of  air  which  find  their  way  between  the  lobules 
and  underneath  the  visceral  layer  of  the  pleura,  where  they  may  form  quite 
.  large  blebs.  The  condition  arises  whenever  air  escapes  into  the  pulmonary 
tissues,  as  after  tracheotomy,  when  it  extends  down  along  the  trachea  into 
the  lung  itself;  fractures  of  the  ribs  with  puncture  of  the  lung;  other  wounds 
of  the  lung;  rupture  of  air  vesicles  by  great  thoracic  compression,  as  in  sand 
crushes,  even  without  injury  to  the  skeleton,  and  occasionally  results  from 
violent  abnormal  respiratory  action,  as  in  whooping-cough,  strangling,  an<l 
sneezing.  It  has  been  observed  after  severe  convulsions  in  epileptics  and 
eclamptics. 
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Small-lunged    Emphysema. — SinaU-lunf;e<l    emphysema   is   pometim< 
cailetl  senile  or  atrophic  empliysema,  or  senile  atrophy  of  tlic  lung.    It  resem- 
bles oniinary  emphysema,  us  just  <lescril»e<l,  in  the  fact  that  there  is  a  wast- 
ing of  the  walls  of  the  air  vesicles,  so  that  several  vesicles  form  a  hir^i^^ 
cavity;  but  instead  of  the  lung  being  larger  and  more  voluminous  than  normo^^^ 
it  is  shrunken  and  small,  so  that   the  heart    is  uncovere<l,  the  diuphrugi^^ 
raised  in  well-marked  cases,  and  the  whole  thorax  distinctly  decre^ised  in 
size.    The  expansion  of  the  vesicles,  as  in  large-lnnged  emphysema,  is  most 
marked  at  the  apices  and  the  edges  of  the  lung.    Inspection  of  the  chest  in 
such  a  case  shows  the  intercostal  spaces  obliterated  by  the  drawing  together 
of  the  ribs,  while  the  epichivicnlar  anrl  episterual  spaces  arc  exaggerated  and 
the  respiratory  movement  is  fcelile  and  very  shallow.     On  percussioi*  the 
chest  is  found  to  be  hvpcrresonant  everywhere,  but  there  is  a  great  increase 
in  the  area  of  cardiac  dulness,  due  to  the  retraction  of  tlie  lung.     On 
auscultation  little  that  is  abnormal  is  heard,  save  tliat  expiration  may  be 
prolonged. 

Except  there  be  an  associated  bronchitis,  the  patient  with  this  type  of 
emphysema  rarely  suffers  from  much  inconvenience  jis  a  result  of  the  pul- 
monary disease,  and  life  is  not  materially  sliortene^l. 

Tteatment. — There  is  no  curative  treatment  for  this  type.     The  physicia 
can  only  order    rest,   good   fooil,  proper  clothing,   aud   the  avoidance 
exposure. 

aANGREKE  OF  THE  LUNO. 


Etiolo^. — This  condition  arises  in  individuals  whose  general  vitality  w 
greatly  impaired  by  some  primary  disease,  with  the  result  that  various  inicro^j 
organisms,  putrefactive    and    otherwise,    produce    death    of   part    of    tl^^H 
pulmonary  parenchyma,  and  so  a  slough  is  forme<l.    Manifestly,  the  caus^^^ 
of  gangrene  and  abscess  must  l>e  nearly  related,  and  why  gangrene  rather 
than  abscess  should  develo]>  in  any  particular  ciise  is  diffictdl  to  determine. 
Infarction  of  the  lung,  or  pulmonary  hemorrhage,  may,  by  atTording  a  nidus 
for  the  development  of  putrefactive  germs^  result  in  this  state,  and  so  may 
croupous  pneunionia;  yet  It  is  a  curious  fact  that  bronchopneumonia,  which 
is  often  due  to  profmind  debility  antl  secondary  infection,  rarely  so  results. 
K(|ually  curious  it  is  to  note  that  pulmonary  tuberculosis  in  all  its  forms  is 
rarely  complicated  in  this  nmnner. 

The  most  common  cause  of  pulmonary  gangrene  is  emlwlism  an«J 
thrombosis,  after  this  croup^>us  pneumonia,  and,  thinlly,  injuries  to  the  lung 
through  the  chest  wall,  as  in  gunshot  injuries.  It  may  also  arise  from 
foreign  bodies  in  the  bronchi.  Tt  may  also  be  due  to  pressure  protluced  by 
an  aneurysm,  or  tiimor,  or  by  an  extension  of  an  infective  process  to  the 
lung  from  the  cesophagus.  pleura,  vertebra?,  mediastinum,  or  ribs.  It  may 
also  follow  the  inspiration  of  particles  of  food.  Rarely  it  is  due  to  pressure 
of  an  aneurysm  or  to  perforation  of  the  cesophagus  when  that  tube  is  alTectt 
by  cancer. 

Frequency. — Pulmonary  gangrene  most  frequently  attacks  males  in  middl 
life — that  is,  from  twenty  to  forty  years  of  age — and  is  undoubtedly  a  very 
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affection.  In  a  large  hospital  service  only  a  single  case  may  be  met  with  in 
many  years. 

Pathology  and  Morbid  Anatomy. — No  description  of  pulmonary  gangrene 
is  l)etter  than  that  given  by  Laennec,  who,  nevertheless^  in  an  experience  of 
twenty-four  years.  Siiw  only  2  cases.  lie  divides  the  comlition  into  three 
stages:  (1)  that  of  early  mortification,  in  which  the  pulmonary  tissue  is 
tcflematous  and  of  dark-brown  or  greenish  hue,  the  sloughing  area  IfHjking 
shretldy  and  water-soaked;  (2)  that  of  tleli*[uescence  or  liquefuctinti.  tfic 
part  of  the  hnig  affected  becoming  still  more  soft  and  flabby;  and  (3)  that 
of  excavation  or  abscess  formation,  in  which  the  lung  undergoes  tlie  se]>ara- 
tion  of  the  slough  and  the  formation  of  a  line  of  demarcation  to  limit  the 
pathological  process.  At  this  line  of  sepanttiim  a  consolidation  takes  plaee, 
tile  sphacelus  breaks  down,  and  suppuration  rapidly  results  in  the  coughing 
up  of  the  dciid  tissues.  As  a  matter  of  fact,  it  is  incorrect  to  speak  of  a  single 
sphacelus,  for  the  cavity  usually  contains  separate  masses  of  shreil-hke 
tissue. 

Finally  the  limiting  wall  may  undergo  fibroid  contrwction,  as  it  does 
in  abscess,  and  the  area  be  more  or  le.ss  closed,  a  focus  usually  remaining, 
from  which  more  or  less  foul  pus  is  constantly  discharged.  In  the  majority 
of  cases  this  reparative  process  does  not  oecur,  and  the  patient  <]ies.  Over 
the  seat  of  the  prf}cess  the  pleural  mendiraue  is  usually  lhickene<l  and  may 
Ije  covered  by  a  fibrinopurulcnt  exuflate,  while  if  the  pleura  be  perforated  a 
putrid  empyema  may  develop.  In  such  cases  pyopneumothorax  muy  also 
manifest  itself.    Extensive  suppuration  of  the  bronchial  glands  may  occur. 

Pulmonary  gangrene  affects  the  lower  lobes  oftener  than  the  upper. 

Symptoms. — The  symptoms  of  pulmonary  gangrene  in  the  early  stages  are 
not  very  definite.  They  depen*!,  to  some  extent,  upon  the  severity  of  the 
lesions  and  upon  the  micro-organisms  which  produce  it.  The  patient  is 
markedly  profftraied,  the  hearVs  action  is  ferble  and  rapid,  the  ,Hkin  kaky, 
the  face  anxious  and  tliin,  and  the  tovcfue  dnj  antl  coate<K  The  tcmptrainre 
runs  the  typical  course  of  hectic  fever,  and  it  is  a  noteworthy  fact  that  the 
exhaustion  seems  out  of  proportif)!!  in  it.s  severity  to  the  felirile  movement. 
Sometimes  the^e  symptoms  are  ushered  in  with  severe  chilh,  which  recur  at 
irregular  intervals.  The  rcipiniliopji  are  quickaird^  and  there  may  be  coiujh 
and  expectoration,  but  until  the  breaknlown  goes  on  so  far  as  to  result  in 
suppuration  there  may  l>e  but  little  nniterial  expectoratetl.  If  a  cavity  forms, 
the  ordinary  signs  of  excavation,  with  those  of  surrounding  consolidation, 
may  be  developed  upon  auscultation  and  percussion. 

Oneof  the  most  cliaracleristic  symptoms  of  pulmonary  gangrene  is  the 
odor  of  the  patient's  breath  and  of  the  materials  which  he  expectorates. 
There  is  probably  no  (Hscharge  from  tlie  iniman  body  the  odor  of  which  is 
so  penetrating  and  disgusting  as  is  that  of  pulmonary  gangrene.  Not  only 
does  it  render  the  patient  disgusting  to  everyone  who  comes  near  him, 
but  it  penetrates  every  part  of  the  room  in  whicli  he  exists,  and  often  can 
be  sraelled  througlmut  the  whole  house.  Oti  some  <lays  it  is  worse  than 
others,  but  the  variation  of  the  quantity  of  expectoration  does  not  neces- 
sarily mean  a  variation  in  its  fetid  character.  The  quantity  of  material  which 
13  expectorated  does  not  give  any  very  definite  conception  of  the  size  of  the 
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lesion  of  tlie  lungs.  West  quotes  a  case  of  Gofllee  and  Williams  in  which 
the  patient  expectorated  a  quart  daily,  and  yet  the  autopsy  revealed  a 
gangrenous  cavity  which  was  not  large  enough  to  contain  more  than  an 
ounce  of  fluid. 

Tiie  sputum   is  peculiar,  in    that  on  standing  it  separates  into   three 
layers.    The  upper  layer  is  apt  to  be  yellowish-green  and  opaque;  the  middle 
layer  is  opalescent  and  turbid,  and  resembles  saliva  when  a  considerable 
quantity  is  gathered  in  a  glass.     The  lowest  layer  consists   in   a   mass  of 
greenish  or  brown-looking  material,  which  c<jntains  considerable  quantities 
of  pus,  altered  red  blood  cells,  and  fragments  of  connective  tissue.    A  carefu 
microscopic  examination  of  this  sputum  will  show  that  it  is  filled  with  ai 
immense  number  of  micro-organisms,  and  crystals  of  leucin  and  t\Tosin  car 
he  seen   iii  large  numbers.    \'arious  fatty  acid  crystals  are  also  present,^ 
The  sputum,  at  first  alkaline,  becomes  aciil.  and  seems  to  exercise  a  peculiar 
digestant  or  disintegrating  influence  ujMm  the  shreds  of  connective  tissue^ 
which  it  contains.  ^M 

The  cough  in  a  case  of  pulmonary  gangrene  varies  greatly  according  to  the 
atiKinutrif  iiiaterialwhich  isex[>ectorated,an<lalsowith  the  degi-eeof  i)ronchial 
irritation  which  coexists.      Sometimes,  after  a  prolonged  sjiell  of  coughing,^^ 
a  considerable  amount  of  material  from  the  gangrenous  area  comes  away  in^* 
a  gush.    Sometime-s,  too,  the  fluid  which  is  pxp<'Ctorated  is  distinctly  bltvxl- 
tingofl,  due  to  the  ulceration  oF  small  bloo4lvessels  in  the  part  surrounding 
the  affected  part.    Not  only  may  free  htemoptysis  develop,  but  septic  emboli 
may  be  carried  elsewhere,  as,  for  example,  to  the  brain  or  liver,  and  so  caua 
secondary  abscesses. 

If  by  chance  the  patient  swallows  any  of  the  sputum,  septic  <iiarrh<ra  maj 
be  established  and  the  stools  may  also  heconie  excessively  offen.slve.     The 
tlegree  of  exhaustion  gradually  increases,  the  heart  becomes  more  and  more^ 
feeble,  the  patient  more  and  more  emaciated,  and,  finally,  dies  of  asthenia^l 

Dia^osis.  —The  iliagiiosis  between  a  mo<!crate  ilegrcc  of  pulmonary 
gangrene,  pulmonary  abscess,  and  bronehjeetasis  may  be  almost  impossible, 
since,  if  bronchiectasis  exists,  tlie  fetor  of  the  sputum  may  l)e  very  markeil. 
If  the  sputum  under  the  microsco[ie  shows  a  large  amount  of  connective 
tissue,  the  diagnosis  is  largely  in  favor  of  gangrene.  The  absence  of  tubercle 
bacilli  in  the  sputum  and  the  presence  of  the  various  bodies  alreatly  name<! 
as  appearing  in  this  Hiiid  will  also  aid  in  dift'erentiation  of  the  case.  When 
the  gangrene  cavity  is  small,  a  positive  antemortem  tliagnosis  may  not  l>e 
possible,  the  more  so  because  of  the  presence  of  acid-resisting  bacilli,  whichj 
may  l3e  mistaken  by  the  novice  for  tubercle  bacilli. 

Treatment. — The  treatment  of  pulmonary  gangrene  is  not  promising, 
is  the  tluty  of  the  physician  to  maintain  the  strength  of  the  patient,  as  far  aj 
possible,  bythe  administration  of  nutritious  food  given  at  frequent  interval 
in  small  quantities,  so   that  the  digestion  will  not  l>e  overloaded;    to  give 
stimulants,  as  alcohol;  and  occasionally,  if  the  circulation  becomes  feeblej 
to  administer  strychnine  hypodermically,  or  by  the  mouth.     Bitter  tonics 
may  also  be  prescril^ed  for  the  purpose  of  maintaining  digestive  activity. 
The  employment  of  antiseptic  inhalations,  as  suggested  in  the  treatment  of 
pulmonary  abscess,  may  also  l>e  resorted  to,  but  at  most  only  do  good  by 
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soothing  the  irritation  of  the  bronchial  mucous  membranes  and  cannot,  of 
Cf)ursr,  inHuence  the  pulmonary  parenchyma  where  the  disease  exists. 

If  the  evidences  of  sepsis  are  marknl  and  anieniia  is  present,  the  tincture 
of  chloride  of  iron  is  to  l>e  administeretl,  anil  the  heart  sup|x:»rte<l  by  alcohol, 
digitalis*  and  occasionally  by  caffeine.  The  internal  use  of  creosote,  car- 
bolic acid,  and  similar  sul)Stances.  ^^nth  the  idea  that  they  exercise  a 
beneficial  iiifinence  n|>on  tlie  fjan^enous  portion  of  the  Innp,  is  futile. 

A  few  cases  of  gangrene  of  the  lung  have  l>ecn  treated  surgically,  with 
success,  by  incision  and  drainage.     For  these  methotls  the  reader  is  referred 

^surgical  treatises. 


PULMONARY  ABSCESS. 


Etiology. — Abscess  of  the  lung  is  always  due  to  invasion  of  its  tissues  by 
one  or  more  forms  of  pyogenic  micro-organisms.  Single  large  abscess  occurs 
verj' rarely,  but  it  is   met  with  as  a  secjtiel  of  lobar  pneumonia,  lironcho- 

Gumonia,  ami  as  a  result  of  injury  to  the  lung  1»y  the  entrance  of  foreign 
ies  through  the  chest  wall  or  by  the  respiratory  passages.  Most  commonly 
small  abscesses  arc  the  result  of  septic  emboli.  Abscess  may  be  due  to  the 
extension  of  a  septic  process  from  the  mediastinal  tissues  or  of  the  liver. 
So,  too,  a  suppurative  process  in  the  deep  tissues  of  the  neck  may  result 
in  secondary  infection  of  tlie  lung. 

When  pulmonary  abscess  ensues  after  an  attack  of  croupous  pneumonia 
or  bronchopneumonia,  it  is  usually  not  single,  but  niulti|>Ie.  the  area  of  con- 
solidation lieing  the  scat  of  several  foci  of  purulent  material.  Tiiese  forma- 
tions are  not  by  any  means  so  rare  as  in  the  larger  variety.  Holt  states  that 
be  found  them  in  about  7  per  cent,  of  the  autopsies  of  young  children  d^ang 
of  pneumonia.  Such  foci  are  really  not  true  abscesses;  that  is  to  say,  they 
have  no  true  abscess  wall.  When  tliese  formations  are  numerous,  as  they 
usually  are,  and  of  considerable  size,  the  patient  nuiy  maintain  a  high  tem- 
perature for  a  long  time  after  the  acute  primary  disease  has  passed  away, 
and  may,  by  causing  septic  absorption,  ultimatriy  produce  the  patient's 
death.  It  may  Ix?  difhcuU,  even  at  autopsy,  to  state  positively  whether  the 
purulent  infiltration  of  the  later  stages  of  l>oth  forms  of  pneumonia  is 
present,  or  if  there  is  a  true  sup[)urativc  abscess  in  the  lung.  In  both  cases 
the  areas  of  softening  are  foimd  to  Ix?  infected  by  the  streptococcus, 
staphylococcus,  or  other  pyogenic  organism. 

Wlien  the  foci  are  of  large  size,  and  are  multiple,  (he  prognosis  is  bad,  for 
widespread  suppuration  in  the  lung  is  always  fatal  when  the  breaking-flown 

Erocess  involves  the  exudation  of  ]>neumonia.  If  there  be  a  single,  large, 
realized  abscess  involving  the  area  of  pneumonic  exudate,  the  prognosis  is 
less  grave,  but  it  is  exceedingly  bad,  ncvrrtht'less.  T<»  sum  up,  therefore, 
we  find  that  suppuration  takes  place  in  the  lung  in  three  degrees  or  forms 
after  pneumonia:  fl)  as  a  mild  suppurative  process,  which  is  really  nothing 
more  than  a  rapid  breaking  down  of  the  exudate  of  the  disease;  (2)  as  a 
more  severe  process,  partaking  mort^  of  the  character  of  true  su}>punition, 
in  which  multiple  and  large  foci  of  pus  form;  and  (3)  of  a  single  large  sup- 
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purative  process;  in  other  words,  a  single  abscess  of  the  lung.    As  alreadjf 
stated,  these  so-called  '* abscesses"  rarely  have  a  true  aliscess  wall.  ^U 

Abscess,  inuhiple  or  single,  when  it  arises  from  the  entrance  of  a  foreigd^ 
body,  only  occurs  if  that  body  enables  infecting  micro-organisms  to  enter 
the  surrounding  tissues.    Thus,  a  marble,  or  small  stone,  entering  a  bronchus^— 
may  be  there  for  a  long  time  without  causing  abscess;  whereas,  the  entranc^^B 
of  a  piece  of  food,  a  straw,  or  a  fragment  of  cork,  or  other  organic  matter 
may  speeiJily  cause   a  septic  suppurative  pneumonia  and  death.     Such  an 
abscess  may  follow  a  septic  infection  in  a  gunshot  injury. 

If  by  chance  the  patient  recovers  from  the  acute  illness,  there  may  be  lei 
a  constantly  discharging  focus  of  pus. 

Again,  we  find  pulmonary  al^scess  forming  as  the  result  of  a  septic  emlxihii 
entering  the  lung.  About  the  site  of  its  jotlgement  an  inflammatory  exudati 
rapidly  forms,  and  this  speedily  proceeds  to  suppuration.  Pus  and  yellow 
elastic  tissue  are  expectorated,  and  the  patient  dies  of  septic  poisoning  and 
exhausion,  or  if  recovery  takes  place  there  is  formed  around  the  zone  of 
necrotic  tissue  a  wall  of  inflajunuiiory  exudate,  which  prevents  further 
destruction  of  the  parts,  and,  with  recovery,  proceeds  to  organization,  finally 
developing  into  more  or  less  wcll-formc<l  fibrt>us  tissue,  which  gradually 
contracts  until  the  cavity  disappears  or  is  greatly  decreased  in  size.  We 
have  in  this  type  what  may  be  called  the  true  fonn  of  abscess  as  it  occurs  in 
other  tissues;  whereas,  the  ordinary  suppurative  foci  hitherto  descril>edM 
are  hardly  to  be  regarded  as  true  abscesses.  Occasionally  the  alweess™ 
cavity  persists  for  months,  and  we  have  then  a  chronic  pulmonar}* 
abscess. 

When  abscesses  elsewhere  than  in  the  lung  break  into  its  tissues  the  result 
is  not  always  a  pulmonary  abscess  by  any  m<^ans.     It  is  often  extraordinary 
how  much  foul  pus  may  pass  from  an  empyema  or  hepatic  abscess  through^— 
the  lung,  and  be  expectoratwl,  without  causing  any  severe  lesions  in  thea^H 
organs. 

Sometimes  suppuration  takes  place  in  an  echinococcus  cyst  in  the  lung. 

Symptoms  and  Diagnosis.  —The  diagnosis  of  pulmonary  abscess  in  its  early 
stages  may  l>e  practically  impossible,  for   there  may  be  present  no  other 
signs  than  cough,  fever,  and   sranirj  rxpecioraiion,  with  patches  of  impaired 
resonance  on  perciut^iotu    In  unresolvcil  pneumonia  the  physical  signs  may 
be   identical,  but   the    leukoc}ie  count    is  rarely  above  15,tK)0  or  2(3,000^ 
whereas  in  abscess  from  30,000  to  50,000  white  cells  may  be  present.    A^H 
the  pus  is  freely  formed,  much  aid  may  be  gaine<l  from  the  irtnptratur^^ 
chart,  which  may  show  the  long  sweeps  of  septic  absorption.    There  may  l>e 
sweats,  chills,  and  some  hvctic  flushing  ;  but  these  do  not  necessarily  point 
to  abscess  of  the  lung,  for  they  may  be  due  to  empyema  or  an  aljscess  else- 
where, or  be  a  result  of  tuberculosis.     If  the  sputum  becomes  distinctly  purii^^ 
lent,  and  the  microscope  shows   abundant   pus   and  masses  of  connective^ 
tissue  w'ithout  tubercle  bacilli,  the  diagnosis  is  readily  made.    AlK)Ut  this 
time  it  may  Ije  possible,  too,  to  discover  the  pliysitral  signs  of  cavity.  ^H 

When  a  single  large  abscess  is  present  the  positive  diagnosis  may  b^H 
made  evident  by  the  sudden  rupture  of  its  contents  into  a  bronchus,  and 
the  expelUng  tlirough  the  mouth  of  a  considerable  quantity  of  pus.    I 
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under  my  care  recently  a  young  woman,  aged  twenty  years,  who,  after  an 
attack  of  typical  croupous  pntnimonia.  developed  a  mure  and  more  septic 
temperature,  and,  finally,  expelled  at  one  lime  nearly  a  pint  of  pns  from  the 
right  lung.  Constant  expectoration  of  pns  persisted  for  several  days,  and 
then  an  equally  large  amount  was  expelled,  nearly  causing  death  by  strangu- 
lation. After  a  long  convalescence  she  reached  ]>erfect  health.  In  this  case 
the  fluoroscope  revealed  the  site  of  the  abscfss  very  clearly.  Care  must  \)e 
taken  that  the  purulent  expectoration  and  fetid  breath  of  a  case  of  bron- 
chiectasis is  not  considered  an  indication  of  true  pulmonary  abscess. 

Prognosis.^ — ^The  prognosis  in  these  cases  is  always  very  grave.  Death  may 
ensue,  not  only  from  septic  absorption,  but  from  the  gradual  exhaustion 
due  to  prolonged  suppuration  or  from  the  ulceration  of  the  wall  of  a  blood- 
vessel with  conseipient  severe  hiemoptysis.  Again,  a  secondary  pneumonia 
may  develop  from  the  primary  suppurative  process. 

Treatment. — The  treatment  of  abscess  of  the  lung  divides  itself  into  three 
parts:  the  support  of  tlie  patient's  strength  by  good  food  and  the  moderate 
use  of  stimulants;  the  resort  to  as  much  fresh  air  ami  sunshine  iis  ]>ossible; 
the  inhalation  of  gentle  antiseptic  balsams  which  do  not  really  influence 
the  abscess,  but  perhaps  benefit  the  associated  bronchitis;  and,  lastly, 
by  the  use  of  the  knife,  bone  force[)s,  and  the  actual  cautery,  to  open  the 
abscess  through  the  chest  wall  and  lung. 

As  supporting  drugs,  iron  and  arsenic,  whiskey  and  port  wine,  are  par- 
ticularly valuable.  Easily  digested  semi-liquid  foods,  with  digestnnts  to  aid 
their  speedy  absorption,  are  valuable,  and  in  the  way  of  an  inhalation  equal 
parts  of  oil  of  eucalyptus,  oil  of  pine,  and  compound  tincture  of  benzoin 
may  be  added  to  the  water  in  a  croup  kettle,  and  so  dissipated  through 
the  air  of  the  room.  Codeine  and  cannabis  indica  may  be  used  to  relieve 
excessive,  painful  cough;  but  large  <loses  of  these  dnigs  should  not  be  used, 
because  they  prevent  (lie  expectoration  of  the  pus,  and  if  the  j>atient  sleeps 
soundly  while  under  their  effects,  rupture  of  the  abscess  may  cause  fatal 
asphyxia. 

CONGESTION  OF  THE  LUNaS. 


Definitioii. — Strictly  speaking,  there  is  a  congestion  of  the  lungs  when- 
ever severe  exercise  is  taken,  liut  this,  of  course,  is  not  referred  to  here; 
nor  is  it  the  intention  to  consider  that  form  which  precedes,  or  rather  con- 
stitutes, the  early  stage  of  croujKius  pneumonia,  ami  which  ends  in  the  forma- 
tion of  a  cnjupous  exudate.  The  fonn  of  congestion  here  referrt*d  to  is  that 
due  to  mechanical  causes  which  interfere  with  the  proper  passage  of  blood 
through  the  pulmonary  vessels  (passive  congestion),  or  that  due  to  intense 
irritation  caused  by  inhaling  irritant  vapors  or  fumes. 

Etiolo^  and  Pathology.— The  most  common  cause  of  pulmonary  conges- 
tion is  progressive  valvular  inadequacy  at  the  left  auriculovcntricular  orifice, 
or,  in  other  words,  mitral  tlisease,  either  obstructive  or  regurgitant.  These 
lesions  dam  the  blood  back  into  the  lungs,  and  the  right  ventricle  undergoes 
hypertrophy  in  an  endeavor  to  drive  it  onward.  As  a  result  the  puhuonary 
capillaries  are  placed  under  abnormal  strain,  increased  hemolysis  occurs, 
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and  when  the  condition  becomes  chronic  there  is  produced  what  is  known 
as  brown  induration  of  the  hinj^s.  At  autopsy  they  appear  of  a  dull  red- 
dish-brown hue,  the  incised  vsurfaces  liecoming  brighter  re<i  after  exposure 
to  the  air.  The  supporting  tissue  of  the  hmg  is  thickened  and  less  elastic 
than  nornial,  and  tlie  or^an  is  heavy,  as  shown  by  the  fact  that  when  place4^ 
in  water  it  does  not  float  so  high  as  normal  lung-tissue.  MicrosfopicalljjH 
the  connective  tissue  and  the  alveolar  epithelium,  some  of  which  is  de.sfjua- 
mated,  contain  granules  of  brownish  pigment  derived  from  the  hiemoglobin 
content  of  tlie  disintegrated  red  blood  cells.  jfl 

The  bloodvessels  are  tortuous,  and  the  capillaries  which  line  the  walls  of^ 
the  alveoli  pniject  in  loops  or  tufts  into  the  air  spaces.    Sometimes  haemop- 
tysis of  moderate  degree  arises  from  rujiture  of  these  vessels  or  those  which 
are  in  the  brcmchial  tubes.     It  can  l^e  readily  understood  why  it  is  that  a 
person  with  these  lesions  is  a  ready  victim  for  pneumonia,  hypostatic  con>^| 
gestion,  and  infarction.  ^" 

Acute  pulmoiniry  congestion  resulting  from  sudden  failure  of  the  left 
ventricle  is  often  the  cause  of  sudden  tleath  in  the  course  of  an  attack  of 
sunstroke  or  after  the  inhalation  of  irritant  gases. 

Closely  connected  with  this  form  of  congestion  from  an  etiological  stand- 
point is  hypodatic  congestion  of  the  lungs.      In  this  state  the  lower  portions^ 
of  the   lungs  are  commonly  affected  because  the  patient  is   usually  in   th^| 
dorsal  decubitus  and  the  blood  accumulates  in  the  most  dependent  part  of 
the  organs.     Associatetl  witli  this  accumulation  of  blootl  in  the  vc^els  of 
the  lung,  an  excess  of  senira  collects  in  the  intervesicular   structures,   pro- 
ducing nedema.  or,  passing  into  the  vesicles,  causes  the  alfectetl  part  to  be^H 
come  essentially  airless.  ^| 

The  causes  of  hypostatic  congestion  are  not  very  different  from  those  of 
ordinary  congestion  as  just  dt'scriiied,  save  that  the  failure  of  the  right  side 
of  the  heart  is  more  marked  and  the  condition  is  more  frefjuently  met  with 
as  the  result  of  profound  asthenia  occurring  in  the  cH)urse  of  some  malady 
like  severe  typhoid  fever  or  advanced  renal  disease.  That  the  dorsal  decubi- 
tus is  not  the  chief  cause  is  proved  by  the  fact  that  many  persons  suffering 
from  certain  maladies  which  require  tlie  maintenance  of  this  posture  do 
not  suffer  from  hypostatic  congestion.  'J'liat  posture  exercises  some  influence, 
however,  is  shown  by  the  fact  that  if  the  patient  remains  on  one  side  the 
stasis  is  often  unilateral. 

Autopsy  in  cases  of  hy|x>static  congestion  reveal  the  involved  area^H 
darkened  in  color,  often  black  or  purplish-black  in  hue.  They  may  be^^ 
airless,  with  frothy  accumulati(ms  in  the  bronchial  tubes,  loss  of  crepitation 
on  pressure,  and  a  doughy  condition  when  one  finger  is  pressed  upon  the 
lung,  resembling  the  sensation  produced  by  oedema  elsewhere.  In  some 
cases,  not  only  a  serous  exiidation  takes  place  into  the  vesicles,  but  red 
and  white  blood  cells  are  extruded,  which  may  render  the  lung  so  red  that 
it  looks  somewhat  as  if  true  croupous  pneumonia  were  present.  To  this 
state  has  been  applied  the  term  '*splenization,"  in  distinction  from  the  red 
solidification  in  tnie  pneumonia  callctJ  "hepatization"  or  "hypostatic  pneu- 
monia." Still  less  frequently  actual  hemorrhage  into  the  lung  occurs  as 
the  result  of  giving  way  of  the  walls  of  small  vessels. 
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The  causes  being  identical  on  both  sides  of  the  chest,  it  is  natural  that 
hypostatic  congestion  should  usually  be  found  to  be  bilatenal.  It  begins  at 
the  bases  and  slowly  creeps  upward,  until  it  may  involve  the  lower  lol)es  of 
each  side,  and  even  tlie  middle  lobe  on  the  right  side  and  part  of  the  up|)er 
on  the  left. 

Symptoms. — The  s}Tnptoms  of  that  fonn  which  is  due  to  valvular  disease 
at  Hrst  are  those  of  .short it rs ft  of  hrrath,  with  repeatetl  attacks  of  bronchitis, 
which  raay  become  chronic.  The  mucus  expectorated  may  contair  tiny 
clots  of  blood  arising  from  the  dilated  vessels  just  described.  If  tlie  hem- 
orrhage is  free  an  infarct  of  the  lung  may  develop  into  an  area  of  consolida- 
tion and  haemoptysis  may  occur.  vSometimes  tliis  accident  follows  an 
improvement  in  the  condition  of  the  heart,  which  is  produced  by  rest  and 
tonics,  l>ecause  the  renewed  strength  of  the  right  ventricle  ruptures  a  weak 
and  tortuous  vessel. 

The  symptoms  of  hypostatic  congestion  differ  greatly  with  the  rapidity 
with  which  the  condition  develops,  and  the  underlying  cause.  When  the 
exu<lation  rapidly  takes  place  evidences  of  respiratory  einharras.^nu'nt 
develop  and  dtjftpno'a  and  njanosis  are  often  marketl.  If  the  condition  Is 
slow  and  gradual,  as  in  most  instances,  when  it  complicates  some  state  of 
adynamia,  as  in  severe  typhoid  fever,  the  symptoms  are  so  gradual  in  onset 
(hat  not  until  the  lungs  are  seriously  involved  is  attention  called  to  respiratory 
ilisorder.  Cases  of  the  acute  type  are  seen  chiefly  as  the  result  of  renal 
dis<*ase  and  cardiac  failure,  whereas,  as  just  stated,  the  gradual  type  comes 
on  in  the  course  of  the  infectious  diseases. 

The  physical  signs  of  hypostatic  congestion  are  not  well  marked  in  the 
early  stages.  Careful  light  perciusmon  may  reveal  digitt  impairtticnt  of 
rejtonance^  and  auscultation  may  discover  a  few  moist  rales,  which  are  chiefly 
bronchial,  forming  small  rhonchi  or  sibilant  sounds.  These  are  the  signs 
which  it  is  im]x>rtant  to  recognize,  since  it  is  at  this  time  that  the  physician 
can  do  much,  in  many  cases,  to  limit  or  even  prevent  the  spread  of  the  condi- 
tion which  is  beginning  to  develop.  Later  on  the  condition  is  so  well  marked 
that  the  merest  tyro  can  recognize  it  by  reason  of  the  bronchial  breathing, 
the  moist  rales,  and  the  absence  of  vesicular  sounds  which  have  been  put 
aside  by  tlic  exudation.  The  only  tiling  to  Ije  done  at  such  a  late  hour  is  to 
endeavor  to  support  the  circulation,  so  that  the  lesions  will  not  s[)read  and 
so  that  the  patient  may  be  kept  going  till  absorption  or  resolution  ocx'urs. 

The  presence  of  hypostatic  congestion  is  often  not  recognized,  because 
the  physician  does  not  carefully  examine  the  lungs.  In  many  cases,  too,  it 
is  agonal,  particularly  if  death  comes  slowly. 

Di&gnosifl. — Hypostatic  congestion  must  be  separated  from  catarrha!  and 
crouiious  pneutaonia,  and  from  pleural  cffusioii,  serous  or  purulent.  An 
important  point  in  the  differentiation  is  the  fact  that  in  both  forms  of 
piieiiraonia  the  temperature  is  usually  febrile,  and  if  tlveycoruplicate  some  pre- 
existing state  the  fever  is  usually  exacerbated  when  tlie  pulmonary  condition 
develops,  whereas  distinct  febrile  movement  is  uTuisual  in  hyj>ostatic  con- 
gestion unless  it  is  in  turn  associated  with  a  true  pneumonic  process. 
Tlif  sputum,  if  any  is  raised,  is  frothy  in  cases  of  congestion,  but  is  sticky 
and  rusty  in  croupous  pneimionia,  and  perhaps  mucopurulent  in    the 
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catarrhal  form.    The  cough  is  loose  and  productive  (juicy)  and  not  hard 
and  difficuU  as  in  pneumonia.    Then,  too,  tlie  onset  of  congestion  is  no 
characterized  by  a  chill  nor  by  pain  in  the  chest.    Pleural  effusion  may  "" 
separated  from  h}'[K>static  congestion  by  a  change  in  the  level  of  dulnes^ 
on  percussion  when  the  patient  changes  his  posture,  by  the  fact  that  the 
percussion  note  in  congestion  is  rarely  as  flat  as  in  effusion,  by  the  fa 
that  ]>Ieura!  effusion  is  rarely  bilateral,  and  if  at  all  profuse  usually  displac 
the  heart  to  the  left  if  it  be  on  the  right  side  and  downward  if  it  be  on  the  left 

Prognosis. — This  depends  largely  on  the  promptness  with  which  hypo- 
stasis is  discovered  and  treated,  the  cause  of  the  condition,  and  the  vitality 
of  the  patient.  When  due  to  renal  disease  and  associated  with  a  general 
ten<iency  to  oedema,  the  prognosis  is  bad.  So,  too,  if  it  ensues  in  a  prolong 
exhausting  fever  the  prognosis  is  bad  because  it  indicates  great  feeblene 
In  old  [>er3ons  and  in  young  children  it  is  very  often  the  cause  of  dea 
during  the  course  of  other  diseases. 

Treatment. — This  consists  in  preventive  measures,  such  as  changing 
posture  of  the  patient  every  hour,  in  the  use  of  cold  sponging  if  fever 
present,  to  readjust  the  circulation,  and  in  the  projK^r  use  of  stimulants  if 
the  heart,  seems  feeble.  As  soon  as  any  signs  of  the  mahuly  apjwar,  the 
patient  should  be  made  to  lie  on  one  side  and  then  on  the  other  and  nq 
uptJTi  the  back.  Two  or  three  dry  cups  shoukl  be  applied  to  the  chest  ov 
the  base  of  each  lung  posteriorly,  or  in  their  place  a  mustard  plaster  may 
used.  If  the  heart  is  feeble,  strychnine,  digitalis,  and  belladonna  arc  usefu 
It  may  l.>e  wise  in  urgent  cases  to  give  strychnine  and  atropine  hypodermic- 
ally  and  to  use  Hoffmann's  anodyne  in  the  dose  of  a  drachm  every  hour 
for  several  doses.  Sometimes  if  the  patient  is  strong  enough  to  stand  active 
purgation  colocynth  or  elaterium  are  valuable  cathartics,  the  latter  being 
given  in  the  dose  of  J  grain,  but  when  the  symptoms  arc  urgent  and  the 
venous  system  is  engorged  free  venesection  should  be  practised. 

Manifestly  it  is  the  physician's  duty  in  all  these  cases  of  exhausting  disease 
to  carefully  listen  to  the  chest  at  every  visit  during  an  illness,  to  note  the 
first  sign  of  this  insidious  state. 

TUKORS  IN  THE  LXTKOS. 

Tumors  in  the  lungs  are  rarely  met  with.  They  may  be  beni^  or  mali^ 
nant,  but  are  usually  the  latter,  anil  occur  as  primary  or  secondary  growths; 
tumors  secondary  to  growtlis  elsewhere  being  much  the  more  frequet 
The  benign  tumors  are  chondroma,  fibroma,  osteoma,  and  dermoid  cy^ 
The  malignant  tumors  are  sarcoma,  carcinoma,  and  occasionally  endothe*- 
lioma.  The  sarcoma  and  carcinoma  usually  occur  as  nodular  masses  which 
as  they  grow  push  the  lung-tissue  aside,  or  more  rarely  they  occur  as  infil- 
trating growths  which  extend  along  the  bloodvessels  or  bronchia!  tubes. 
If  the  tumors  are  placed  peripherally  or  are  primary,  it  may  be  difficult  to 
determine  whether  they  are  pleural  or  pulmonary.  In  cases  of  Hodgkin's 
disease  and  in  leuktemia  typical  masses  of  lyinphomatous  tissue  are  quite 
frequently  found  infiltrating  the  lung,  and  they  may  cause  consolidation 
throughout  considerable  areas. 
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WTicn  the  malignant  growths  are  secondary  they  are  usually  found  in 
both  lungs  unless  the  turaor  is  the  result  of  extensive  infection,  as  in  the  case 
of  tumor  in  the  chest  wall  directly  involving  the  lung  tissue  through  the 
pleura.  In  such  an  instance  the  growth  at  first  is  single,  whereas  when 
it  has  spread  by  metastasis  it  is  multiple.  Secondary  cancer  of  the  lung 
is  more  frequent  in  women  than  in  men  because  of  the  frequency  with  which 
women  suffer  from  carcinoma  of  the  breast. 

Symptoms.— The  symptoms  are  not  clmractcristie.  Tliey  depend  largely 
Upon  the  situation  of  the  growth  and  upon  the  degree  of  pressure  which  they 
exercise  upon  surrounding  tissues,  If  they  press  upon  nerve  trunks  they 
cause  severe  jxtin:  if  U|xjn  a  large  bronchus  they  produce  cou(/h  and  expec- 
toration; and  if  a  considerable  area  of  lung-tissue  is  involved  they  cause 
dijspncea,  particularly  if  the  growth  or  growths  press  upon  the  bloodvessels 
and  so  cause  pulmonary  congestion  or  stasis,  so  that  as  the  disease  ad- 
vances pulmonary  <jedema  aids  in  decreasing  the  area  for  the  oxygena- 
tion of  bloi>d.  Great  and  manifest  engorgement  of  the  superficial  veins 
of  the  neck  and  head  is  sometimes  present  as  the  result  of  p^ressure  on 
the  superior  vena  cava,  and  if  the  vagus  or  the  recurrent  laryngeal  ner\'es 
are  pressed  upon  cardiac  neuroses  and  laryngeal  spasm  or  paralysis  may 
ensue. 

Diagnosis. —The  diagnosis  of  tumor  of  the  Itmg  when  no  primary  growth 

ists  elsewhere  is  extremely  dSflicult.  The  presence  of  thoracic  pain, 
in  the  absence  of  signs  of  aneurysm,  and  inability  to  discover  cardiac 
disease,  aortitis,  or  disease  of  vertebrae  should  arouse  the  suspicion  of  the 
presence  of  a  growth,  which  may  be  confirmed  by  the  presence  of  dulness 
on  percussion  in  the  area  alTeeted.  Wlteu  thi-se  symptoms  <:levefi>p  in  a 
patient  who  has  a  growth  elsewhere,  or  has  had  a  growth  elsewhere  which 
has  lieen  excised,  as  in  carcinoma  of  the  breast,  they  possess  much  more 
diagnostic  value.  Stokes  con.si<Iercd  that  pnine-juiee  jsputinn  was  a  very 
typical  sign  of  malignant  growth  in  the  lung.  Kmacialion  may  be  a  murked 
symptom,  as  it  is  so  often  in  cases  of  nialignant  growth  elsewhere  in  the 
body,  but  the  maintenance  of  flesh  by  the  patient  does  not  negative  malignant 
growth,  as  sometimes  little  weight  is  lost. 

It  is  hardly  necessary  to  add  that  the  malignant  tumors  are  more  fre- 
quently met  with  in  middle  life  or  in  advanceil  a^  than  in  youth. 

No  treatment  is  of  any  avail  so  far  as  cure  is  concerned.  The  most  that 
can  be  done  is  to  support  the  system  by  good  food  and  relieve  pain  by 
morphine. 
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PLEURITIS. 

Definition, — TJie  term  pleuritis,  or  pleurisy.  iwS  applied  to  an  inflammation^ 
Pither  acute  or  chronic,  of  the  serous  membrane  which  hnes  the  thoraci^H 
cavity  and   in  its  reflections  covers  the  luu^;  the  so-called   parietal   and 
vis(*en»l  hiyors  of    the  pleura,     '^lliis   iniianinxation  is  always   the    result  of 
im  infection  by  some  pathogenic  micro-organism.     It  occurs  in  four  forms, 
namely,  as   dry    or    fibrinous,   serofibrinous,    purulent,   when   it   is   calle(^_ 
empyema,  and  that  due  to  tulierculosis.  or  tuberculous  pleurisy.    Sometime^B 
malignant  rliseasc  aiTccts  this  membrane,  and  ihis  may  be  considered  a  fifth 
form  of  pleural  inHammation  (Figs.  57  and  58). 
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Carcioomatiwis  i>f  the  costal  pleunt.     (Ktu<t  and  Runiplar-) 

Etiology. — As  jast  stated,  pleurisy  is  practically  always  due  to  an  infection 
by  some  micro-organism.  In  a  large  number  of  cases  it  arises  as  the  result 
of  an  invasion  of  the  lung  by  the  pneuuio<*oecus,  with  or  without  an  a,ss< 
atcti  pneumonia.  In  other  instances  it  is  due  to  the  entrance  of  pyogeni^ 
organisms  such  as  the  staphylococcus  and  streptococcus,  and  in  still  othc 
cases  from  invasion  by  tubeix-le  bacilli.  Infection  of  the  pleura  may  also 
take  place  through  the  pericardium,  the  mediastinal  tissues,  ihe  vertebra?, 
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and  the  diaphragm.  Sometimes,  though  rarely,  it  is  from  the  chest  wall 
itself,  after  injury  to  the  thorax  or  by  extension  of  infection  from  the  mammary 
gliiad.  Pulmonary  abscess  may,  by  the  extension  of  the  inflammatory  process, 
produce  pleuritis,  or  a  bronchopneumonia  may  cause  a  secondary  infection. 
In  some  cases,  however,  the  inflammation  of  the  pleura  is  a  primary  lesion 
without  any  pathological  change  in  the  lung  except  as  a  secondary^  condi- 
tion. 

The  relative  fre<|uency  with  which  acute  pleurisy  is  produced  by  each 
specific  micro-organbm  is  unknown,  since  recovery  takes  place  in   mild 
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UetAftlalic  c&rcinumti  uf  the  viveral  pleura,     (Kant  and  Itumiilpr  ) 


cases  and  no  op[x>rtiinity  of  detennining  the  provoking  cause  presents 
itself.  The  pneuniococcus  is,  however,  the  cause  in  the  majority  of 
cases. 

When  empyema  follows  pleurisy  the  necessity  of  setting  free  the  pus 
enables  us  to  determine  the  character  of  the  infection  in  the  great  majority 
of  cases,  and  the  statistics  derived  from  this  source  give  us  some  conception 
of  the  relative  frequency  with  which  pleurisy  follows  infection  by  different 
organisms.     (See  Empyema.) 
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\ — Pleurisy  is  most  commonly  met  with  between  the  aj»es  of  t  went 
forty,  but  it  is  by  no  means  confined  to  these  decades  of  life.     On  the 
fBOtnTT,  it  is  very  frequent  in  younf(  cliHdren — at  least,  as  a  complication 
■fpoeumonia  in  its  various  fonns^and  is  also  not  rarely  met  with  in  persons 
of  advanced  years.     In  a^lults  pleurisy  (wcurs  more  than  twice  as  often  in 
mks  as  in  females,  Init   in  early  {^liltlhood   this  predominance  does  not^ 
ocnir.    .\s  an  illnstralion  of  these  facts  il  is  interesting  to  note  thai  in  65^| 
cases  in  St.  Barlhulouiew's  IIosj^iitaK  Ixindon,  46.3  were  in  males  and  only 
IS6  in  females.    The  tlistriljution  of  these  eases  as  to  age  was  as  follows: 
fixv  wais  and  under,  25;  ten  years,  51>;  fifteen  years,  50;  twenty  years,  54; 
thirtv  years,  179;  forty  years,  ]49;  fifty  years,  S5;  sixty  years,  35;  over_ 
3Xty  \*ears,  15.  ^ 

Pleurisy  occurs  most  frequently  in  the  early  spring  and  late  autumn. 
vbeD  great  changes  in  temperature  take  place.    This  does  not  mean  that 

3osure   to  cold  produces  pleurisy  directly,  but  rather  that  the  exposur 
uces  vital  resistance  to  such   an  extent  that  infection   takes  place. 

^,  too,  a  nmnher  of  acute  and  chronic   thseases  result    in  pleurisy,  no 
because  they  have  any  direct  elfect  on  the  pleura!  membrane,  but  because 
ibev  lower  vital  resistance  at  the  same  time  that  they  expose  the  pleura  to 
infeclii>n  by  their    specific   germ.    Thus,  pleurisy  may   be    indirectly  pro^| 
diK^    hy  the   acute  s[>ecific   fevers  and   by  Bright's   disease,  the    hrst  of^ 
which  proviiles  a  predis|x>sing  cause  and    a  specihe  germ,  while  the  latter 
lowers  vital  resistance  in  general.    So,  loo,  it  is  possible  for  damage  to  the 
chest  wall  to  result  in  acute  pleuritis. 

It  is  to  l)e  constantly  lx)rne  in  mind  that  of  all  specific  infections  that  by 
the  tubercle  bacillus  is  the  most  ini|)ortant,  because  of  the  prognosis,  lu'cause 
it  is  often  insidious,  and  l>ecause  it  is  probably  one  of  the  most  frt^qurnl 
causes  of  pleurisy.  fl 

The  pathology,  morbid  anatomy,  s\Tnptoniatology  and  treatment  of  the^ 
various  forms  of  pleurisy  are  best  considered  under  the  specific  description 
of  each  ty\^\^ 

Dry  Pleurisy. — Dry  pleuri.sy,  as  its  name  indicates,  is  an  inflammation  of 
the  pleural  membrane  with  a  minimum  airutunl  of  serous  exudate.    It  tn&]Qfl 
li^  cin'umseritKHl  or  localized,  as  over  a  tulM'rcnl4>ns  cavity,  or  may  he  dif^^ 
fuse<l  over  a  large  area,  as  in  crou|X)us  pneumonia.     Tiie  pathology  and 
morbid  anatomy  of  pleurisy  of  the  dry  type  may  be  described  as  follows:  As 
ID  all  inflammations  of  serous  membranes,  there  is  an  acute  hypenemia 
followed  by  infiltration  and  exudation  of  blood  cells,  fibrin,  and,  it  may  l^^fl 
5enim.    The  pleural  membrane  is  lustreless  in  appearance,  and  roughencdf^ 
or  granular,  and  is  somewhat  thickened,  partly  because  of  infiltration,  but 
chiefly  by  reason  of  the  iibrinous  exudate  on  its  surface.    This  exudate  is  a 
primary  factor  in  the  formation  of   adhesions    between  the  \-isceral  and^_ 
iiarietal  layers  of  the  pleura.     Sometimes  the  exudate  is  remarkably  profusi^| 
or  perhaps  a  number  of  layers  are  formed,  so  that  the  pleura  may  exceed  a 
quarter  of  an  inch  in  thickness,  and  is  stmiewhat  reticidated  or  uneven  on 
Vtit  surface.     Such  an  exudate  is  rarely  completely  ai^sorl^ed  after  the  attack 
liAS  passed,  and   it  often  organizes  and   produces  impaired  resonance  on 
-^cfcussion  and  other  morbid  physical  signs  during  the  lifetime  of  the  patient. 
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Symptoms. — ^The  oaset  of  acute  tlry  pleurisy  is  characterized  by  a  severe 
iifi,  or  '* stitch,"  in  the  si<Ie  and  hy  the  development  of  some  fever.    The 

'pain  in  the  side  is  sharp  and  stabbing  in  character  and  the  patient  "catches  his 
breath,"  to  use  a  popular  expression,  when  he  endeavors  to  inspire.  Speaking, 
coughing,  or  any  movement  which  causes  increase  in  the  thoracic  movement, 
grpatly  increases  the  pain,  which  can,  however,  be  markedly  reheved.a«  a  rule, 
by  strapping  the  side  of  the  chest  which  is  affected,  ami  so  diminishing  its 
freedom  of  movement.  The  pain  which  is  dcveloixtd  l)y  pressure  on  the 
chest  wall  is  sometimes  of  two  types,  namely,  severe  pain  produced  by  deep 
pressure,  and  cxquiitiie  tendcrncsx  of  the  skin  over  that  part  of  the  pleura 

'which  is  inflamed.  In  the  great  majority  of  ciuses  the  patient  states  that 
the  greatest  pain  is  Ix^tween  the  mammary  line  and  the  posterior  axillary 
line,  but  it  may  l^e  complained  of  in  many  other  parts  of  the  chest,  particu- 
larly if  the  disease  be  due  to  tuberculosis.    Young  children  who  have  not 

-been  trained  in  the  localization  of  pain  often  stale  that  tiie  suffering  is  in 

f^Uie  epigastrium,  or  in  the  left  or  right  hyiMX'hondriuni,  and  even  in  adults 
I  have  more  than  once  seen  physicians  misled  into  a  diagnosis  of  apf)endicitis 
bMtiuse  of  the  pain  referred  by  the  patient  to  this  region,  when  in  reality 
the  cause  was  acute  pleurilis.  In  all  cases  of  pain  holow  the  diaphragm  it  is 
a  good  rule  for  the  physician  to  examine  the  condition  of  the  thoracic  viscera 
before  asserting  that  abdominal  disease  is  present.  As  severe  stabbing 
pain  in  the  thorax  is  sometimes  due  to  aneurysm,  muscular  rheumatism. 
or  intercostal  neuralgia,  these  |x>ssibilities  must  be  excluded  before  we  can 
decide  that  the  cause  is  pleuritis. 

The  most  important  physical  sign  wliicli  detennines  the  diagnosis  of  this 
affection  is  the  so-called  **friciian  sound''  produced  by  the  rubbing  of  the 
visceral  layer  of  the  pleura  upon  the  parietal  layer,  both  layers  being  rough- 
ened and  dried  by  the  early  stage  of  the  inflammtvtion.  This  friction  sound 
is  usually  best  heard  Just  l>e!ow  and  just  back  of  the  nipple  on  the  side 
involved.  (See  Fig.  5i».)  In  persons  who  have  very  thick  chest  walls  and 
who  breathe  superficially,  by  habit  or  because  of  the  pain,  it  is  often  necessary 
tliat  they  take  a  deep  breath  I>efore  a  friction  sound  is  produced.  Sometimes 
the  friction  sound  is  so  creaking  and  loud  that  it  sounds  like  the  noise  made 
by  a  new  leather  saddle  when  it  is  first  used;  at  other  times  it  so  soft  that 
only  the  most  careful  auscultation  will  reveal  it,  and  it  may  resemble  the 
fine  rales  of  croupous  pneumonia.  In  other  cases  this  creaking  can  be  felt 
by  the  hand  of  the  pliysician.  If  the  pleurisy  be  situated  near  the  heart 
the  action  of  that  organ  may  cause  the  pleural  friction  sound  to  occur  as 
often  as  the  heart  beats,  and  so  lead  one  to  the  diagnosis  of  pericarditis. 
This  is  called  a  pleura  pericardial  friciion  sound,  and  may  also  depend  upon 
a  simultaneous  development  of  pericarditis  and  pleuritis. 

A  second  important  physical  sign  is  the  diminished  respiratory  mavemnii 
on  the  side  of  the  chest  which  is  affected,  as  may  be  s^^vu  by  the  eye  atid 
recognized  by  the  feeble  respiratory  sounds  when  auscultation  is  performed, 
the  semi-fixation  of  the  chest  Ix'ing  an  elTort  to  tlecrease  the  thoracic  move- 
ment, and  so  limit  the  degree  of  pain.  My  coHeague,  Coplin,  has  suggested 
that  the  fixation  is  in  part  due  to  changes  in  the  intercostal  muscles  them- 
selves. (See  article  on  CrouiX)us  Pneumonia.)  This  fixation  may  extend  to 
28 
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one  side  of  the  diaphragm,  and  so  result  in  decreasetl  abdominal  movement 
on  that  side.  The  rate  of  rcftpiration  may  he  increased  in  order  to  com- 
pensate for  the  shallow  breathing,  but  it  is  never  the  hurried  or  urgent 
respiration  met  with  in  cases  of  real  dyspna^a.  J 

There  are  two  other  signs  of  pleurisy  which  are  of  some  diagnostic  value,' 
namely,  the  s^tpprcsscd  cough,  which  the  patient  attempts  to  stifle  in  order 
to  prevent  pain,  and  the  aditudv  of  fixation  of  ike  body  so  that  inadvertent 
movement  of   the  patient  himself,  or  change  in  his   position  made  by  his 
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attendant  may  not  produce  pain.  Sometimes  if  the  skin  is  not  hypern^thetM 
the  patient  lies  on  the  alTcclcd  siilc  to  reiuItT  it  fixed,  or  he  may  lie  on  the 
well  side  to  avoid  pressunf  on  the  involved  pleura.  ^^ 

The  fever  in  acute  pleurisy  is  rarely  high  in  adults,  although  it  may  be  i^H 
young  persons.     Often  it  never  rises  above  102^.  and  the  pulse  is  usualli^^ 
only  increased  by  reason  of  the  fever;  so  that  it  bears  no  direct  relation- 
ship to  the  disease.  ^M 

Diagnosis. — Dry  pleurisy  is  separated  from  muscular  soreness  due  t^^ 
strain  by  the  facts  just  given  and  by  the  history  of  an  injury;  from  muscular 
rheumatism  by  the  fact  that  signs  of  this  malady  are  to  be  found  elsewhere; 
from  intercostal  neuralgia  l>y  the  inconstancy  of  that  affection,  and  by  the 
fact  that  ordinary  breathing  does  not  increase  the  pain  in  the  majority  of 
cases,  and,  further,  that  all  three  of  these  conditions  are  not  accompanie 
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by  any  febrile  movement  or  evidence  of  general  systemic  disturbance. 
Acute  pleurisy  of  the  dry  type  lasts  from  a  few  days  to  two  weeks.  A 
longer  attack  than  this  should  arouse  the  suspicion  of  the  presence  of  a 
more  persistent  disease,  such  as  tuberculosis. 

Prognosis. — Barring  complications  the  prognosis  is  favorable.  (See 
Empyema,  and  Pleurisy  with  Effusion.) 

Tteatm«]it. — The  treatment  of  dry  pleurisy  consists  in  applying  adhesive 
strips  two  inches  wide,  and  overlapping  one  another  one  inch,  from  the 
middle  line  of  the  vertebrse  to  the  middle  line  of  the  sternum,  not  following 
the  line  of  the  ribs,  but  passing  from  behind  forward  horizontally.  They 
should  be  applied  from  below  upward,  and  with  a  sufficient  degree  of  pressure 
to  produce  almost  complete  fixation  of  that  side  of  the  chest.  The  pain, 
if  it  is  extensive,  may  be  further  controlled  by  the  administration  of  3  grain 
doses  of  Dover's  powder  every  two  or  three  hours.  If  necessary,  a  hypo- 
dermic injection  of  morphine  may  be  given.  If  the  fever  is  high  an  ice-bag 
may  be  applied  to  the  head,  and  tepid  or  cold  spongings  over  the  entire 
body  may  be  employed.  An  ice-bag  may  also  be  applied  to  the  side  of  the 
chest  which  is  inflamed,  for  the  relief  of  pain. 

In  the  earliest  stages  of  an  acute  dry  pleurisy,  in  a  strong,  healthy  indi- 
vidual of  a  plethoric  type  with  a  bounding  pulse,  there  can  be  no  doubt  that 
the  administration  of  sufficiently  large  doses  of  the  tincture  of  veratrum 
viride  or  the  tincture  of  aconite  is  advantageous,  as  it  may  diminish  the 
local  hypersemia  in  the  pleura  and  decrease  the  action  of  the  heart  so  that 
it  pumps  less  blood  into  the  inflamed  area,  thereby  causing  determination 
of  blood  to  the  peripheral  capillaries.  This  vascular  relaxation,  associated 
with  sweating,  tends  to  still  further  relieve  the  local  congestion,  and 
altogether  exercises  a  beneficial  influence  upon  the  local  lesion.  These 
depressant  drugs,  however,  are  distinctly  contra  indicated  unless  the  patient 
is  strong  and  hearty,  and  after  the  first  twenty-four  hours  of  the  illness 
they  are  probably  useless.  Indeed,  after  this  time  they  may  do  harm.  If 
they  are  used  at  all,  they  should  be  given  freely.  Thus,  3  minims  of  the 
tincture  of  veratrum  viride  may  be  given  every  half-hour  until  the  patient 
is  very  slightly  nauseated  or  until  his  skin  becomes  moist,  when  the  drug 
should  be  stopped.  A  similar  method  of  employing  aconite  may  also  be 
practised. 

The  employment  of  a  poultice,  or  cotton  jacket,  in  the  treatment  of 
pleurisy  is  less  and  less  resorted  to  at  the  present  time.  There  is  no  reason 
to  believe  that  its  influence  is  advantageous,  and  it  very  greatly  increases 
the  discomfort  of  the  patient  because  of  the  heat  and  consequent  sweatings 
which  are  produced.  Further  than  this,  there  is  always  danger  of  the  patient 
taking  cold  by  the  poultice  becoming  chilled,  or  during  the  removal  of 
the  poultice  or  cotton  jacket  for  cleansing  purposes. 

It  is  important  to  remember  that  the  presence  of  a  moderate  pleural  effusion 
does  not  require  the  physician  to  institute  measures  for  its  immediate  relief, 
because  in  a  very  considerable  proportion  of  cases  absorption  will  take 
place  by  natural  processes,  and  so  nature  will  [)roducc  a  cure. 

Finafly,  all  patients  convalescing  from  an  attack  of  dry  [)]eurisy  should 
be  instructed  to  present  themselves  to  the  physician  several  times  at  intervals 
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of  a  few  days,  in  oixler  that  he  may  have  the  opportunity  of  determining 
whether  the  patholo|jical  condition  has  entirely  disappeared.  It  happens, 
all  too  frequently,  that  such  patients  are  *!isfliar^*d  ** cured"  at  the  end 
of  a  few  days,  when  t!iey  aetually  have  an  insidious  tuberculosis,  the  primary 
pleurisy  having  been  du<*  to  this  cause. 

Pleurisy  with  EfEusion. — While  a  large  proportion  of  cases  of  acute 
pleurisy  are  dry,  in  the  sense  that  no  excess  of  serum  is  poured  out  by  the 
inflamed  serous  membrane,  it  is  not  to  be  forgotten,  on  the  other  hand, 
that  a  considerable  nunilxT  of  cases  of  pleural  inflammation  terminates  in 
more  or  less  profuse  ont[>ouring  oF  fluid  into  the  pleural  sac.  This  forms 
what  is  sometimes  called  "pleurisy  with  efl'usion,"  or  '^pleuritic  exudation." 
While  the  dry  type  often  only  involves  a  patch,  or  small  part,  of  the  pleural 
membrane,  that  form  which  is  accompanied  by  effusion,  unless  limited  by 
adhesions,  usually  alFects  the  entire  pleura  of  one  side,  and,  indeed,  it  may 
be  l)ilateral,  although  this  is,  fortunately,  a  rare  occurrence. 

The  exudate  is  composed  of  two  parts:  (1)  a  solid  portion,  consisting  of 
fibrin  and  cells,  which  is  attached  to  the  surface  of  the  pleura  and  which  con- 
stitutes the  basis  by  which  adhesions  binding  the  two  layers  of  the  pleura 
together  may  l>e  foriae4|,and  (2)  serum  or  fluid  exudate,  wliich  may  be  so 
abundant  that  the  pleural  sac  is  completely  filled.  This  fluid  is  always 
turbid  or  cloudy  from  the  presence  of  ilegenerated  and  exfoliated  endothe- 
lial cells,  particles  of  fibrin  and  blood  cells,  particularly  leukoc}*tes.  It  is 
worthy  of  note  that  the  pleura  in  cases  of  pleuritis,  accompanied  by 
serous  effusion,  is  usually  not  so  markedly  infiltrated  as  in  the  Avy  type. 

These  effusions  are  usually  the  result  of  infection  by  the  pneumococcus, 
the  staphylococcus  pyogenes,  and  the  tubercle  bacillus.  The  latter  infection 
is  always  to  be  suspected  in  subacute  cases  with  much  fluid  and  little  plastic 
exudate. 

An  examination  of  the  literature  on  the  bacteriology  of  this  state 
shows  that  a  large  number  of  organisms  have  bec*n  found  in  pleural  effusions 
and  also  that  in  many  coses  the  effused  fluid  is  sterile,  (See  Em[)yema.) 
For  example,  I^emoine  made  cultures  from  the  fluid  of  38  cases  of  serofibri- 
nous pleurisy,  and  found  it  sterile  in  28  instances. 

Recovery,  which  takes  place  in  the  majority  of  cases,  occurs  by  the 
absorption  of  the  serum  and  the  partial  absorption  and  shrinkage  of  the 
fibrin,  but  the  chief  change  in  the  phistic  exudate  is  orpinization  brought 
alxmt  by  the  formation  of  granulation  tissue,  which  finally  becomes  dense 
and  cicatricial  in  character. 

There  is  probably  no  form  of  pleural  effusion  so  prone  to  confuse  the 
clinician  as  loculated  or  ensacculate<l  effusions.  These  may  fonu  Ijetween 
lol^es,  l)etween  the  base  of  the  hmg  aud  tlie  diaphragm,  or  on  the  mediasti- 
nal aspect  of  the  organ.  Their  localization  is  maintaine<I  by  marginal 
adhesions  that  prevent  the  diffusion  of  fluid  throughout  the  pleural  canty. 
Empyema,  similarly  limited,  offers  idi^ntical  difficulties  in  diagnosis. 

The  lung  may  be  markedly  distorted,  displaced,  or  compressed  by  the 
adht^sions,  and  even  the  heart  may  be  forced  from  its  normal  position. 

Symptoms. — The  symptoms  of  pleurisy  with  effusion  are  not  very  char- 
acteristic, except  in  so  far  as  the  physical  signs  are  concerned,  but  these  are 
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typical,  and  some  of  them  pathognomonic.  If  the  onset  of  the  attack  of 
pleurisy  has  been  sharp  the  severe  pain  already  descrihed  passes  away  as  the 
etFusion  takes  phice  and  so  separates  tlie  irdiatiied  hiyers  of  the  pleura,  at  the 
same  time  probably  depleting  them.  The  fever  often  diminishes  or  disap- 
pears when  the  stage  of  efTusion  is  reached.  Dyspnaa  may  or  may  not 
i)e  present,  according  to  the  size  of  effusion,  the  spaciousness  of  the  chest,  and 
the  aijility  of  the  healthy  si<le  to  do  enoujt^h  work  to  compensate  fr)r  the  part 
which  is  irapaire<i  in  function.  Strong,  hearty  uidividuals  often  seem  to  be 
more  dyspiuric  than  feeble  ones,  probably  because  in  the  former  case  the 
eflfiLsion  is  more  rapid  and  the  restricting  adhesions  are  more  firm.  Coitgh 
in  this  stage  of  effusion  is  usually  not  severe,  and  may  be  absent,  except  on 
exertion.     It  is  often  due  to  an  assoeiatefl  bi-onchitis. 

The  posture  of  the  patient^  if  tlic  eifusion  be  large,  is  usually  character- 
istic, in  that  he  persists  in  lying  on  the  alYected  side,  in  order  to  |XTmit  the 
healthy  lung  to  have  full  phiv.  Turning  him  on  the  affected  side  may 
cause  urgent  dyspnrea  and  a  sudtlen  change  to  the  erect  pasture  may  do 
likewise,  since  the  prt^ssure  of  tlie  fhiitl  on  the  diaphragm  interferes  with  its 
movements  or  with  tlie  action  of  (he  heart. 

Physic.\l  Signs. — ^The  physical  signs  of  pleural  effusion  are  as  follows: 
InJtpidiun  shows  decrease  in  respiratory  movement  on  the  afTeeted  side, 
with  increased  activity  on  the  healthy  sidej  bulging  of  the  entire  chest  on 
the  diseased  side,  w^ith  fulness  of  the  interspaces  and  some  fuhiess  it  may 
ha  in  the  hy[»ochondrium.  Palpation  reveals  an  absence  of  vocal  fremitus 
on  the  affected  side,  and  if  the  eifusion  be  on  the  left  side  the  apex  beat  of 
the  heart  is  displaced  downv.ard  and  to  the  right. 

Percussion  elicits  Hatness,  or  marked  dulness,  except  at  the  apex  above 
the  fluid,  where  the  percussion  note  is  peculiarly  high-pitched,  and  almost 
t\Tnpanitic — the  so-called  Skodaic  resonance.  Percussion  of  the  liver,  if 
the  efTusion  be  on  the  right  side,  may  show  that  the  lower  margin  of  liver 
dulness  is  abnormally  low.  If  the  efTusion  is  on  the  left  side,  percussion 
shows  dulness  in  Trauhe's  semilunar  space.     (See  Fig.  60.) 

Auscultaiion  discovers  that  there  is  an  absence  of  breath  sounds  in  the 
area  where  percussion  gives  flatness,  except  it  may  be  fi>r  distant  and 
transmitted  bronchial  breathing.  Along  the  vertebral  column  and  near  the 
inner  ed^  of  the  scapula  on  the  affected  side  a'gophony,  or  the  "bleating 
voice"  sound,  may  he  heard  if  the  patient  speaks,  while  vocal  resonance  in 
the  apex  of  the  lung,  where  Skodaic  resonance  is  present,  is  greatly 
increased,  even  to  the  degree  of  pectorilo^piy.  At  this  place  above  the 
effusion  bronchial  or  tubular  breathing  may  he  ver}^  marked.  Sometimes 
the  breath  .sounds  are  even  amphoric  in  character. 

Occasionally,  as  the  result  of  the  formation  of  adhesions,  pleural  efTusion 
is  circumscribed  within  narrow  limitSj  and  the  presence  of  an  inflammatory 
exudate  produces  an  area  of  dulness  which  is  much  larger  than  that  space 
occupied  by  the  fluid.  The  introduction  of  an  aspirating  needle  for  diag- 
nostic purposes  may,  therefore,  readily  mislead  the  physician,  since  a  dry 
tap  will  often  occur  unless  the  needle  hapj>eiis  to  enter  that  portion  of  the 
area  of  dulness  which  a  -tually  contains  the  fluid.  The  mere  introduction  of 
the  needle  into  the  centre  of  the  area  of  dulness  is  not  necessarily  followed 
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by  the  withdrawal  of  fluid,  since  it  not  infrequently  happens  that  a  consider- 
able ma.ss  of  inflammatory  exudate  lies  to  one  side  of ,  or  above  or  l>elow,  the 
fluid.  These  loculated  cfi'usions  are  more  common  in  cases  of  empyema  than 
in  ordinary  cases  of  pleurisy  with  effusion,    (vSee  Empyema.) 

The  rale  at  which  effusion  takes  place  varies  verj'  greatly.  Rarely  llie 
chest  may  become  filled  in  a  few  days;  more  commonlyit  takes  a  week  or  even 
three  weeks.  Rapid  effusion  is  more  dan^rous  than  the  delayed  ty| 
because  the  thoracic  viscera  in  the  former  case  do  not  have  time  to  adji 
themselves  to  the  altere<l  con<litions.  I  have  seen  a  case  of  rapidly  forming 
pleural  effusion  in  which  sudden  death  followed  the  turning  of  the  patient 
on  his  well  side. 


SluwlDff  ftt  X  nuirk  the  fio-tittUctt  ureA  c»ll<^l  i(<iiiljes  hcHiiiuimr  Rjitiee.  where.  Id  hunltb,  pervasion 
givea  ft  tympADitIc  note,  which  beooines  flm  iu  lofl-«ided  pleural  eff\ulon.  The  solid  block  repnseuU 
bepatlQ  Mid  ouxUac  dalnen. 


The  duration  of  pleural  effusion  varies  very  greatly.    Small  effusions  ar 
often  absorbed  with  surprising  speed  within  a  few  days,  but  large  ones  ar 
often  very  slowly  absorbed  and  may  not  be  absorbed  at  all  until  some  of  th^ 
pressure  is  removed  by  aspirating  the  chest. 

Diagnosis. — It  is  a  noteworthy  fact  that  while  the  diagnosis  of  pleural 
effusion  is  very  readily  made  in  some  cases,  in  other  instances  it  b  so  uifBcult 
as  to  baffle  the  most  experienced  clinician. 

Pleurisy  with  effusion  is  to  be  separated  from  pneumonia,  from  tulxrculous 
con.solidation,  from  pulmonary  oedema  and    hypostatic  congestion,  froi 
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new-growths  in  the  lung,  pleura,  and  mediastinum,  and  from  pleurisy 
with  great  fibrinous  exudation  and  thickening. 

If  on  examining  one  side  of  the  chest  it  is  found  to  present  impaired  move- 
ment, impaired  percussion  resonance,  and  absence  of  breath  sounds,  it  is 
fair  to  suppose  that  the  cause  is  effusion,  if  in  addition  we  find,  in  disease  of 
the  right  side,  displacement  of  the  apex  beat  to  the  left,  or,  if  it  be  left-sided, 
obliteration  of  Traube's  semilunar  space.  This  opinion  is  still  further 
confirmed  if  the  area  of  dulness  on  percussion  varies  with  a  change  in  the 
posture  of  the  patient,  and  if  Skodaic  resonance  is  present  above  the  area 
in  which  resonance  is  impaired.  On  the  other  hand,  it  is  not  to  be  forgotten 
that  high-pitched  resonance  is  often  met  with  in  that  part  of  the  lung  which 
is  over  an  area  consolidated  by  pneumonia.  In  pneumonia  distinct  bronchial 
or  tubular  breathing  is  usually  heard  throughout  the  consolidated  area,  and 
this,  of  course,  is  not  the  case  in  effusion;  but  if  the  bronchial  tubes  become 
plu^^  by  secretion  in  pneumonia,  this  important  differential  point  is 
destroyed.  Again,  it  sometimes  happens  that  if  the  physician  auscults  the 
chest  with  the  unaided  ear  he  can  readily  hear  bronchial  breathing  even  if 
an  effusion  be  present,  although  if  he  uses  a  stethoscope  bronchial  breath- 
ing seems  absent.  In  pneumonia,  however,  bronchial  breathing  is  usually 
associated  with  rales  which  are  absent  in  effusion. 

Very  useful  in  the  differentiation  of  the  two  affections  is  the  history  of 
the  patient,  in  whom  the  early  symptoms  of  the  two  diseases  are  usually 
quite  at  variance,  unless  the  case  has  been  one  of  primary  pleuropneumonia. 

In  cases  of  tuberculous  consolidation  the  appearance  of  the  patient  and  the 
history  of  onset  may  be  valuable  differential  points,  and  if  loss  of  flesh  or 
fever  is  present  these  facts  are  still  further  emphasized. 

When  pulmonary  oedema  is  present  the  presence  of  moist  rales,  the 
feeble  heart  action,  and  the  discovery  of  some  prolonged  preceding  illness, 
or  of  renal  disease  predisposing  to  pulmonary  cedema,  and  bilateral  dulness, 
are  the  points  of  value  in  maUng  a  diagnosis. 

In  cases  of  acute  pleurisy  with  great  thickening  of  the  pleural  membrane 
there  may  be  marked  impairment  of  resonance  on  light  percussion,  and  a 
friction  sound  may  be  heard,  but  deep  percussion  may  elicit  normal  pul- 
monary resonance. 

Growths  in  the  lung,  or  pulmonary  abscess,  usually  are  so  peculiarly  placed 
and  surrounded  by  healthy  tissue  that  careful  examination  of  the  chest  and 
a  study  of  the  patient's  history  will  be  sufficient  to  make  the  differentiation. 

Pneumothorax  is  separated  from  pleural  effusion  by  its  high-pitched 
resonance  on  percussion  and  the  other  physical  signs  of  that  condition  which 
are  only  partly  modified  if  the  pleura  is  chronically  thickened. 

There  still  remain  two  important  diagnostic  points  in  these  cases  which 
have  to  be  studied  before  diagnosis  can  be  reached,  viz. :  Are  the  physical 
signs  due  to  the  possible  presence  of  subphrenic  abscess,  which,  pushing  the 
diaphragm  upward,  encroaches  upon  the  thoracic  space,  or  are  they  due  to 
abscess  or  hydatid  cyst  in  the  liver?  These  conditions  become  manifest  if 
the  patient  is  carefully  examined  for  them.  Further,  their  rarity  is  a  point 
against  their  presence. 

Lastly,  it  is  important  to  determine  the  size  of  the  effusion  in  order  that 
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the  danger  to  the  patient  may  be  appreciated.  It  is  not  possible  to  even 
approximate  the  actual  quantity,  because  tlie  capacity  of  the  chest  varies 
greatly  in  ditfcrent  cases,  but  the  extent  of  the  eiTusion  can  be  decided  by 
the  line  at  which  percussion  dulness  first  changes  to  impaired  resonance, 
and  higher  to  high-pitched  resonance. 

After  a  diagnosis  of  pleural  effusion  has  been  made,  the  question  which 
arises  is  whether  the  effusion  is  serous  or  purulent,  and  If  serous  whether 
it  is  the  result  of  inHamniation  or  transudation.  This  is  a  most  imjwriant 
question,  since  the  treatment  is  quite  different  in  each  instance. 

This  may  he  determined  by  {jerformiiig  jxiracentcsis  ihorach  and  to  a 
great  extent  by  an  exauiination  of  the  fluid  after  it  is  withdrawn  by 
aspiration.  Its  specific  gravity,  if  the  cause  be  of  an  inflammatory  nature, 
varies  from  LOIO  to  1.018,  and  it  contains  large  amounts  of  fibrin  and 
albumin.  On  the  other  hand,  the  fluid  due  to  transudation  in  dropsy 
shows  a  specific  gravity  of  only  about  l.OOS  and  contains  little  fibrin  and 
albumin.  (See  Hydrothorax.)  U'hen  the  effusion  is  due  to  tuberculosis 
the  s{>ecific  gravity  is  ver>'  hii^h  (1.012  to  1.024).  The  symptoms  and 
diagnosis  of  empyema  will  be  found  discussed  below. 

Crroscopy  in  Pleural  Ekfusion. — In  11)00  VVidal  and  Ravaut  called 
attention  to  the  cytological  examination  of  the  fluid  of  pleural  effusion, 
asserting  that  the  nature  of  the  pleurisy  can  be  determined  by  the  organized 
elements  held  in  suspension  in  the  exudate.  According  to  their  observations, 
the  fluid  of  tuberculous  pleurisy  is  characterized  by  the  presence  of  lympho- 
cytes, that  of  the  acute  infective  pleurisies  by  polymorphonuclear  lenkocjies, 
and  that  of  the  pleurisies  dependent  upon  new-growths  and  the  aseptic  pleu- 
risies accompanying  renal  and  cardiac  disease,  by  shreds  of  endothelium. 
Further  investigations  have  not  confirmed  these  results,  for  Naunyn  found 
that  the  effusions  complicating  Bright's  disease  often  contain  lymphocytes 
instead  of  endothelium  shreds,  and  Tarchetti  and  Rossi  found  lymphocytes 
in  only  a  portion  of  the  tuberculous  effusions  which  they  examined.  More- 
over, Patella's  investigations  convinced  him  that  ljTiiphoc)ies  are  not  char- 
acteristic of  primary  tuberculous  effusions.  On  the  other  hand,  Barjone  and 
Cade,  and  GeraeUi,  of  Milan,  have  found  lymphocytes  in  the  fluid  of  all 
tuberculous  pleurisies.  From  what  has  been  said,  it  is  evident  that  the  sub- 
ject is  yet  in  its  experimental  stage,  but  the  discovery  of  a  niarke<l  lympho- 
cytosis in  the  fluid  is  certainly  of  some  value  as  indicating  tul>erc"ulosis, 
particularly  if  it  is  associated  with  other  signs.  So  too  high  a  count  (GO  to 
00  per  cent.)  of  polymorphonuclear  cells  is  indicative  of  an  infection  by 
the  pneumococcus. 

Prognosis. — The  prognosis  in  cases  of  pleural  efTusion  is  favorable,  except 
in  two  conditions.  If  the  formation  of  the  fluid  is  very  rapid  and  very  copious, 
pressing  upon  the  heart  and  lungs  and  seriously  impairing  their  action  so 
that  dyspncea  becomes  urgent,  the  prognosis  is,  of  course,  grave,  unless  relief 
is  given  by  thoracentesis.  Again, if  the  effusion  is  primarily  due  to  tuf>erculosis, 
or  to  nephritis,  which,  by  decreasing  vitality,  has  permitted  infection  to  take 
place,  the  prognosis  must  be  correspondingly  grave  as  to  ultimate  recovery. 

Treatment. — The  early  stages  of  pleurisy  with  efTusion  are,  of  course, 
treated  in  a  manner  identical  with  that  already  described  for  a  dry  pleurisy. 
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It  is  only  when  the  efTusion  ha^  formed  and  is  in  such  large  quantity  that  it 
produces  pressure  upon  a  vital  organ,  or,  again,  when  it  remains  un- 
absorbed  for  a  considerable  period  of  time,  that  the  physician  should 
undertake  measures  for  its  removal. 

The  only  measure  of  any  value  when  the  pressure  is  sufficiently  great  to  1)6 
producing  serious  symptoms  is  **  tapping  "  the  chest  by  means  of  an  aspi- 
rator. The  skin  over  the  affecte<l  side  should  be  first  thoroughly  cleansed, 
as  if  for  the  performance  of  a  minor  surgical  a|)eration.  A  hollow  needle 
having  a  moderately  wide  calibre,  and  attached  to  a  rubl>er  tube  three  feet 
long,  which  is  filled  with  fluid,  is  then  pushed  iiito  the  pleura!  cavity  in  the 
sixth  or  seventh  interspace  in  the  midaxillary  line.  Care  should  be  taken 
that  the  aspirating  needle  should  be  kept  well  down  on  the  upper  surface 
of  the  nether  rib,  in  ortler  to  avoid  ij»juruig  the  intercostal  artery,  and  the 
physician  should  grasp  the  needle  with  his  tliuinb  and  forefinger  not  far 
from  its  point,  so  that  after  it  pierces  the  skin  it  will  not  suddenly  plunge 
into  the  chest  for  several  inches,  and  so,  perhaps,  do  damage  to  deep-lying 
tissues.  No  sooner  does  the  needle  enter  the  pleural  cavity  than  the  end  of 
the  rubber  tube  is  lowered  to  a  level  with  the  floor  and  the  contents  of  the 
pleura  is  in  tliis  way  siphoned  out  of  the  chest.  The  advantage  claimed  for 
this  method  of  treatment  is  that  the  degree  of  suction  is  at  no  time  great, 
and,  furthermore,  it  is  constant.  Again^  there  is  no  danger  of  the  fluid  being 
withdrawn  with  too  great  rapidity. 

A  ver}'  much  more  frequently  resorted  to  measure  of  perfoniiiiig  p/racrri- 
iesis  thoracis  is  to  attach  a  large  needle,  or  trocar  and  carmula,  to  a  piece  of 
rubber  tubing,  which,  in  turn,  is  attached  to  a  tube  running  through  the 
cork  of  a  lx)ttle  in  which  a  vacuum  has  l>een  produced  by  a  small  hand- 
pump.  The  entrance  to  the  bottle  is  guarded  by  a  small  stojx*uck.  After 
the  needle  has  been  placed  in  the  chest,  the  trocar  is  withdrawn,  the  stop- 
cock is  turned,  and  the  fluid  is  drawn  by  the  vacuum  from  the  chest  into 
the  bottle.  It  is  rarely  if  ever  proper  to  completely  empty  the  chest  by 
this  means  at  one  sitting,  particularly  if  the  effusion  has  been  a  large  one. 
Too  rapid  withdrawal  of  the  pressure  in  the  tiiorax  may  cause  serious 
disturbance  of  the  action  of  the  heart,  or  too  rapid  an  expansion  of  that 
portion  of  the  lung  on  the  afTected  side  which  has  been  compressed  by  the 
fluid,  with  the  result  that  damage  is  done  to  the  pulmonary  (issue,  or  that  a 
peculiar  form  of  gelatinous  exudation  into  the  lungs  takes  place,  which  is 
only  relieved  by  constant  and  exhausting  cough,  and  sometimes  results 
fatally. 

Should  constant  cough  develop  during  paracentesis,  it  is  best  to  discon- 
tinue the  operation  at  once. 

It  is  also  important  to  remember  that  not  infrequently  the  withdrawal  of 
a  small  quantity  of  the  effusion,  by  tlie  relief  of  pressure  and  tlie  establish- 
ment of  normal  lymphatic  and  blood  circndation  in  the  chest  wall,  may 
result  in  the  natural  absorption  of  the  reniaining  fluid  with  a  very  consider- 
able degree  of  rapidity,  so  lliat  even  if  the  chest  is  not  emjjtied  by  the 
aspiration  it  may  become  so  in  a  few  days  by  a  natural  process.  This  holds 
true  with  particular  force  in  those  cases  of  large  pleural  efltusion  which  do 
not  require  interference  because  of  pressure  symptoms,  but  which  do  not 
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undergo  absorption  by  natural  means  until  after  absoq>tion  has  been 
stiniulated  by  the  performance  of  paracentesis. 

It  is  necessary  that  the  physician  shi)uld  exercise  care  in  inspecting  his 
needle  l>efore  he  employs  it.  Experienced  clinicians  have  frequently  been 
infected  by  a  drj'  tap  when  they  were  skilful  enough  to  diagnose  an  elusion, 
but  careless  enough  not  to  notice  that  their  needle  was  plugged. 

.\  pleural  effusion  should  not  be  permitted  to  remain  too  long  in  the  chest, 
since  its  presence  tends  to  increase  the  organization  of  the  inflammatory 
process  on  the  surface  of  the  lung,  or  results  in  tlie  formation  of  such 
firm  adhesions  that  decortication  of  the  lung  by  the  surgeon  is  necessary  if 
recovery  is  to  ensue. 

The  employment  of  purges,  diuretics,  or  diaphoretics  in  rases  of  pleurisy 
with  effusion,  with  the  object  of  causing  an  absorption  of  the  fluid,  is,  for 
very  good  reasons,  futile  in  almost  every  instance.  It  has  already  !>een 
pointed  out  that  in  this  disease  the  pleura  is  almost  invariably  covere<l  by  a 
dense  fibrinous  exudate,  which  is  plastic  in  character  and  mechanically 
interferes  with  the  absorption  of  the  exudate.  Even  if  the  physician  is  able, 
by  the  administration  of  powerful  hydragogue  cathartics,  to  cause  a  concen- 
tration in  the  blood,  this  concentration  does  not  result  in  the  absorption 
of  the  pleural  eifusion,  because  of  the  obstruction  Just  spoken  of,  and  also 
because  absorption  takes  place  from  the  pleura  chiefly  by  the  lymphatic 
vessels,  and  not  by  the  bloodvessels.  The  only  result  of  administering  pow- 
erful diaphoretics  and  cathartics  to  patients  suffering  with  effusion  following 
pleurisy  is  to  exhaust  their  vitality  without  materially  influencing  the  local 
condition. 

The  application  of  blisters  to  the  chest,  with  the  hope  that  they  will 
stimulate  absorption,  is  probably  quite  as  futile  as  the  employment  of 
purgatives,  although  they  may  indirectly  result  in  tlie  absorption  of  fluid 
by  stimulating  the  removal  of  the  film  of  plastic  exudate  which  covers  the 
pleural  membrane. 

The  condition  in  pleural  transudations  following,  or  accompanying,  car- 
diac or  renal  dropsy  is  quite  a  different  one  from  that  due  to  inflammation. 
In  the  latter  condition  there  is  not  any  fibrinous  exudate,  and  the  effusion 
takes  place  by  a  process  of  transudation  from  the  vessels,  the  fluid  Ix'ing 
cjuite  different  in  its  character  from  (hat  found  after  the  acute  inflammatory 
process  just  discussed.     Purgatives  may  therefore  do  g<XKl. 

Aside  from  the  operative  measures,  which  are  necessar}'  in  alK)ut  one- 
half  the  cases  of  pleurisy  with  effusion,  the  physician  should  a<lminister 
mild  tonics,  with  the  object  of  aiding  digestion,  and  he  should  supjx>rt 
the  system  by  the  administration  of  proper  quantities  of  nutritious  food. 
If  after  tapping  the  fluid  it  recurs,  it  should  be  withdrawn  a  second  time. 
Such  a  recurrence  rarely  takes  place  in  the  effusion  following  pleurisy, 
although  it  is  not  infrequently  met  with  in  cases  of  ordinary  transudation 
into  the  pleural  cavity  in  other  pathological  states. 


FVHULE^T  PLEURAL  KFFUSIOS,  OR  EMPYEMA 


443 


PTTRULENT  PLEURAL  EFFUSION,  OR  EMPYEMA. 

Definition  and  Etiology. — By  erapyeraa  we  mean  a  condition  in  wliicli  pus 
has  accuiinilated  in  the  pleural  space  or  spaces.  It  was  taught  at  one  time 
that  such  an  effusion  might  primarily  be  serous  and  by  infection  l>ecome 
purulent,  but  at  present  this  view  is  not  generally  held.  Empyema  occurs 
as  a  sequel  to  infection  from  the  lung  in  the  great  majority  of  cases,  but  it 
may  arise  from  primary'  infection  of  the  pleura.  The  condition  is  far  more 
common  in  children  than  in  adults  (Fig.  61).  In  children  it  is  generally 
tlie  result  of  tlie  presence  of  the  pneti7nococcu9,  which  commonly  causes  a 
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^^^^H         bronchopneumonia  or  a  croupous  pneumonia  first  and  an  empyema  after-        V 
^^^^H         ward,  but  in  adults  the  streptococcus  is  usually  the  exciting  ciiuse.     The         H 
^^^^H         condition  occurs  much  more  frecjuently  in  boys  than  in  girls.                                  H 
^^^^H             In  69  cases  of  empyema  in  chilrlreti,  P.  S.  Hlaker  found  the  pneumococcus        H 
^^^H         in  62  cases;  the  streptwoccus  in  ;J;  the  pneumococcus  and  streptococcus  in        H 
^^^^H         3,  and  the  staphylococcus  in  L    In  40  cases  in  children  reported  by  Bytheli,         H 
^^^^H         26  were  due  to  the  pneumococcus  and  9  to  the  pneumococcus  and  some  othex        H 
^^^^1         organism  (Fig.  62).                                                                                                    ^^H 
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5i  the  streptococcus  in  58;  the  tubercle  bacillus  in  30.  In  the  remaining 
cases  the  pus  was  sterile,  or  more  than  one  micro-organism  was  found.  If 
children  are  excludetl  from  these  statistics,  the  streptococcus  becomes  the 
most  common  infectious  agent. 

When  no  puhnonary  lesion  can  be  discovered  hi  a  case  of  empyema,  it 
nausi  l)e  recalleil  thai  a  very  small  and  insignificant  lesion  in  the  lung,  and, 
therefore,  one  which  is  easily  overlooked,  may  be  the  focus  for  a  very  severe 
pleural  infection,  and,  therefore,  the  inability  of  the  physician  to  find  a 
primary  pulmonary  lesion  does  not  prove  that  it  has  not  existed. 

The  character  of  the  pus  found  in  cases  of  empyema  varies  considerably 
in  diffeient  cases,  the  variation  depending  in  part  u|X)n  the  micro-organism 
which  has  proiluced  the  condition,  and  upon  the  duration  of  the  malady  at 
the  time  the  effusion  is  examined.  Itsually  it  is  creamy  and  homogeneous; 
in  other  cases  it  is  thin  and  separates  on  standing  into  a  thick  and  tbin  layer. 
When  the  effusion  is  an  old  one,  the  pus  may  be  quite  thick  and  curtiled  in 
its  appearance,  containing  dot-like  masses  or  shreds  of  libriti,  which  plug 
the  aspirating  needle  and  make  aspiration  impossible.  While  the  color  is 
commoidy  a  creamy  yellow,  it  is  sonictitnes  sliglitly  pinktsli  in  uj>pearanre, 
and  may  be  greenish  in  hue,  and  in  still  other  cases,  when  a  considerable 
amount  of  blood  has  been  extravasated  into  the  effusion,  it  is  a  dirty,  pale- 
eocoa  color.  In  some  instances,  as  in  cases  due  to  infection  by  tlie  pneu- 
mococcus,  the  pus  is  almost  txlorless,  while  in  others,  particularly  if  the 
empyema  has  ruptured  into  a  bronchus,  it  is  fetid. 

Purulent  effusion  in  the  pleural  space  is  usually  profuse.  Indeed,  it  has 
been  taught  that  as  a  class  these  collections  are  larger  than  are  serous  effu- 
sions, which  is  not,  however,  always  true  by  any  means.  On  the  other  hand, 
they  are  very  much  more  likely  than  are  serous  effusions  to  be  walled  off  an<l 
encysted  by  reason  of  adhesions,  (liereby  fornung  a  small  pocket  of  pus. 

Symptonu. — If  after  an  attack  of  (Hieunionia  the  tanpcraivTc  iloes  not  fall, 
or  if,  after  it  has  been  normal  or  near  normal,  it  begins  to  rise  again,  and 
the  patient  has  cliills  or  chilly  sensations,  empyema  should  be  sought  for. 

The  symptoms  of  empyema  in  general  are  those  of  impaired  health.  The 
patient  is,  as  a  rule,  pale  and  ill-looking,  suffers  from  loss  oj  weight,  and 
sweats^  which  are  particularly  prone  to  come  on  when  he  sleeps, 

A  moderate  fever  may  be  present,  and  suppressetl  or  even  well-developed 
chilU  may  recur.  It  is  important,  however,  to  remember  that  in  some  cases 
none  of  these  con.stitutioual  symptoms  are  manifest,  tiie  fever  in  particular, 
being  so  mild  that  they  fail  to  attract  attention,  so  that  the  condition  of 
empyema  is  suspected  only  when  some  shortness  of  breath  calls  attention  to 
the  thorax. 

The  pus  in  cases  of  empyema  sometimes  becomes  so  completely  walled  off 
from  the  surrounding  tissues  that  it  remains  for  weeks  without  producing 
any  signs  of  its  presence,  but  in  other  cases,  and  these  are  the  more  numerous 
it  causes  such  severe  pressure  symptoms  or  so  much  evidence  of  sepsis  that 
relief  is  demanded  by  the  patient.  In  other  cases — anr]  these  are  often  those 
in  which  the  empyema  has  not  been  recognized — the  pus  burrows  its  way  out, 
rupturing  into  a  bronchus  or  perforating  the  chest  wall.  Very  much  more 
rarely  it  empties  into  the  pericardium,  or  even  into  the  oesophagus.    In  other 
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instances  it  has  perforated  the  diaphragm,  although  this  process  is,  curiouslj 
much  more  rare  than  tlie  rupture  of  a  sulwliaphragmalic  abscess  into  the 
pleural  cavity. 

Statistics  as  to  the  relative  frequency  with  which  rupture  into  a  bronchus 
takes  phice  are  not  in  ncconl.  Thus,  of  195  cases  of  empyema  occurring  in 
St,  Thomas'  Hospital,  London,  and  in  the  Leeds  General  Infirmary,  11 
ruptured  into  the  lung,  a  percentage  of  5.64;  while  an  analysis  of  a  large 
number  of  cases  of  empyema  collected  by  Netter  gave  a  percentage  of  20.2 
rupturing  into  the  lung.    These  latter  figures  certainly  roust  be  far  too  high. 

The  physical  signs  of  empyema  have  already  been  discussed  when  describ- 
ing those  of  serous  effusion,  for  in  both  states  they  are  practically  the  same. 
Sometimes  the  presence  of  pus  may  be  shown  by  an  wdcvia  of  ih<'  ^nperficfal 
tisatteSj  which  is  often  met  with  over  deep-seated  suppurations.  Empyema 
is  also  a]>t  to  protluce  more  bulging  of  the  intercostal  spaces  than  is  serous 
effusion,  perhaps  because  there  is  more  wasting,  and  so  the  bulging  is  moroH 
rearllly  observed.  In  some  instances  of  empyema,  however,  the  contra<^H 
tion  of  the  thickened  pleura  draws  the  edges  of  the  ribs  so  closely  to  one 
another  that  bulging  of  the  inters]>aces  is  obliterated.  ^^ 

When  pulsation  is  transmitted  to  the  purulent  effusion,  so  that  the  impuls^f 
is  manifest  tlirough  the  interspaces,  it  is  called  *' evipyevia  necessitatis/' 

Oomplications. — The  chief  complications  of  empyema  have  already  bcec 
named,  viz.,  sepsis  and  perforation.  The  signs  of  sepsis  are  similar  in  thi 
state  to  those  produce*!  by  accumulations  of  pus  elsewhere,  and  require 
further  discussion.  The  symptoms  of  perforation  into  a  bronchus  consia 
of  an  attack  of  violent  coughing,  during  which  the  patient  expels,  in  large,  or 
sometimes  in  small  amount,  a  quantity  of  almost  pure  pus.  After  the  pus 
first  appears,  it  is  commonly  brought  up  in  muutlifuls  several  times  a  day, 
and  more  rarely  in  such  large  quantities  as  to  threaten  the  pntient  with 
suffocation.  This  drainage  of  pus  through  tlie  lung,  curiously  enough, 
rarely  causes  serious  permanent  tlamage  to  the  hmg,  which  may  ultimately 
entirely  recover  if  the  physician  will  but  provide  an  of>ening  in  the  chest  wa^^ 
for  proper  drainage.  ^H 

When  the  pus  escapes  externally  by  burrowing,  it  most  frequently  docs  so^^ 
about  the  sixth  intercostal  space  in  tJK'  axillary  area,  but  it  sometimes  bur- 
rows a  great  distance  and  escaj>es  by  way  of  numerous  openings.  In  other 
instances  it  burrows  far  down  the  trunk  and  discharges  as  low  down  as  the 
pelvis.  Indeed,  Rarton  has  reported  a  pulsating  empyema  in  the  left  lumbar 
region.  These  openings  may  persist  fur  many  years,  and  if  the  suppurativa^! 
process  [KTsist,  amyloid  disease  of  the  liver  and  kidneys  may  ensue.  ^fl 

DiagnosU. — The  differentiation  of  empyema  from  serous  effusion  is  to  be 
made  by  the  presence  of  the  septic  svmptoras  just  named,  and  by  the  use  of 
an  aspirating  needle  to  determine  the  character  of  the  fluid.  The  localized 
ty|>es  of  empyema  are  those  wliich  offer  real  ilifficuhy  in  diagnosis,  since  the 
pus  may  be  between  two  lobes  of  the  lung,  or  at  the  base  of  the  lung  next 
the  diaphragm,  or  be  extended  over  a  consiilerable  area  while  very  shallow, 
or,  again,  the  infiannnatory  process  in  the  adjacent  lung  tissue  c^iuses  tlie 
presence  of  the  physical  signs  of  consolidation  of  the  lung  or  of  large  effusion, 
when  in  reality  the  purulent  collection  is  a  small  oue<    In  these  cases  the 
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introduction  of  the  aspirating  needle  may  fail  to  reveal  the  presence  of  pus, 

because  the  instrument  does  not  happen  to  exactly  strike  the  purulent  focus. 

When  the  pus  is  localized  by  adhesions  in  the  neighborhood  of  the  heart, 

this  organ  may  be  displaced  by  the  pressure  and  transmit  its  impulse  to  the 

eiTusioUy  so  giving  rise  to  the  belief  that  a  purulent  pericarditis  is  present; 

ttxe  absence  of  this  more  serious  state  being  revealed  only  when  the  pus  is 

9^4  free. 

A  still  more  difficult  condition  to  discover  is  interlobar  pleurisy  with 
e^Fusion.    In  such  cases  if  the  accumulation  is  pus,  it  may  rupture  into  the 
{».Br«>nchi  and  give  rise  to  the  belief  that  the  patient  has  true  pulmonary 
aC=»cscess. 

Prognosis. — ^The  prognosis  in  empyema  in  children,  over  three  years  of 
a^g"i^,  if  the  condition  is  due  to  the  pneumococcus,  and  if  the  pus  is  allowed  to 
e^^^=ape  before  it  has  done  much  damage,  is  surprisingly  good,  both  as  to  rapid 
ar:».<d  complete  recovery.  Not  only  do  many  of  these  cases  soon  cease  to  form 
ar^M  ^  more  pus,  but  the  compressed  lung  expands  with  remarkable  rapidity, 
ar~M.  «d  may,  in  the  course  of  a  few  months,  fill  the  pleural  cavity  so  well  that 
nc^oEarly  all  traces  of  the  disease  may  disappear.  When  the  disease  affects 
in  "^"^ints  the  outlook  is  bad,  because  of  their  susceptibility  to  wasting  processes 
ara.^1  their  low  vital  resistance. 

-■^n  streptococcus  infection  the  prognosis  is  not  so  favorable,  nor  is  it  good 
in  "tuberculous  empyema,  for  in  the  first  type  the  formation  of  pus  is  persistent 
arfc<d[  the  deformity  of  the  chest  is  very  apt  to  be  great,  while  in  the  second 
^ri^**  a  primary  infection  elsewhere  is  usually  present. 

Ht  has  been  stated  by  some  authors  that  an  empyema  may  undergo  absorp- 

60  n.    While  a  decrease  in  the  size  of  the  effusion  may  result  from  the  absorp- 

tioKi  of  some  of  its  fluid  constituents  true  disappearance  of  pus  from  the 

thiorax  does  not  take  place  unless  it  is  let  out  or  escapes  spontaneously.    It 

n»^j,  however,  become  inspissated  and  encysted. 

Tjtaatment. — ^There  is  but  one  thing  to  be  done  in  cases  of  empyema, 

armd  that  is  to  let  out  the  pus,  treating  the  case  as  one  of  ordinary  abscess. 

IF    the  quantity  of  the  fluid  is  sufficiently  large  to  compress  and  displace 

adjacent  organs,  particularly  the  heart,  it  is  better  to  first  relieve  some  of  this 

*    pressure  by  aspiration,  as  in  a  case  of  serous  effusion,  removing  enough  of 

the  pus  to  permit  the  heart  and  vessels  to  slowly  regain  their  normal  position. 

As    the  pus  in  these  cases  is  often  under  great  pressure,  so  that  it  squirts 

I      sevend  feet  when  an  incision  is  made,  I  am  confident  that  this  preliminary 

modification  of  the  pressure  is  wise  in  most  cases.    On  the  following  day 

or,    if  need  be,  immediately  after  aspiration,  an  incision  should  be  made 

bet-ween  the  sixth  and  seventh,  or  seventh  and  eighth,  ribs  in  the  middle 

axillary  line,  and  this  opening  should  be  maintained  by  the  insertion  of  a 

doubled,  or  extra-large,  drainage  tube  or  by  a  gauze  drain.    If  the  ribs  have 

been  drawn  so  closely  together  by  the  contraction  of  the  parietal  pleura 

that  free  drainage  cannot  be  obtained,  then  the  upper  surface  of  the  lower 

tib   should  be  cut  away  until  drainage  is  free,  or,  if  need  be,  several 

inches  of  the  rib  or  of  several  ribs  should  be  resected.     This  is  usually 

necessary  in  streptococcus  infection.    As  a  rule,  the  milder  measures  suffice 

lO  children,  but  if  the  formation  of  pus  persists  resection  should  always  be 
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performed.     For  the  details  as  to  the  exact  technique  of  these  oi>erative 
procedures  reference  should  be  made  to  a  surgical  work. 


CHRONIC  PLEURISY. 

Definition. — Chronic  inflnmmafinn  of  tlie   pleura  may  be  nothinjj 
tlian  a  sequt-ncc  of  some  of  the  acute  conditions  alreatly  rliscusscd. 
Huid  accumulation,  serofibrinous  or  purukMit,  be  allowed  to  remain  within 
the  chest  cavity,  important  alterations  take  place  in  the  serous  membrane. 
With  tlie  suhsidenrc  of  infection  reparative  eifort.s  lead  to  the  production  of 
fibmus  tissue,  which  p:reat!y  thickens  both  parietal  and  visceral  layers  and 
ensheaths  the  collapsetl    lunij,  eventually  fornuti^  sucli  a  dense  investinj^ 
membrane  that  rc-cxpansion  Ix^conies  impossible.    In  other  cases    the  tluid 
is  absorbed  and  the  ])leural  surfaces  coated  by  inflammatory  product*;  come 
in  contact,  coalesce,  and   become  fused   by  permanent   organization  of  the 
exudate.     In  tlie  latter  <j:roup  of  rases  ffie  pleural  cavity  may  l>e  obliterated, 
or  partial  adhesions  only  may  form.     In  some  cases  unattended  by  frankly 
expressed  acute  inflammation,  h}'perplastic   thickening  of   large  or  small 
areas,  usually  with   adhesions,  occurs.      In   such  cases   the   newly  forme 
inflammatory  tissue  may  attain  a  thickness  of  1  cm.  or  more  and  not  ir 
fre(|uently  contains  calcareous  pla<|ups. 

The  third  form  is  called  "primitive  <]ry  pleurisy"  in  the  sense  that 
begins  without  effusion  and  often  without  pain,  and  is  not  associated  with 
fever.  The  patient  may  himself  fee!  the  pleural  friction.  Finally,  limited 
adhesions  occur  between  the  layers  of  the  pleura,  but  they  do  not  cause 
marked  interference  with  the  lung  nor  deformity  of  the  chest.  ^H 

The  fourth  type  is  tlic  so-called  ** primitive  dry  pteitri^i/'*  described  b^™ 
Sir  Andrew  Clarke,  in  which  the  layers  of  the  pleura  become  adherent  and 
thickened  as  in  the  forms  just  described.  Fnnn  the  visceral  layers  of  the 
pleura  bands  of  connective  tissue  penetrate  and  traverse  the  lung  almost 
as  if  they  were  true  trabeculff'.  The  effect  of  these  bands  as  they  contract 
is  to  produce  bronchiectasis  and  some  distortion  of  the  lung  in  its  lower 
lobe,  where  the  process  is  nearly  always  situated.  The  condition  is  really 
a  pleurogenous  interstitial  pneumonia.  These  cases  are  not  identical 
character  with  those  due  to  old  empyema. 

Occasionally  in  clironic  pleurisy  large  calcareous  or  even  bony  plates  ar 
developed  in  the  newly  forme<l  inflammatory  tissues. 


HTDROTHOBAX. 


This  condition  is  to  be  clearly  separated  from  ordinary  pleural  efTusiofl 
due    to    inflammatory  changes.     Pleural  effusion   due   to  inflammation    is 
usually  unilateral,  but  hydrothorax  is  generally  l)ilateral.    The  fluid  in  the 
pleural  cavities  is  present  as  a  result  of  transuilation  in  cases  of  renal  disease 
cardiac  disease,  profound  anicmia,  or  any  cause  which  tends  to  impede  cii 
culation  or  to  increase  the  readiness  with  w^hich  the  serum  can  escape  froB 
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dc  b)ocKh«ss«)s^  Thus  it  may  develop  in  cases  of  ihn.>mho$i5  of  the  >'ena 
tztfo^  dmnz  the  course  of  typhoid  fever.  While  it  is  true,  as  alivady 
soshL  thai  hyxiiothorax  is  usually  bilateral,  it  si^metiinc^  happens  that  it  is 
omlainaL  if  pefcfaance  the  obstruction  to  the  flow  of  blood  or  miiph  is  pro- 
duced by  some  leaon  which  affects  only  one  side  of  the  ohe^t.  lliis  ixtnirs 
much  moie  frequently  on  the  right  side  than  on  the  left,  in  those  cases  in 
vincii  the  cause  is  cardiac  disease.  Many  A-ear^  agi>  Jacixiud  pointotl  out 
dnt  this  is  due  to  pressure  upon  the  major  azyp>s  vein  by  the  dilatation 
of  the  inferior  vena  cava  and  the  right  auricle,  and  more  recently  Steele 
and  Stengel  have  called  attention  to  this  ola."^  of  cas«s. 

\nieo  it  is  present  in  the  course  of  cirrhosis  of  the  liver  it  is  pncil^ibly 
due  to  the  presence  of  associated  pulmonary  tul>erculosis.  Osier  asserts 
that  such  an  effusion  may  occasionally  ocinir  in  what  he  designatt>s  as 
"perfectly  healthy  men," 

The  fluid  in  hydrothorax  is  usually  of  low  specific  gravity  (see  Pleurisy 
with  Effusion),  and  clear  or  but  slightly  ojwlescent,  yellowish  or  straw- 
oolored.  It  is  not  rich  in  cells,  and  those  cells  that  are  present  consist 
IuiHt  of  relativelv  voluminous  flat  endothelial  cells.  Fibrin  is  tisuallv 
usent  If  an  injury  or  obstruction  of  the  thoracic  duct  is  pivsent,  the  fluid 
may  be  chylous  in  character. 

Again,  if  such  a  patient  is  ^ven  iodide  of  potassium  and  the  fluid  is 
withdrawn  by  aspiration  iodine  will  be  found  in  it,  whereas  if  the  fluid  is 
due  to  inflammation  iodine  is  al)sent.  Tlie  fluid  is  placeil  in  a  test-tulte, 
a  few  drops  of  fimiing  nitric  acid  are  addcil,  and  then  it  is  shaken  with  some 
ddorofonn,  when  if  iodine  is  present  a  re<l  color  will  npjx^ar,  which  sinks  to 
the  bottom  of  the  tube  with  the  chloroform. 

Hydrothorax  can  often  be  relieved  by  the  free  use  of  a  saline  purgative, 
sudi  as  half  an  ounce  of  magnesium  sulphate  given  every  morning  Ix^fort* 
breakfast  and  by  cardiac  tonics  if  they  are  needed.  If  it  causes  symptoms 
bj pressure  it  must  be  removed  by  aspiration.   (Set*  Pleurisy  with  Effusion.) 

Bloody  effusion  into  the  pleura  is  met  with  in  cases  of  cnnct^r  of  the  pleura 
and  of  Bright's  disease.  It  is  more  indicative  of  the  presence  of  the  former 
malady.  I  have  more  than  once  seen  a  simultaneous  pleural  and  alxlominal 
Uoody  effusion  due  to  a  general  carcinomatosis. 

When  pleural  effusion  is  tapped  a  second  time,  or  when  the  netnlle  has 
been  introduced  more  than  once  in  the  search  for  fluid,  it  not  infrequently 
happens  that  the  liquid  obtained  is  blood-stained,  owing  to  wounding  of  a 
bloodvessel  by  the  instrument.  Of  course,  this  possibility  must  l)e  remem- 
bered when  a  bloody  effusion  is  found.  Sometimes  a  true  hnnnothorax 
arises  from  this  cause,  or  it  is  due  to  a  leakage  from  an  eroded  bloodvessel. 


PIEUMOTHOXtAZ,  HYDROPNSUHOTHOBAX,  PTOPKETTMOTHORAX. 

Definition. — Pneumothorax — that  is,  the  presence  of  air  in  the  pleund 

ntaces — is  rarely  present  as  the  result  of  disease  unless  it  is  ass(M'iate<l  with 

nuid  (hydropneumothorax)  or  pus  (pyopneumothorax).     As  the  result  of 

injuries  to  the  chest  and  to  the  hmgs  it  not  rarely  appears  as  true  hydro- 
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pneumothorax,  as  after  the  fracture  of  a  rib,  or  as  the  result  of  a  stab 
wound. 

History. — As  long  ago  as  the  time  of  Hippocrates  a  succussion  sound  on 
shaking  a  patient  suffering  from  empyema  or  pleural  effusion  was  recognized, 
but  it  was  not  until  the  time  of  Laennec,  about  2200  years  later,  that  the 
value  of  this  sign  was  appreciated  as  indicating  the  presence  of  both  fluid 
and  air  in  the  chest. 

Etiology. — ^The  most  common  cause  of  pneumothorax  is  pulmonary  tuber- 
culosis, and  it  arises  as  a  result  of  the  perforation  of  the  pleura  by  the  rupture 
of  a  cavity  through  the  visceral  layer;  in  order  that  air  may  enter  the  pleura 
the  tuberculous  cavity  must  directly  or  indirectly  communicate  with  a 
patulous  bronchus,  thereby  affording  a  communication  between  the  lung 
and  the  thoracic  cavity.  West  believes  that  fully  90  per  cent,  of  the 
cases  are  due  to  this  cause.  In  many  cases  this  accident  is  prevented 
by  an  acute  or  subacute  pleurisy  occurring  at  the  area  diseased,  so  that  the 
pleura  is  thickened  or  the  two  layers  glued  together.  This  is  particularly 
prone  to  be  the  case  when  a  cavity  has  formed;  and  were  it  not  for  this 
protective  process  the  condition  of  pneumothorax  would  be  commonly  met 
with.  In  still  other  cases,  however,  these  very  adhesions  result  in  pneumo- 
thorax, for  during  some  severe  exertion  they  are  torn,  and  so  the  air  finds 
an  opening  through  which  to  escape. 

As  a  rule,  the  perforation  occurs  in  the  lower  part  of  the  upper  lobe,  or 
in  the  upper  part  of  the  middle  lobe.  Pneumothorax  develops  on  the  left 
side  nearly  twice  as  often  as  on  the  right.  West,  however,  believes  that  the 
two  sides  are  nearly  equally  affected.  At  times  the  opening  through  which 
the  air  escapes  is  so  small  that  it  cannot  be  found.  Sometimes  there  is 
more  than  one  perforation. 

Very  much  more  rare  as  causes  of  pneumothorax  are  bronchiectasis, 
pulmonary  abscess,  and  pulmonary  gangrene.  So  rare  are  they  that  when 
cases  of  this  kind  occur  they  should  be  reported.  This  holds  true  as  well 
of  cases  which  develop  from  rupture  of  a  vesicle  in  cases  of  emphysema  of 
the  lungs.  Pneumothorax  has  arisen  in  the  course  of  whooping-cough, 
diphtheria,  and  typhoid  fever. 

Pneumothorax  occurs  three  times  as  often  in  men  bs  in  women. 

Symptoms. — ^The  onset  of  pneumothorax  is  often  very  sudden  and  severe, 
but  at  times  it  develops  so  insidiously  that  no  signs  of  its  presence  are  noted 
by  the  patient  until  he  attempts  to  make  some  exertion,  when  dyspncea 
ensues.  In  cases  of  sudden  onset  there  is  not  only  urgent  dyspnoea^  but 
sometimes  syncope  to  the  point  of  unconsciousness.  These  severe  symptoms 
are  much  more  prone  to  develop  in  a  patient  who  has  slight  pulmonary 
disease  than  in  one  who  has  well-advanced  lesions,  because  in  the  latter 
case,  the  lung  being  already  partly  useless,  the  other  lung  is  ready  to  com- 
pensate for  the  inactivity  of  the  diseased  part.  When  the  accident  occurs 
on  the  comparatively  healthy  side  death  may  speedily  ensue.  In  some 
instances  the  pain  may  be  so  severe  that  angina  pectoris  is  thought  to  be 
present. 

Physical  Signs. — ^The  physical  signs  in  these  cases  of  pneumothorax 
consist  in  bulging  of  the  interspaces  on  the  affected  side,  and  at  times  the 
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development  of  subciUaneotts  emphyttema.  There  is  also  in  many  cases  a 
distinct  increase  in  the  size  of  the  chest  on  that  side.  If  the  air  escapes  on 
the  right  side  the  Uver  is  markedly  depressed  and  the  heart  is  displaced  to 
the  left.  In  left-sided  eases  the  heart  may  be  pushed  to  the  right  of  the 
median  line. 

PtrcxiSirion  reveals  hyperresonance  unless  there  has  been  an  old  pleurisy 
with  secondary'  pleural  thickening.  If  the  lung  is  adherent  to  the  chest  wall 
and  collapsed  by  pressure,  or  ct^nsolidatcd  by  tuberculosis,  a  dull  note  may 
be  present.  In  a  case  of  this  character  recently  under  my  care,  in  a  patient 
whose  general  health  seemed  to  negative  the  possibility  of  tul>erculosis,  this 
state  was  confirmed  at  autopsy,  much  relief  being  given  before  death  by 
frequently  permitting  the  air  to  escape  from  the  chest,  over  part  of  the  chest 
wall  through  a  hollow  needle. 

Auscultation  reveals  an  absence  of  vesicular  murmur  over  the  area  of 
hyperresonance,  and,  perhaps,  loud  amplioric  breathing  over  the  lung, 
particularly  if  it  contain  a  cavity  which  freely  communicates  with  the 
pleural  space. 

When  hydro pncwmoihorcux  is  present  the  lower  part  of  the  chest  is  flat 
on  percussion  as  in  ordinary  pleural  effusion,  above  this  is  an  area  of  hyper- 
resonance, and  above  this  again  is  the  Skodaic  resonance  due  to  the 
compressed  lung.  On  shaking  the  patient  a  succussion  soumi  is  heard, 
and  when  the  patient  is  at  rest  aiLtcultaiion  reveals  "metallic  tinkling/* 
which  is  sup(K>5e<l  to  be  due  to  the  tlropping  of  fluid  into  the  iic]uid  at  the 
base  of  the  chest.  Succussion  and  victaUic  tinkliutj  are  the  most  important 
signs  of  hydropueumothorax.  Another  valuable  sign  is  the  so-called  "coin 
sound"  produced  by  striking  a  large  coin,  held  against  the  chest  wall,  with 
another  coin.  The  physician  listens  to  the  l)ack  of  the  chest  as  the  percussion 
is  done,  by  an  assistant,  on  its  anterior  surface,  and  closes  his  unoccupied 
ear  with  his  finger-tip.  If  the  coin  be  struck  so  that  the  sound  has  to  be 
transmitted  through  the  ehest  at  the  level  of  the  fluid  the  sound  is  very 
indistinct.  At  the  level  of  the  air  it  is  transmitte<l  with  startling  clearness, 
and  at  the  level  of  the  lung  its  transmission  is  agiiin  impaired. 

Dia^osis. — In  considering  the  possible  presence  of  pneumothorax  in  the 
type  which  is  insidious  the  following  conditions  must  be  included;  A  large 
cavity  may  give  somewhat  similar  physical  signs,  but  the  limited  area  over 
which  they  are  manifested  or  demonstrable  separates  the  two  states.  Emphy- 
sema of  the  lungs  is  excluded  by  the  universid  presence  of  breath  sounds 
and  the  fact  that  the  condition  is  bilateral.  Rupture  of  the  diaphragm  with 
diaphragmatic  hernia  should  be  considered  if  some  injury  has  l>een  suffered, 
and  pyopneumothorax  subphrenicus  must  be  excluded  by  study  of  the  pul- 
monary signs  above  the  area  involved  and  of  the  condition  of  theepihepatic 
ai]d  epigastric  areas. 

Progno&is. — The  prognosis  of  pneumothorax  depends  largely  upon  the 
cause  of  the  condition  and  the  associate<l  states  of  effusion  and  empyema. 
Much  defends  upon  the  suddenness  of  onset.  I  have  seen  death  occur  in 
twelve  hours  in  cases  with  sudrlen  onset,  uiul  cases  arc  on  record  of  death 
in  twenty  minutes.  On  the  otlier  haml,  if  the  dyspncea  is  not  severe  the 
pulmonary  condition   may   be   actually  benefited   by  the  temporary  rest 
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enforced  by  the  collapse  of  the  lunjt;.  West  has  placed  the  mortality 
70  jKT  cent.,  and  of  these  fatal  cmsps  To  p*T  cent,  died  within  two  weel 
and  90  per  cent,  within  a  riioiilh.  In  those  cases  which  do  not  die 
after  the  onset  of  this  condiliun  cieatli  may  result  either  from  empyema  an 
exhaustion,  or  from  i\w  progress  of  llic  underlying  disease.  If  the  heart  i^ 
feeble,  if  tlie  other  lung  is  far  advanceiJ  in  disease,  and  if  the  strength  of 
the  patient  Is  hadly  impaired  the  prognosis  is,  of  course,  had.  Hecovery 
takes  place  in  about  10  }>er  cent,  of  the  cases  of  simple  pnemnothora 
widunit  fluid. 

Treatment. — The  treatment  of  pneumothorax  consists  in  the  relief 
pain,  if  it  he  very  severe,  by  a  small  dose  of  morphine — say,  J  of  a  grain 
given  hypodermically.  If  the  dys]>iia*a  is  marked  a  large  hollow  needle,  or 
aspirating  cannula,  should  be  introduced  into  the  chest,  but  not  attached  to 
the  Euspirator.  The  pressure  in  the  chest  will  cause  more  air  to  escape  than 
will  flow  in,  and  as  the  lun«^  is  already  collapsed  any  damage  caased  by  it^s 
entrance  is  done.  To  prevent  the  air  from  entering,  the  finger  may  l>e  tem- 
porarily used  as  a  valve  on  each  inspiring  movement  until  a  wash-bottle  can 
be  so  arranged  that  the  air  will  escape  tlimugh  the  water  it  contains  and  then 
cannot  return.  If  the  air  constantly  re-accumulate,s  the  case  should  l:>e  treated 
by  a  drainage  tube  inserted  as  in  tlie  treatuient  of  empyema.   (See  Empyema 

If  oedema  of  the  other  hmg  is  threatened,  dry  cups  should  be  applietl  ov 
its  base. 

\Mien  serous  effusion  is  present,  or  when  empyema  is  a  complication,  tl 
conditions  should  l)e  treated  as  described  when  <liscussing  these  conditions. 

A  most  exhaustive  study  of  this  subject  has  been  made  by  West  in  London, 
and  more  recently  by  Emerson  in  Baltimore  during  11)03. 
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Umler  (his  heading  are  considere<]  diseases  of  the  menliastinum  other  than 
those  of  the  heart  and   aorta.     In  my  Fothergillian   Prize  Essay  1  Ciillected      ' 
520  cases  of  tneiliastinal  disease,  and  the  facts  there  pn\sented  form  the  Iwisis 
for  the  following  views.     The  statistics  on  their  face  show  that  tliere  were 
134  cases  recorded  as  carcinonia»OS  as  stircoma,  21  iis  lymphoma  orlymph^J 
adenoma,  and  115  as  abscess.     In  other  words,  a  large  proportion  of  casi^H 
of  disease  in  lliis  area  are  due  to  mahgnant  growths,  for  the  remainin^^ 
lesions   were   non-malignant  or  inflammatory.     The  statistics  apparently 
indicate  that  cancer  is  by  far  the  most  frequent  form  of  individual  growth. 
While  we  have  no  right  to  go  '*l>ehind  the  returns,"  in  the  sense  that  case^J 
reported  as  cancer  may  be  regarded  as  sarcoma,  it  is  nevertheless  probabl^f 
that  sarcoma  is  really  the  most  frequent  gn)wth  in  the  raediaslinura,  becaus^^ 
tissues  favonable  to  its  growth  are  found  there  in  great  abundance  and      , 
tissues  susceptible  to  carcinonuitous  growth  are  scanty.     Again,  it  is  well 
known  that  up  to  the  nuddle  of  the  lust  century,  and  later,  little  distinction 
was  made  l:>etween  cancer  antl  sarcoma,  aiu!  so  many  cases  of  sarcoma  were 
probai)ly  rejwrted  as  cancer.    Finally,  lyniphfima  antl  lynij>ha<lenoma  are 
n€*arly  allied  to  sarcoma  that  il  is  fair  to  add  them  to  (he  so-called  sarcomi 
tous  cases,  making  the  total  1 19  reported  as  sarcoma. 
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The  non-malignant  tumors  of  the  mediu^tinum  are  fibroma,  teratoma, 
dennoul  cyst,  and  hydatid  cyst. 

Notwithstanding  the  fact  that  the  middle  and  posterior  meJiaslinal  spaces 
are  more  richly  pmvicied  with  lymphoid  (issues  than  tlie  anterior  mediastinum, 
the  .statistics  prove  that  malignant  growth  is  mort^  common  in  the  Isitter  space 
than  in  the  other  spaces.  Thus,  of  the  cases  reported  as  sarcoma  utul  cancer, 
in  which  the  space  atfected  was  stated,  81  were  in  the  anterior  space  as 
against  28  in  the  posterior  space,  and  only  5  in  the  middle  space  alone^ 
ahhough  in  many  other  instances  the  entire  mediastinum  was  invaded. 

For  this  reason  we  should  expect  to  find  that  sarcoma  in  a  very  large  pro- 
portion of  cases  occurred  as  a  secondary  growth  in  the  mediastinum;  but  an 
examination  of  the  literature  of  the  subject,  !>oth  as  regards  general  opinion 

tami  rep*>rts  of  cases,  shows  such  a  conclusion  to  l)e  erroneous.  Indeed, 
the  mediastinum  seems  to  rarely  sutler  from  any  form  of  this  disejise  save 
the  primary,  and  even  in  those  cases  in  which  the  lesions  were  scattered  all 

•  through  the  l)ody  from  head  to  fool,  tliis  space  seems  to  have  escaped 
secondary  contamination.  Should  the  growth  ap|)ear  in  the  mediastinum, 
aecondanly,  it  genemlly  atTec(s  the  |x*sterior  or  middle  spaces,  owing  to 
the  large  number  of  lymphatic  glands  and  like  tissues  which  are  found  in 

H       these  cases. 

^L^  It  is  a  curious  fact  that  mediastinal  growths  are  twice  as  common  in  men 

^iBtt  in  women,  although  women  so  much  more  frequently  have  malignant 

^^^growths  in  nearby  tissues,  anvi  in  them,  as  already  stated,  malignant  growth 

H       of  the  lung  is  said  to  be  more  common. 

■  Tlie  average  age  affected  by  mediastinal    tumors  is  about  thirty-seven 

H       years. 

f  Symptoms. — The  symptomatology  of  mediastinal  tumor  is  by  no  means 

clear  and  well  defineii,  since  so  many  other  conditions  may  pntduce  signs 
of  the  same  character,  and  it  liiis  l>een  stated  very  |X)sitively  by  certain 
writers  that  such  a  growth  cannot  be  diagnosticated  during  life. 

Although  this  assertion  seems  rather  sweeping,  there  is,  nevertheless, 
some  truth  in  it,  and  in  many  cases,  where  we  have  no  history  to  guide 
us  and  no  evidence  of  a  growth  elsewhere,  the  diagnosis  may  be  well-nigh 
impossible. 

Large  tumors  are  found,  in  the  anterior  mediastinum,  which  have 
not  l>een  diagnosticate<l  or  suspecte<l  until  a  postmortem  has  been 
made,  not  from  any  lack  tif  abihty  on  the  part  of  the  physician,  but 
because  the  symptoms  of  mediiistinal  disease  have  either  been  entirely 
al»sent  or  masked  by  others  of  more  iin|H}rtance  elsewhere.  Thus,  in 
a  case  reported  by  Bruen,  an  old  woman,  aged  seventy  years,  entereil  the 
Philadelphia  Haspital  with  decided  symptoms  of  renal  disorder,  which  in 
a  few  days  cause<!  her  death.  Although  an  examination  was  made  of 
the  chest,  as  a  matter  of    routine  duty,  no    s|>ec[al    jihysical  signs  were 

^       discovered,  and  the  disease,  which  was  sarcoma  in  the  anterior  mefiiastinum, 

H  was  not  discovered  until  the  l)ody  was  placed  on  the  postmortem  table. 
The  only  symptoms  of  such  a  conditjtni  of  affairs  before  death  consisted 
in  slight  dyspna^a  anci  cough,  Iwjth  of  which  were  supposed  to  arise  from 
the  renal  lesions;  an<]  this  is  the  more  remarkable,  since  the  growth  weighed 
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fourteen  ounces,  was  six  inches  long  by  five  inches  broad  and  four  inches 
in  diameter,  or,  in  other  words,  was  about  the  size  of  a  normal  adult  heart- 
No  signs  of  sarcoma  existed  elsewhere  in  the  body  from  which  one  might 
suspect  any  malignant  disease. 

The  first  symptoms  complained  of  by  the  patient  vary  quite  as  much  as 
do  the  later  ones,  and  depend,  as  do  their  successors,  upon  the  parts  most 
involved.     By  far  the  largest  number  of  sufferers  notice  some  interference 
with  respiration,   particularly  on   exertion,   which  soon  increases,  so  that 
there  may  be  constant  dijspttwa,  and  even  attacks  of  partial  sufjocai'toiu        ^^ 
The  dyspnrea  and  other  disturbances  of  respiration  are,  in  many  instanoea,^^ 
due  to  several  rather  than  any  single  cause,since,  in  addition  to  the  mechanical 
pressure    by  the  growth  on   the   air-passages,  we 
may  also  have  such  interference  with  the  circula- 
tion of  the  blood,  particularly  in  the  thoracic  veins, 
that  pleural,  pericardial,  or  mediastinal  effusioo^K 
of  serum  may  ocrur.  ^| 

Effusions  into  the  abdomen  may  occur,  owing 
to  involvement  of  ihe  ascending  vena  cava,  but 
such  a  condition  is  rather  rare,  probably  owing 
to  the  fact  that  the  ascending  cava  more  frequently 
escapes  tiian  does  the  descending.  Dropsy  of  the 
lower  extremities,  without  abdominal  effusion,  some- 
times comes  on. 

In  still  another  class  of  cases  the  pulmonary 
vein  may  be  obstructed,  and  oedema  of  the  lung 
may  develop.  Hypostatic  congestions  are  by  no 
means  rare,  the  patient  often  being  forced,  by  car- 
iliac  weakness,  pleural  effusion,  or  pressure  on  the 
trachea,  to  lie  in  one  position.  In  some  cases  loud 
venous  murmurs  can  be  heard  in  the  jugular  and 
other  large  superficial  veins,  and  care  has  to  be 
exercised  as  to  the  diagnosis  of  the  true  cause  of 
the  distress.  The  ril)S  and  sternum  may  undergo 
gradual  erosion  and  destruction  from  pressure,  and 
the  gn>wth  apj>ear  on  the  surface  of  the  body. 

In  a  certain  number  of  cases  the  nerves  of  the 

thorax  seem  to  l>e  more  affected  than  the  rest  of 

its  contents,  and  involvement  of  the  vagi  or  the  recurrent  laryngeal  nerves 

may  bring  on   a   long   train  of   obscure   and   dangerous  symptoms,  both 

as  regards  the  circulation,  respiration,  digestion,  speech,  and  swallowing. 

Tumors  of  the  mediastinum  invading  the  lungs  have  frequently  been 
mistaken  for  chronfc  and  even  acute  pneumonia,  growing,  as  they  do,  along 
the  larger  bronchial  tul>es  and  bloodvessels. 

Without  doubt,  in  a  certain  number  of  cases,  either  hypostatic  pneumonia, 
or  pneumonia  due  to  pressure  on  tlie  bronchial  vessels,  develops  as  the  tumor 
invades  the  lung,  and  in  such  cases  it  is  absolutely  impossible  to  make  a 
diagnosis  unless  there  are  symptoms  of  pressure  in  the  mediastinum. 
Walsh  has  stated  that  if  the  lesion  be  due  to  a  tumor,  the  afitected  side  will 
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increase  in  bulk  rather  than  diminish,  and  that  dyspncea  out  of  proportion 
to  the  degree  of  consolidation  points  to  a  mediastinal  disorder  rather  than 
one  confined  to  the  lungs. 

In  a  very  large  proportion  of  cases  of  mediastinal  disease  the  condition 
is  one  of  abscess.  There  were  115  cases  in  my  collection  of  520  of  medias- 
tinal disease.  The  proportion  of  acute  and  cold  abscess  in  79  cases  in  which 
the  differentiation  was  made  was  4S  to  31. 

The  most  constant  and  severe  symptom  is,  in  nearly  all  cases,  the  deep- 
seated  pain,  which  increases  in  severity  from  first  to  last,  seldom  remitting 
until  suppuration  has  taken  place  and  the  pus  has  found  some  outlet.  If 
the  case  be  one  of  cold  abscess,  these  painful  symptoms  may  be  masked  by 
other  more  pressing  ones,  such  as  dyspnoea  and  oedema  from  pressure; 
although  it  should  not  be  forgotten  that  such  symptoms  may  appear  with 
equal  severity  in  both  varieties  of  the  disease.  In  the  acute  variety  all  the 
symptoms  of  ordinary  inflammation  appear,  such  as  rigors  and  periodical 
or  constant  fever. 

As  recovery  took  place  in  about  40  per  cent,  of  the  cases  of  mediastinal 
abscess  according  to  the  statistics  of  preantiseptic  days,  it  ought  to  occur 
much  more  frequently  now. 

Mediastinal  growths  are  usually  of  such  a  nature  as  to  be  beyond  either 
medicinal  or  surgical  treatment,  but  abscess,  dermoid  cysts,  and  teratomata 
are  sometimes  operable. 
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PERICARDITIS. 

Acute  Pericarditis.  Definition. — Acute  pericarditis,  sometimes  called 
acute  fibrinous  or  acute  serotiljrinoua  pericarditis,  is,  as  its  name  implies, 
an  acute  inflammation  of  the  pericardium,  the  serous  membrane  which 
enveloj>e5  the  heart. 

Etiology. — Acute  pericarditis  is  practically  always  duo  to  the  presence  of 
some  infecting  micro-organisin,  altliough  certain  c<*ii(lit[ons  existing  simul- 
taneously may  predis[>ose  to  the  infection  by  lowering  vital  resistance.  In 
the  great  majority  of  cases  it  is  due  to  acute  articular  rheumatism,  in  com- 
paratively few  it  develops  as  a  complication  of  croupous  pneumonia,  the 
pneumococcus  being  its  cause,  and  it  also  develops  as  a  complication  of 
scarlet  fever,  in  which  disease  the  streptococcus  assoc*iate<l  wit!i  this  malady 
is  probably  the  provoking  factor.  Acute  pericarditi.s  is  also  frequently 
associated  with  renal  disease,  and  is  often,  under  these  circumstances,  a 
form  of  terminal  infection.  So,  too,  it  may  develop  in  the  course  of  various 
infectious  diseases,  such  as  smallpox,  erysipelas,  typhoid  fever,  and  even  in 
measles.  Septic  infections,  such  as  general  septicaemia  and  ulcerative  endo- 
carditis, may  cause  it.  In  diabetes  it  occurs  as  a  terminal  infection.  Of 
course,  tuberculosis  and  syphilis,  diseases  which  affect  every  tissue,  may 
also  affect  this  one. 

Acute  pericarditis  also  develops  by  direct  extension  from  inflammation  in 
neighboring  parts,  in  distinction  from  infection  wliich  takes  place  through 
the  blood.  Thus,  iiitlainrnation  of  the  mediastinal  tissues  may  protkice  it, 
as  in  diseases  of  the  bronchial  glands,  of  the  sternum,  or  of  the  vertebree. 
So,  too,  pneumonia  arnl  pleurisy  alTccting  nearby  portions  of  the  lung  may 
cause  inflammation  of  the  pericanliuni.  In  infections  involving  the  myo- 
cardium the  overlying  serosa — that  is,  the  viscera!  layer  of  the  pericardium — 
rarely  escapes.  So,  too,  pericarditis  may  be  the  first  in*lication  of  imptniding 
rupture  of  that  part  of  the  aorta  covered  by  pericardium. 

Pericarditis  may  also  be  due  to  injury  to  the  chest  wall  or  to  the  mem- 
brane itself. 

It  is  evident,  therefore,  that  acute  pericarditis  is  nearly  always  a  condi- 
tion secondary  to  some  other  affection,  and  that  it  is  very  rarely  primary. 
When  it  is  primary  it  is  usually  due  to  tuberculosis.  (See  articles  on 
Croupous  Pneumonia,  Acute  Rheumatic  Fever,  and  Typhoid  Fever.) 
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Frequency. — The  frequency  of  pericarditis  as  a  primary  disease  is  very 
limited,  but  as  a  secondary  affection  it  is  great.  Very  many  cases  present 
no  sign  of  it  during  life»  yet  the  condition  is  found  at  autopsy.  It  occurs 
almost  as  frequently  in  cliiltlren  as  in  adults,  although  at  one  time  this  class 
of  patients  was  supposed  to  be  not  so  coinmonly  attacked  as  older  persons. 
Sturges  found  it  present  in  94  out  of  100  cases  of  fatal  heart  disease  in  chil- 
dren. Of  these  cases  54  were  of  rheumatic  origin.  Indee<l,  it  is  probable 
that  the  disease  is  less  prevalent  after  than  before  puberty.  It  occurs  far 
more  frequently  in  males  than  in  females,  and  this  is  particularly  true  after 
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He&rt  laml  fpricftrdium.  arute  fierotibrinnu»(pneumococcftl)  pericanlitiH.  Most  of  ih«  anterior 
purifltiil  layer  <if  ihe  pericardium  hai*  been  out  awuy,  flhunviug  the  villous  (shwcgy)  irroieular  prajec- 
tlons  of  tbe  fibrin.  To  the  left,  where  the  parietal  perioarriium  is  reflecied  over  rhe  right  auricle  i 
Crcal  vchmU,  cuhesiua  i>f  I  bo  layers  may  be  seen;  later,  had  the  patient  rocuveretl,  iiuch  Cunion  of  ) 
UyanH  would  have  constituted  t>h«  baau  from  which  organised  fibrotu  ailheswoa  wotild  have  formed. 


puberty,  when  the  greater  exposure  aiitl   activity  of  male^  become  domi- 
nant factors  in  causing  rheumatism  and  other  infections*    At  this  time  th&^ 
proportion  is  from  4  to  1  to  6  to  1.  ^| 

Pericarditis,  as  we  woultl  expect » develops  more  commonly  in  severe  cases 
of  acute  rheumatism  than  in  mild  cases,  but,  on  the  other  hand,  it  is  to  be 
borne  in  mind  that  even  in  those  cases  with  very  mild  Joint  sjnnptoms  severe 
pericardial  involvement  may  occur.  Prior  attacks  of  rheumatism  seem  to 
increase  the  frequency  of  pericarditis  in  subsequent  attacks.  The  condi- 
tion usually  comes  on  during  the  first  week  of  the  disease.     This  is,  ho^ 
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ever,  by  no  means  always  the  case,  and  it  may  appear  as  late  as  the  sixtieth 
day  of  the  illness  or  during  a  relapse. 

Pericarditis  due  to  renal  disease,  the  Pcricardile  Brighiiqite  of  the  French, 
is  distinctly  a  state  of  advanced  years,  occurring  most  counnonly  after  forty- 
five  or  fifty  years  of  age.  It  is  more  commonly  met  with  in  patients  suffering 
from  contracted!  kidney  than  in  those  that  present  the  parenchymatous 
form  of  renal  disease. 

Pftthology. — As  in  inflammation  of  the  pleura,  so  in  inflammation  of  the 
pericardium,  it  is  well  to  recognize  three  forms  of  acute  pericarditis,  viz., 
the  acute  dry  or  pyrhwus,  the  acxde  exitduilve  {serof\br\nons)^  and  tlie  jnirur 
lent  type.  In  the  first  stage  of  all  these  forms  of  pericarditis  the  lining  sur- 
face of  the  pericardium  is  lustreless,  opaque,  and  .somewhat  roughened 
hy  a  delicate  fibrinous  exudate.  It  is  also  hypera?mic  and  may  be  dotted 
with  petechia.  It  is  the  rubbing  together  of  the  two  layers  of  the  pericardium 
at  this  stage  that  causes  the  characteristic  friction  sound  of  (he  disease. 
As  the  inflammation  progresses  the  membrane  becomes  completely  covered 
hy  the  exudation  of  fibrin,  which  may  assume  a  villous  formation.  Adhesions 
between  the  layers  of  the  pericardium  also  take  place. 

In  the  serofibrinous  form  a  considerable  quantity  of  serum  is  poure<l  out 
into  the  sac,  and  particles  of  fibrin  and  leukocytes  are  found  in  it.  The 
quantity  may  be  so  large  as  greatly  to  distend  the  sac,  displace  tlie  heart, 
and  interfere  with  its  function,  particularly  by  pressure  upon  the  auricles  and 
cavie.  In  many  cases  as  much  as  three  pints  have  been  found  in  the  sac 
West  quotes  cases  in  which  the  pericardial  sac  contained  no  less  than  five 
pints  (due  to  scurvy),  yet  recovery  occurred  after  aspiration. 

In  the  purulent  form  [pyopcricnrdium)  the  serum  and  fibrin  are  mixed 
with  pus  cells  and  erythroc^*tes.  Pyopericardium  may  arise  as  a  primary 
purulent  pericarditis  or  l>e  converte<J  from  the  serous  form  by  infection 
with  the  Streptococcus^  Pneximococcus,  or  Staphylococcus  pyoyenea  aureus 
Sometimes  the  iiAcrvle  bacillus  acts  as  a  pyogenic  organism  in  this  space. 

There  is  some  difference  of  opinion  as  to  the  frequency  of  pyo{)ericardium. 
Two  opinions  wliich  represent  the  two  sides  of  this  question  are  as  follows: 
Samuel  West  speaks  of  it  as  "one  of  the  rarest  t»f  clinical  rarities,"  but 
Battin  says  **it  is  a  *iiscase  sehlom  sus|>ectetl,  still  more  rarely  diagnosed, 
and  hardly  ever  treated,  and  yet  it  is  one  that  is  present  in  3  per  cent,  of  the 
deaths  in  the  records  of  the  Children's  Hospital." 

That  the  latter  view  is  correct  is  shown  by  the  fact  that  Breitung  in  324 
cases  of  [x^ricarditis  found  that  108  were  serofibrinous,  30  hemorrhagic, 
and  20  purulent,  or  6.1  per  cent.  In  709  autopsies  collected  by  Still  24 
instances  of  pyopericardium  were  found,  and  11  were  due  to  infection  by 
the  pneumococcus.  Scott  found  it  in  no  less  than  16  cases  out  of  40  (40 
per  cent,),  and  in  ^S  rases  of  cn>u|xnis  pneumonia  the  same  rep>r(er  found 
pyopericardium  in  17.  or  44.7  per  cent. 

Symptoma  of  Acute  FibrinouB  Pericarditis.— The  symptoms  of  acute  fibrinous 
pericarditis  are  often  not  [jronounrcd,  Pain  would  supposeilly  l>e  a  well- 
marked  symptom,  but  it  \s  not  y*resent  in  all  cases,  although  when  it  is  present 
it  may  be  severe.  Fortunately  pain  from  this  cause  is  rare  in  cliihlren. 
When  it  occurs  it  is  usually  felt  from  the  right  edge  of  the  sternum  to  the 
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left  nipple  and  is  fairly  constant^  although  it  has  sharp  exacerbations.  In 
other  cases  the  pain  is  chiefly  situate<l  in  the  epigastriuui,  or  a  sense  of 
pracordifd  distress  develops,  and  the  breathing  may  be  oppressed.  The 
action  of  the  heart  w  rapid,  often  rcacliing  10()  or  120  and  even  IGO  t>eats  per 
minute  in  severe  cases.  The  temperature  is  usually  increased,  but  seldom 
rises  above  102°  or  103°.  In  some  case^  it  is  not  abnormal.  Nervous 
symptoms  are  sometimes  notable  and  great  restlessness  or  even  active  de- 
lirium  may  ensue,  resembling  that  of  delirium  tremens.  Vomiting  is  a 
common  symptom. 


Piti.  <» 
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Physical  Signs. — The  physical  signs  of  acute  fibrinous  pericarditis 
are  as  follows:  Palpation  over  the  i)ase  of  the  heart  at  tlie  third  inter- 
space may  reveal  friction  fremitus  in  well-Tuarkeil  cases,  and  auscultation 
will  show  a  distinct  friction  sound  in  the  same  area  when  the  disease  is 
established.  This  sound  is  creaking;  and  <lry  and  has  been  called  the 
"saddle-leather  sound,"  in  that  it  resembles  the  creaking  of  an  ordi- 
nary English  leather  saddle  when  it  is  first  used.  It  dilTers  from  the  fric- 
tion sound  of  pleurisy  in  that  it  is  to  and  fro  and  does  not  occur  with  the 
respirations.  At  times  it  has  a  gallop  rhythm  with  a  triple  sound  a^  of  a 
horse  galloping.  If  the  stethoscope  be  pressed  against  the  chest  the  sourni 
can  usually  be  intensified.  These  sounds  vary  with  the  severity  of  the  in- 
flammation of  the  pericardium  and  the  action  of  the  heart,  being  more 
sharply  defined  when  the  action  is  violent  than  when    it    is   depressed. 
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Indeed,  variation  in  the  action  of  the  heart  may  cause  a  loud  friction 
s»>und  at  one  visit  and  a  lack  of  it  at  the  next.  As  a  rule  the  pericardial 
friction  sound  is  limited  to  the  area  of  the  cardiac  base  al>out  the  third 
or  fourth  interspaces,  but  it  may  be  heard  at  the  apex  or  along  the  sternum. 

Diapiosis  of  Acute  Fibrinous  Pericarditis. — Acute  dry  pericarditi.s  can 
scarcely  l>e  confused  with  any  other  state,  but  several  conditifnis  resemble 
it  somewhat.  Tluis  in  causes  of  early  phthisis  there  is  occasionally  heard, 
near  the  apex  of  the  left  lung,  a  cardiopulmonary  murmur  or  puffing  sound 
during  inspiration,  occurriuf^  with  each  beat  of  the  heart,  and  persisting  if 
the  patient  holds  his  breath  on  a  full  inspiration,  but  disappearing  on  expira- 
tion. Another  similar  condition  is  the  so-called  '^pleuropericardial  friction 
sound,"  which  is  apparently  due  to  the  beating  of  the  heart  against  the 
margin  of  the  lung.  Both  of  these  sounds  are,  however,  more  in  the  nature 
of  murmurs  than  friction  sounds. 

Symptoms  of  Serofibrinous  Pericarditis. — With  the  development  of  effusion, 
in  cases  which  go  on  to  that  state,  symptoms  of  cardiac  vmbaTrassinait  begin 
to  show  themselves.  The  evidences  of  cardiac  disturbance  are  not  always, 
however,  in  direct  proportion  to  the  amount  of  Huid»  for  In  some  instances 
large  accumulations  of  fluid  cause  ^>  httle  inconvenience  as  to  be  over- 
looked, while  in  others  in  wliicli  the  fluid  is  nuxlerate  in  (piantity  they  are 
severe.  It  is  important  that  these  variations  in  the  severity  of  the  symptoms 
be  remembered,  because  it  is  humiliating  in  the  exireme  to  find  after  some 
time  that  an  unsus|>ected  pericardial  effusion  is  present.  Probably  the  most 
constant  symptoms  are  dy.spnwa,  a  duftky  nkiji,  an  a7ixiou,s  fades,  and  a  rapid 
pulse,  which  varies  in  volume  and  speeil  with  the  respirations.  Tlie  7K)iee 
is  somewhat  hiLtkij.  and  active  delirium  may  be  present  as  in  the  dry  form. 

Diagnosis  of  Pericardial  Effusion. — When  (lie  pericartlium  is  W'ell  fille<l 
with  fluid  the  sac  pre^sent^s  a  |x*culiar  pear-shupetl  swelling  which  consists 
of  two  spheres  superimposed,  the  smaller  one  above  the  larger  one.  It 
extends  across  the  middle  zone  of  the  chest  from  u  little  to  the  left  of  the 
right  nipple  to  a  little  to  the  left  of  the  left  nijiple,  and  from  the  central 
tendon  of  the  diaphragm  nearly  to  the  top  of  the  sternum.  The  pressure 
of  this  fluid  upon  the  heart  and  its  great  vessels  may  very  markcilly  inter- 
fere with  their  proj>er  movement,  but  it  lIocs  not  greatly  change  its  position. 

PiivsiC.VL  Signs. — The  physical  signs  of  pericardial  effusion  are  as  follows: 
On  inspedinn  the  apex  l)eat  is  absent  and  ii^  many  cases  it  cannot  be  found  on 
palpation  unless  the  patient  is  turned  on  fiis  face.  The  chest  over  the  heart 
may  l>e  slightly  Indging,  am!  pnlpaiion  may  revi-ul  the  fact  that  the  first  rib  can 
be  felt  projecting  more  promiuentty  from  beneath  the  clavicle  tium  in  lieallh. 
So,  too,  inspection  may  reveal  some  prominence  of  the  epigastrium,  and 
there  may  be  unusual  tenderness  on  palpatitm  of  this  area. 

The  heart  sounds,  on  ausailtafion,  are  <ljstant  and  feeble  and  the  area  of 
cardiac  dulness  is  greatly  enlarged.  Thus  it  extends  to  the  right  of  the 
sternum  to  a  level  below  that  whicli  forms  the  base  of  the  cardiac  triangle, 
and  to  the  left  of  the  nipple.  There  is  also  enlargement  of  the  area  of  cardiac 
dulness  at  the  base  toward  the  left.  The  presence  of  dulne.ss  in  the  fifth 
interspace,  to  the  right  of  the  sternum  (Hotch's  sign),  of  dulness  as  high 
as  the  secomi  cartilage  or  second  interspace  (Sansom*s  sign),  combined 
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with  dulness  over  the  sternum  between  these  points,  are  pretty  sure  signs 
of  pericardial  effusion,  particularly  if  at  the  left  infra.scapular  ari>i^le  there  is 
(hjlncss  on  percussion  (Ewart's  sign).  The  area  of  duhics-s  is  that  of  a  flat- 
tened! cone,  or,  as  Ewart  has  well  said  *'it  is  that  of  a  bag  of  fluid  spreading 
out  at  the  base."  This  view  has  been  combated  by  Dr.  Frederick  Shattuck, 
but  the  distended  sac  does  undoubteilly  take  this  shape,  although  ina- 
bility to  demonstrate  its  outline  ih>e.s  not  exclude  effusion  by  any  means. 

In  doubtful  cases,  resort  to  the  x-ray  may  aid  greatly  in  deciding  the 
question  of  the  presence  of   effusion. 

The  most  important  states  to  Ik?  differentiated  from  pericardial  effusion 
are  cardiac  dilatation  and  hyptTtrophy,  and  aneurysm  of  the  aorta  with 
some  leakage  into  the  |>ericarthal  sac.  The  first  is  the  condition  most  apt 
to  mislead  the  physician.  1  have  seen  this  occur  several  times  and  I  have 
seen  the  heart  puncturol  on  two  occasions  in  an  endeavor  to  aspirate  the 
pericardial  sac  in  the  belief  that  effusion  was  present  when  in  reality  the 
condition  was  one  of  great  cardiac  ilihitation  with  pericardial  adhesion. 
The  presence  of  feeble  and  distant  heart  sounds,  the  absence  of  a  definite 
apex  beat,  and  the  manifest  cardiac  eiidiarrussment  all  aided  in  producing 
an  erroneous  view  in  these  cases.  In  such  a  case  the  history  of  old  vaUular 
tlifficulty  and  the  diffuse  character  of  the  apex  beat  should  help  us  to  a 
clear  view  of  the  condition.  Jn  cardiac  hypertrophy  the  distinct  apex  l>eat, 
the  strong  action  of  the  heart,  atid  its  clear  sounds  separate  the  twn  con- 
ditions. An  aneurysm  of  the  rtKjt  of  the  aorta  with  some  j)ericardial  effu- 
sion may  be  most  misleading.  In  a  case  of  this  kind,  seen  by  me,  aspira- 
tion of  the  pericardial  sac  canse*l  rupture  of  the  aorta  and  instant  death. 

Very  large  pericar<lia!  eiFusions  have  l>een  taken  for  left-sided  pleural 
effusions,  ami  an  encapsulate<l  pleural  effusion  has  been  taken  for  an  effusion 
into  the  pericanliimu 

Prognosis  ol  Acute  Pericarditis  with  and  without  Effusion. — This  is  good  in 
cases  in  which  the  heart  is  not  seriously  cripjjlcd  l>y  the  effusion  or  by 
associated  endocartlial  changes.  The  outloi>k  is  favorable  in  prf)portion  to 
the  smallness  of  the  effusion  and  the  l>enignity  of  the  di.sease  causing  it. 
In  pneumonia  anil  renal  disease  the  prognosis  is  worse  than  it  is  in  rheuma- 
tism, in  wfiich  disease  it  is  good. 

In  the  great  majority  of  cases  [HTicanlial  effusion  undergoes  absorption. 
This  happens  in  this  sac  far  more  frequently  than  in  the  pleural  sacs,  f>erhap3 
because  of  the  constant  action  of  the  heart.  When  the  effusion  persists  it 
must  be  removed.  (See  Treatment.)  Life  is  sometimes  prolongeil  for  many 
weeks  even  after  pyopericaniium  develops.  Coutts  has  recently  reported 
the  case  of  a  child  of  four  years  that  lived  seventeen  weeks  and  died  only 
after  operation.     Nevertheless,  pyopericaniium  is  a  very  fatal  condition. 

Treatment. — In  the  early  stages  of  acute  pericarditis,  if  the  heart  is  over- 
acting and  irritated,  tincture  of  aconite  may  be  given  with  advantage  to 
quiet  its  action  an<!  to  diminish  friction.  An  ice-bag  may  be  placet!  over 
the  pnecordium  in  cases  of  pneumonia  with  this  complication,  and  in  rheu- 
matism several  (lying  blisters  nuiy  be  used.  T^ater  if  the  heart  l>ecomes 
feeble  the  best  stimulants  are  the  aromatic  spirit  of  ammonia,  Hoffmann's 
anodyne,  and  alcohol.    Digitalis  except  in  small  doses  is  rarely  of  any  value, 
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and  may  be  prevented  from  acting  properly  by  reason  of  the  fever  or 
l)ecause  there  is  not  room  in  the  pericardial  sue  for  full  diastole  to  take 
plat^  under  its  influence. 

If  the  quantity  of  effusion  l>c  very  great  it  must  be  removed  by  aspira- 
tion or  incision,  Tlie  latter  operation  is  always  essential  if  pus  is  present, 
and  even  if  serum  is  present  incision  is  safer  l>ecause  it  is  by  no  means  easy 
to  diagnosticate  the  presence  of  fluid  Iteyond  a  doubt  and  more  ditticult 
still  to  be  sure  of  the  part  of  the  sac  farthest  away  from  the  lieart.  Aspira- 
tion may  be  therefore  in  the  nature  of  a  plunge  in  the  dark.  Incision  care- 
fully made  is  safer.  The  best  spot  for  operative  interference  depends  upon 
the  individual  conditions  and  the  position  of  the  apex  beat.  I'he  usual 
areas  of  election  are  in  the  fourth  interspace  at  the  left  t^d^G  of  the  sternum 
and  at  the  fifth  right  interspace  at  the  edge  of  the  sternum. 

When  incision  is  practised  for  pyopericardiuui  the  mortality  is  high,  but 
nevertheless  it  must  be  performed  if  recovery  is  to  occur.  Out  of  51  cases 
collected  by  Porter  20  recovered  and  31  died. 

The  use  of  purgatives,  diuretics,  and  diaphoretics  to  cause  the  removal 
of  the  fluid  is  almost  useless.  If  any  drug  is  of  value  for  this  purpose  it  is 
iodide  of  sotlium  in  doses  of  20  grains  three  times  a  day. 

Ohronic  Pericarditis  (Adhesive  Form).  Definition  and  Pathology. — By 
chronic  adhesive  pt^ricanlitis  is  meant  a  conditit>n  in  which  one  or  all  of  the 
following  pathological  conditions  arise  as  a  result  of  an  inflammatory  process, 
which  involves  the  pericardium  and  often  the  tissues  that  surround  it: 

(1)  There  may  develop  a  stale  in  which  partial  or  lucalize<l  adhesions  take 
place  between  the  visceral  and  parietal  layers  of  the  pericardium.  Several 
such  adhesions  may  be  present  in  the  pericanJium  at  the  same  time,  Tliese 
adhesions  may  be  immediate  or  consist  in  long  strings  of  fibrous  tissue 
stretching  across  the  pericardial  sac.  They  are  commonly  found  near  the 
base,  but  also  occur  at  the  apex. 

(2)  In  the  second  class  of  cases  the  two  layers  of  the  pericardiijm  are 
closely  adherent,  and  the  walls  of  the  sac  in  some  cases  are  much  thickened. 
Here  again  the  adhesion  may  not  be  universal,  but  in  patches,  although 
at  times  the  entire  sac  is  obliterate<l  so  that  the  heart  is  surrounded  by  a 
thick  andtoughcapsuleeomposed  of  thetwo  layers, which  cannot  be  separated, 

(3)  In  still  a  third  class  the  inner  surfaces  of  the  pcricanlium  are  not  so 
much  involved  as  the  outer  surface,  and  as  a  conseijueiice  we  find  adhe- 
sions to  the  chest  wall  or  to  the  pleura.  It  is  [>erhaps  hardly  fair  to  class 
this  type  with  those  already  named,  because  the  pericarditis  \n  these  instances 
is  usually  the  restdt  of  a  spread  of  inllammation  from  neighboring  parts, 
as  from  the  pleura  or  mediaslinal  tissues. 

f4)  Another  type,  and  the  most  serious  of  all,  is  that  in  which  the  internal 
and  external  layers  are  glued  together,  and  the  external  layer  is  adherent  to 
neighboring  tissues  so  that  the  heart,  its  membranes,  and  adjacent  parts 
are  bound  up  in  an  inflammatory  mass  or  mat.  If  the  methastinal  tissues 
are  not  aiTected  tlie  condition  is  calleii  "'pericarditis  externa  et  interna," 
but  if  the  mediastinal  tissues  are  included  it  is  given  the  name  of  **  indurative 
niediastinopericardilis."  In  some  cases  the  tissues  for  nearly  the  whole 
length  of  the  left  edge  of  the  sternum  may  be  involved. 
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(5)  Finally,  a  form  of  chronic  pericarditis  occurs  which  affects  thij 
visceral  layer  o(  tlie  i>ericardiura  almost  solely,  and  encloses  the  hejirt  in 
a  thickened  inner  layer. 

Related    to   the   latter  condition    is   the   so-called    "multiple   serositis' 
or  the  *'pericanlitic  pseudocirrhosis  of  the  liver"  of   Pick,  to  which  tlie- 
name  "iced  liver"   has  been    given  by  Curschmann.     In  such  cases    tin 
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Hemrt.  li?rt  vnntricle.     Ailherent  pi^rirRnltiitn.  with  linnmittnitiMnf  the  adhesinnii  And  alichtly  fatly  \ 
infittratioa  u(  the  myocardium. 

pericardium  suffers  from  a  chronic  hyperplastic  or  fibroid  inflammatory^ 
process,  which  likewise  affects  the  serous  membranes  elsewhere,  whence  the 
name  "  multiple  serositis."    In  other  words,  in  this  diseased  state  all  serousH 
membranes  of  the  thoracic  and  upper  abdominal  zones  are  involveii  in  i^^ 
hyperpla.stic  process  which  is  prone  to  affect  the  pericardium  in  particular. 
In  some  instances  the  jwricardial  sac  contains  fluid,  but  in  others  it  is 
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clos<^l  by  the  adhesions  between  its  walls  and  even  go  on  to  calcification. 
Wlieii  the  condition  is  well  developed  the  pericanliiini  and  |ilt'ura»  are 
adherent  to  one  another  and  to  all  adjacent  tissues,  and  the  peritoneum  is 
also  thickened  and  adherent  to  nearby  organs.  The  liver  is  adherent  to 
the  diaplu^agin  and  even  to  the  stonuich,  colon,  omentum,  and  l>elly  wall. 
It  is  the  profuse  hyperplasia  of  tlie  peritoneum  whicli  causes  the  organs  it 
covers  to  look  as  docs  a  cake  wliich  has  Ix^en  "  iced." 
ITie  two  symptoms  of  this  condition  which  are  most  constant  and  char- 
eristic  are  large  ascites  and  a  gra<inally  increasing  faihire  of  cardiac  power. 
Tlie  cause  of  the  excessive  ascities  is  the  perihepatitis  and  ihc  compression 
uf  the  alxlominal  vessels  by  the  newly  formed  curuifclive  tissue.  Beyonil 
these  two  symptoms  the  manifestations  of  the  priwess  are  practically 
identical  with  those  of  adherent  pericardium,  as  will  l>e  described  below. 
The  malady  is  a  very  slow  and  chronic  process  lasting,  it  may  be,  for 
vears. 

The  result  of  these  adhesions  is  enlargement  or  hj'pertropliy  antl  dilatation 
of  the  heart.  ^Fliis  change,  however,  d*>es  not  occur  in  all  cases  and  it  is 
chiefly  present  in  cases  in  which  valvular  lesions  coexist.  The  pressure 
produce*!  by  the  thickene*!  menibrunes  resxdts  in  some  obstruction  to  the 
How  of  blood  in  the  great  veins  at  the  cardiac  base,  and  this  causes  jugular 
distention. 

Symptoms  of  Adhesive  Pericarditis. — The  symptoms  of  tlie  milder  forms 
just  ilescribcd  are  so  moderate  that  no  tlioughl  of  their  existence  is  had  till 
autopsy  reveals  them.  It  is  in  tlie  well-*!cvclopcd  types  that  the  condition 
may  cause  symptoms  which  are  <lefinite,  although  they  may  be  very  indefi- 
nite. Indeed,  in  some  cases  it  may  be  impossii>le  to  correctly  diagnosticate 
even  the  most  severe  forms.  The  subjective  symptoms  are  pain  in  the  prw~ 
•dium  or  a  sense  of  constriction.  This  [jain  may  he  dull  and  constant  or 
roxysmal,  arousing  the  suspicion  of  trtie  angina  pectoris.  Palpiiafiun  is 
another  ajnunon  symptom  and  in  some  instances  the  action  of  the  heart  is 
irregular  and  jiobbling.  Sht)rint'jfs  of  hrcaih  on  excrtifm  is  also  present  antj 
at  times  the  right  ventricle  liecomes  engorgetl  and  secondary  engorgement  of 
the  liver  and  lungs  ensue.  Finally,  what  is  taken  for  ordinary  cardiac 
dropsy  due  to  valvidar  disease  develops.  In  other  cases  pleural  effusion 
<levelops  from  this  cause. 

Dia^osis  of  Adhesive  Pericarditis. — The  pliysical  signs  to  be  searched  for 
in  making  a  diagnosis   are  as  follows: 

Iftxptviton  may  reveal  ilepressiim  of  the  ]>nccor(lial  area  and  a  drawing 
together  of  the  ribs  so  that  the  intercostal  spaces  are  narroAved.  In  place 
of  this  condition  in  this  part  of  the  chest,  there  may  be  distinct  bulging. 
Again,  the  af>ex  beat  is  often  nnich  ilisplaced  and  as  the  ])ericardiuni  is 
adherent  to  the  che.^t  wall  changes  in  posture  do  unt  alter  i(s  position.  I'lie 
usual  displacement  of  the  apex  is  upward  and  outward.  In  otiier  instances 
the  apex  lieat  cannot  be  seen  or  ft-lt  in  its  usual  place,  but  a  transmitted 
impulse  can  be  found  in  the  epigastrium.  Perhaps  the  most  important  tliag- 
nostic  symptom  is  retraction  of  the  chest  wall  at  systole.  This  retraction 
may  be  at  tlie  apex  or  along  the  left  edge  of  the  sternum  in  the  third, 
fourth,  and  fifth  interspaces.  Rol>erts  states  that  if  the  right  ventricle  is 
30 
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greatly  enlarged  the  impulse  can  be  seen  to  the  right  of  the  sternunu 
Broadbent  has  called  attention  to  the  fact  that  in  many  of  the  well-marked 
cases  of  adherent  pericardium  marked  systolic  retraction  of  the  lower  ribs 
on  the  posterolateral  aspect  of  the  chest  is  visible,  if  the  patient  is  in  a  good 
light  and  the  physician  regards  liis  back  and  side  from  a  distance.  This 
retraction  is  in  the  nature  of  a  ttig  at  systole.  It  is  emphasizetl  by  a  deep 
inspiration.  Again,  if  the  physician  will  place  his  head  directly  against  the 
chest  in  this  area  he  may  have  transmitted  to  it  a  shock  at  the  time  of  systole. 
In  some  cases  the  adhesions  between  the  pericardium  and  the  diapliragm 
may  prevent  the  normal  ejngastric  respiratory  movements. 

PcrcusaUm  may  revt-al  in  some  cases  an  increase  in  the  area  of  cardiac 
dulness,  but  it  is  not  constant.  Ansvuliation  may  show  retluplicution  of 
the  pultnonary  second  sound,  and  a  rougii  and  wiilely  distributed  friction 
sound,  and  a  somewhat  prolonge<J  presystolic  murmur  at  the  apex  which  is 
not  necessarily  due  to  mitral  stenosis. 

The  pulse  often  presents  irregularities,  particularly  at  the  time  of  the 
inspiratory  movements,  the  so-called  pidsu^  paradoxus.  Sudden  collapse 
of  the  cervical  veins  on  diastole  may  also  be  present. 

It  must  be  distinctly  understood  that  these  signs  are  often  absent  or  arc 
difficult  to  discover.  There  is  perhaps  no  ujore  dUBcult  diagnosis  than 
that  of  some  cases  of  adherent  pericardium.  The  history  of  a  severe  or 
repeated  attacks  of  acute  rheumatic  fevei;  is  an  ini|K>rtant  point  in  judging 
of  the  likelihood  of  its  presence,  particularly  if  there  is  also  a  history  of 
perictirditis.  Progressive  carthac  weakness  without  valvular  lesions  in  a 
young  jx»rson  should  raise  the  suspicion  of  the  presence  of  this  state, 
particularly  if  an  insidious  ascites  and  dropsy  of  the  lower  extremities 
develop. 

Pro^osis  of  Adhesive  Pericarditis. — The  prognosis  is  of  course  very  grave 
if  the  symptoms  are  severe  and  if  the  occupation  is  strenuous.  With 
adequate  rest  life  may  in  some  cases  be  prolonged  for  years  if  the  inflam- 
matory state  is  stationary. 

Treatment  of  Adhesive  Pericarditis. — The  treatment  cannot  be  curative 
for  obvious  reasons.  It  can  only  be  palliative,  by  rest,  good  foo<i,  and  the 
relief  of  dropsy  by  purges  and  diuretics.  Digitalis  usually  cannot  act  use- 
fully because  the  heart  is  too  firmly  bound  down  to  permit  of  increased 
diastole. 


HTDROPERIGARDIUM. 

This  Ls  a  state  of  fluid  in  the  pericardium  due  to  transudation  from  vessels 
which  are  pressed  upon  by  growths,  or  it  results  from  htemic  or  vascular 
changes  due  to  renal  disease.     It  is  not  an  inflammatory  efTusion. 

Symptoms. — Symptoms  and  physical  signs  are  absent  except  when  the 
fluid  becomes  copious  enough  to  cause  cardiac  embarrassment,  when  the 
condition  of  the  patient  is  fount!  to  be  like  that  produced  by  an  ordinary 
serous  pt»ricardial  effusion  due  to  true  pericarditis. 

Prognosis. — The  prognosis  depends  upon  the  cardiac  state  and  the  under- 
lying cause.    It  is  usually  grave,  because  of  the  underljang  malady. 
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Ttefttment. — ^The  treatment  consists  in  free  purgation,  if  the  patient  is  able 
to  stand  it  and  the  use  of  diuretics.  Otherwise  it  is  that  of  general  dropsy. 
(See  Chronic  Parenchymatous  Nephritis.) 


HJEMOPEEIOABDIUM. 

Blood  in  the  pericardial  sac  arises  from  stab  and  other  wounds,  and  it  is 
also  present  in  cases  of  purpura  and  of  profound  diseases  of  the  blood.  In 
other  cases  it  arises  from  aneurysm  of  the  aorta  early  in  its  upward  course, 
and  finally  it  may  be  due  to  rupture  of  the  heart  or  aneurysm  of  one  of  the 
coronary  arteries.  Even  in  these  cases  death  may  be  postponed  a  number 
of  days.  If  a  large  amount  of  blood  escapes  into  the  pericardium  the  heart 
is  stopped  by  the  pressure  on  its  surface  and  on  the  great  veins  at  its 
base,  so  death  is  not  due  to  actual  loss  of  blood.  This  result  is  what  one 
would  expect,  and  I  proved  its  truth  some  years  ago  in  an  experimental 
research. 

WTien  the  condition  is  due  to  disease  it  usually  is  hopeless.  When  due 
to  injury  the  pericardium  should  be  opened,  the  blood  removed,  and  if  a 
wound  in  the  heart  exists  it  should  be  closed.  There  are  many  cases  of 
this  sort  on  record  in  which  operation  has  been  performed  and  in  which 
life  has  been  saved. 

PN£I7MOP£RI0AKDIUM. 

Air  or  gas  in  the  pericardium  appears  as  the  result  of  injtiry,  whereby  air 
enters  the  sac,  or  again  as  the  result  of  a  cavity  in  the  lung  perforating, 
through  adhesions,  into  this  space.  It  also  may  develop  in  cases  of  cancer 
or  other  ulcerative  lesions  of  the  oesophagus,  with  adhesions  between  this 
tube  and  the  pericardium,  followed  by  perforation  of  the  growth.  Again, 
it  occurs  rarely,  as  the  result  of  perforation,  in  pneumopyothorax.  Cases 
are  on  record  in  which  a  gastric  ulcer  has  caused  adhesions  to  the  diaphragm 
followed  by  perforation,  and  so  pneumopericardium  has  developed.  In  still 
other  instances  the  gas  which  is  present  is  due  to  the  presence  of  the  Bacillus 
aerogenes  capaidatiis  or  other  gas-producing  organisms. 

Tlie  mere  presence  of  air,  or  gas,  in  this  cavity  is  such  an  abnormal  state 
that  some  serous  effusion  nearly  always  takes  place  within  a  few  hours; 
so  that  all  cases  of  pneumopericardium  are  really  to  be  considered  as 
hydropneumopericardium  primarily,  and  as  they  speedily  l>ecome  purulent 
by  infection  they  are  usually  instances  of  pyopneumoj>ericardium. 

Symptoms. — ^The  symptoms  resemble  those  of  pericarditis  with  effusion, 
except  that  a  considerable  part  of  the  area  of  cardiac  dulness  may  give  a 
high-pitched  resonant  note  on  percussion.  This  area  of  resonance  varies 
greatly  with  the  posture  of  the  patient,  being  larger  when  he  is  recuml)ent 
^an  when  he  is  erect.  Another  symptom  which  is  quite  characteristic,  if  it 
can  be  discovered,  is  a  peculiar  crackling  sound  due  to  the  action  of  the  heart 
in  stirring  up  the  fluid  and  the  air.  Sometimes  these  sounils  are  gurgling 
pr  churning  in  character.     They  have  beeii  compared  to  the  splashing  of 
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water  on  a  mill-wheel.  There  is  but  one  condition  which  can  produce 
sraptoms  like  these,  and  that  is  a  large  cavity  in  the  lung  near  the  heart 
in  which  the  Huid  contents  are  disturbed  by  the  movements  of  the  heart. 

Prognosis. — The  prognosis  is,  of  course,  very  grave,  but  recovery  has 
occurred. 

Treatment. — The  treatment  depends  largely  upon  the  cause.  If  the  case  is 
one  of  |>erforated  oesophageal  cancer  it  is  of  course  ho[)eless;  in  an  instance 
of  traumatism  with  perforation  surgical  interference  may  give  good  results. 

pyOPERICARDIITM. 

(See  Pericarditis  with  Effusion.) 
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ETPEETROPHY  AND  DILATATION  OF  THE  HEART. 


Definition. — Ilifperirophif  of  the  heart  is  a  condition  in  which  there  is 
a  growth  uIha'c  normal  of  ib^  muscular  fibres  resulting  in  an  increiise  in  the 
size  ami  [>articulur!y  in  the  muscular  power  and  weiglit  of  the  visciis. 

In  dilatation  one  or  more  of  the  canliac  cavities  is  more  capacious  than 
normal;  the  wall  may  be  normaL  increased  or  decreased  in  ihickntss, 
with  a  cardiac  power  less  than  ils  muscular  develfiyiment  would  inthcate. 

These  conditions,  which  at  fiiMt  glance  seem  diametrically  opj>osed  to 
one  another,  are  in  reality  nearly  always  present  sitiiultaneously  in  varying 
degree.     For  this  reason  I  eonsi<ler  them  side  by  siilc. 

\VIien  the  wall  of  the  ventricle  is  increased  in  thickness  without  any 
alteration  in  the  size  of  its  cavity  the  condition  is  <\Mllecl  simple  hyper- 
trophy. When  the  cavity  is  larger  than  normal  it  is  calietl  e<*centric  hyf)er- 
trophy,  or  hypertrophy  with  dilatation,  and  when  the  cavity  is  decreased 
in  size  it  is  known  as  concentric  hy[)ertroj>hy. 

When  dilatation  is  condiined  with  liy|MM-trop!iy  it  is  called  (uiive  dilatatinn. 
When  there  is  no  hypertrophy,  but  thinning  of  the  walls  alone,  it  is  called 
jHi'Ssive  dilaiafioti, 

Hsrpertropby  of  the  Heart. — The  existence  of  concentric  hypertrophy 
has  been  denied.  It  certainly  is  very  rare.  Simple  hypertrophy  is  also  rare, 
l)ut  eccentric  hypertrophy  is  one  of  the  most  common  of  secondary'  patho- 
logical changes 

A  large  number  of  causes  produce  cardiac  hyperlro[)liy  with  dilata- 
tion.  Sometimes  they  act  singly,  but  not  rarely  several  of  them  are 
associated.  The  most  common  cause  is  valvular  disease,  which  by  its 
resulting  regurgitation  or  obstruction  increases  the  lalwjr  of  the  heart.  The 
second  cause  of  importance  is  a  state  of  the  bloodvessels  which  renders  the 
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propubion  of  the  blood  more  rliffioult  thun  in  health.  Tliis  obstruction  to 
the'free  flow  of  blood  may  be  general,  as  in  cases  of  arterincapillary  fibrosis; 
or  localized,  as  when  there  is  roughening  or  narrowing  of  the  aorta,  or  when 
a  tumor  presses  ii|X)n  the  aorta;  or,  again,  in  cases  of  aneurysm.  Other 
locaHzed  causes  of  hypertrophy  are  emphysema  of  the  lungs  or  clironic 
phthisis  and  adherent  perieardiuin. 

The  increase  in  the  size  of  the  heart  in  cases  of  liypertrophy  is  sometimes 
very  great.  Thus,  tliis  organ,  which  in  the  healthy  man  weighs  alwiiit 
nine  ounces,  or  270  grams,  and  in  the  healthy  woman  almut  eight  ovinces 
(24<j  grams),  may  weigh  as  much  as  ii3  ounces  (1.V.K1  grams).  Usually, 
however,  the  increase  does  not  go  l>cyond  fifteen  ounces    (4oO   grams). 

A  heart  which  has  undergone  hypertr<>[>liy  is  broadened  or  widened 
at  its  apex,  but  the  actual  increase  in  tlie  size  of  this  organ  at  this  point 
depends  largely  upon  the  part  of  the  heart  which  is  chiefly  affected. 
Thus,  in  cases  in  whirl)  the  right  ventricle  is  cliief^ly  involved,  (his  part 
of  the  heart  Is  often  far  larger  llkan  (hat  ]>art  formed  by  the  left  ventricle, 
which  seems  small  by  contnist.  When  a  hypertn*]>liied  heart  is  incised,  its 
walls  are  found  to  be  mncJi  tbi<'koned  and  the  cohunnie  carnea*  and  papjllar}' 
muscles  larger  llian  iif)nnal.  The  enlargemeitt  is  due  to  lM:>th  an  increase 
in  the  number  and  size  of  the  nmsctc  fi!>res. 

Symptoms  and  Physical  Signs  of  Cardiac  Hypertrophy. — The  chief  s^iuptom 
of  ordinary  eccentric  hypertrophy,  when  It  is  adequate  to  compensate  for 
the  valvular  lesion,  or  to  overcome  re.sistanee.  may  be  said  to  be  the 
maintenance  of  a  comfortable  life  and  a  normal  circulation.  IMany  persons 
develop  this  state  without  any  knowledge  of  there  being  present  any  valvular 
disease,  and  remain  in  perfect  hcaUh  for  years. 

If  the  physician  chances  to  examine  such  a  case  he  may  find  a  cardiac 
murmur  an<l  then,  on  closer  study,  discover  the  following  physical  signs, 
provided  the  process  is  well  <ieveloped.  On  hinfvction  the  pra^cordium  is 
bulging,  but  the  impulse  transmiUed  to  the  chest  wall  is  regular  and 
dehberate  in  distinction  from  the  cardiac  hurr}'  and  irregularity  present 
when  compensation  is  ru]>tured.  The  apex  beat  is  more  tliffuse  than 
13  normal  and  is  often  in  (be  sixth  or  seventh  interspace  instead  of  in  the 
fifth,  and  it  is  farther  toward  the  axilla  than  in  health.  On  pnlpafiori  the 
apex  beat  is  found  to  l>e  forcible  and  it  may  be  heaving,  but  if  the  patient 
be  a  full-chested  individual  these  local  signs  may  not  lie  present.  If  em- 
physema of  the  lungs  causes  these  enlarged  organs  to  overlap  the  heart 
they  may  hitle  much  of  the  hy]x*rtrophy.  Pfrnuifdon  may  reveal  increase 
of  the  area  of  cardiac  dulness  to  the  left,  to  the  right,  and  downward. 
Axtftcxdiation,  instead  of  revealing  an  exaggeration  of  the  first  stmnd,  reveals 
tliat  it  is  more  distant,  perhaps  because  the  thickness  of  the  heart  walls 
muffles  the  sound,  but  the  aortic  sound  is  accentuated  unless  the  aortic 
valves  are  diseased. 

If  the  patient  takes  violent  exercise  he  may  complain  of  palpitation  and 
the  thumping  of  his  heart 

WTien  hy|>ertrophy  begins  to  fail  the  patient  complains  of  .thnrincts  of 
breath  on  exertion,  of  palpitation  and  oppn:ision,  and  if  he  persists  in 
keeping  ou  his  feet  the  symptoms  of  cardiac  failure  (see  Valvular  Disease) 
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develop.  The  first  physical  signs  of  the  failure  will  be  some  reduplicalion 
of  the  firH  soiaid-  and  diminution  in  its  clearness.  This  re(hiplicatio*n  is 
be^t  heard  just  inside  the  apex  beat  when  it  first  develops,  but  later  it  can 
be  heard  over  a  large  area.  The  [x^riod  between  the  first  and  second  sound 
is  prolonged  as  if  the  ventricle  was  able,  only  with  the  greatCiit  endeavor,  to 
slowly  expel  its  l>lood.  This  means  diminution  of  the  period  in  which  the 
heart  muscle  can  obtain  nourishment  through  its  coronary  vessels. 

The  causes  for  this  failure  are  various.  In  some  instances  the  degenerative 
changes  in  the  myocardium  and  in  the  bloodvessels  which  are  incitlent  to 
old  age  are  the  determining  factors.  In  others  some  acute  illness — as  typhoid 
fever,  influenza,  pneumonia,  or  renal  disease — may  be  the  cause;  or,  again, 
severe  exercise  may  produce  so  much  exhaustion  of  the  heart  muscle  and 
acute  dilatation  that  the  cardiac  power  is  impaired  for  all  time. 

BiagnoBis. — Cardiac  hypertrophy  must  he  separated  from  several  im- 
portant conditions  which  are  l>y  no  means  rare.  From  dilatation  hyper- 
trophy is  differentiated  by  the  facts  that  the  impulse  in  the  former  is  feeble, 
in  the  latter  it  is  strong,  tiui]  hy  tlie  fwltio  heart  sounds  in  the  former  as 
compared  to  the  stronger  ones  in  hypcrlrophy.  So.  too,  palpation  of  the 
apex  in  <Iilatution  reveals  a  diffuse  and  feeble  impulse  aud  in  hypertrophy  a 
forcible  heat. 

From  jxricardial  effusion  it  is  difTerentiated  by  the  fact  that,  though  the 
area  of  cardiac  dulness  is  increased  in  Iwith  states,  the  cardiac  impulse  and 
cardiac  soiinds  are  muffled  in  effusion  and  exaggerated  in  hypertrophy. 
From  (lisplacemcnt  of  the  heart  it  can  he  differentiated  l>y  the  fact  that 
though  the  apex  beat  is  di.spluecd  the  general  area  of  cardiac  dulness  is  not 
increased  in  cases  of  displiu*ement. 

Again,  in  certain  cases  in  which  the  chest  wall  is  thin  and  the  lung  is 
retracted  so  that  it  fails  to  cover  the  heart  as  in  health,  the  heart  may  be 
so  close  to  the  chest  wall  that  its  area  *)f  dulness  m\\  Iw  abnormally  large 
and  its  a[x*x  beat  unduly  forcil>le  an<l  diffuse.  In  such  a  case  the  careful 
study  of  the  state  of  the  lung  and  pleiu*a  will  make  the  condition  clear. 

Of  the  functional  disorders  that  produce  overaction  of  the  heart  and 
so  cause  apparent  but  not  real  h^'pertrophy.  "tobacco  heart,"  the  irritable 
heart  of  exophthalmic  goitre,  and  tliat  of  neurotic  individuals  must  1)6 
remembered. 

Prognosis. — As  canliac  liypertrophy  in  its  common  form  is  compensatory 
in  character,  and  as  it  very  rarely  becomes  excessive,  in  the  sense  that  it  is 
beyond  the  needs  of  the  patient,  the  ]>rognosis  in  a  case  in  which  it  is  present 
deals  not  with  the  quc,sti<ui  <if  how  much  greater  will  hy|>ertr<jphy  Invome. 
but  rather  how  much  longt^rwili  hypertn)pliy  enable  the  heart  to  supply  the 
bloodvessels  with  blouil  in  satisfactory  quantities.  Unlike  most  alterations 
from  the  normal  sls  the  result  of  disease  this  change  is  distinctly  advantageous 
to  the  patient. 

The  question  as  to  how  long  the  hypertrophy  will  be  maintained  can 
only  l3e  answered  after  its  provoking  cau.se  or  causes  have  been  determine*!. 
If  the  hypertrophy  following  valvular  disease  of  the  heart  is  adequate, 
if  the  patient  is  a  young  and  otherwise  healthy  ntlult,  and  if  the  valvular 
lesion  is  not  progressive,  the  prognosis  as  to  the  maintenance  of  the  con- 
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dition  is  usually  good,  but  will  depend  upon  the  good  habits  of  the 
patient,  particularly  as  to  alcohol,  hard  work  and  expx)sure,  and  upon  the 
particular  valve  which  is  diseased.  (See  Prognosis  of  Valvular  Lesions.)  If 
the  hypertrophy  is  the  result  of  arteriocapillary  fibrosis  with  its  associated 
renal  changes,  the  duration  of  life  except  under  the  most  favorable  conditions 
is  brief,  because  the  arterial  obstruction  is  constantly  increasing  and  the 
heart  is  constantly  exposed  to  increasing  strain,  increasing  toxaemia,  and  is 
poorly  nourished  by  its  own  coronary  arteries. 

TrMtmant. — ^There  is  no  treatment  for  compensatory  hypertrophy  except 
to  maintain  it  by  care  as  to  manner  of  life,  and  the  use  of  digitalis  and  rest 
if  its  integrity  or  maintenance  is  threatened.  I  have  seen  a  few  cases 
of  aortic  regurgitation  with  great  hypertrophy  in  which  rest  in  bed  and 
moderate  doses  of  tincture  of  aconite  have  given  better  results  than  rest 
and  digitalis,  but  in  these  cases  the  patient  had  been  accustomed  to  severe 
toil,  and  when  he  was  put  at  rest  seemed  to  have  excessive  cardiac  power, 
as  shown  by  throbbing  and  oppression.  On  the  other  hand,  when  hyper- 
trophy seems  excessive,  it  is  not  rarely  in  reality  lacking,  and  the  violence 
of  the  heart  movements  may  be  abortive  efforts  at  circulation.  Often  the 
use  of  nitroglycerin  at  such  times  will  be  advantageous  if  the  arterial 
pressure  is  high. 

Dilatation  of  the  Heart. — Passive  dilatation  (without  hypertrophy)  may 
be  caused  by  valvular  lesions,  as  the  result  of  which  the  cavities  of  the 
heart  become  distended,  but  hypertrophy  does  not  develop.  Of  these  the 
chief  cause  is  sudden  and  prolonged  strain,  and  the  feebleness  often  due  to 
myocardial  disease.  Obstruction  to  the  flow  of  blood  in  the  pulmonary 
vesseb  may  cause  dilatation  of  the  right  side  of  the  heart,  as  in  cases  of 
pneumonia,  in  cases  of  pleurisy  with  effusion,  and  in  cases  of  acute  pul- 
monary oedema  complicating  uraemia. 

A  common  cause  in  men  over  fifty  years  is  sudden  effort,  as  in  lifting  a 
heavy  weight  or  climbing  rapidly  a  steep  flight  of  steps.  In  the  young  and 
vigorous  sudden  strain  may  be  followed  by  rapid  return  of  the  dilated  heart 
to  its  normal  size,  but  in  those  further  on  in  years,  or  who  have  valvular 
or  myocardial  disease,  an  acute  strain  often  results  in  permanent  dilata- 
tion. It  is  very  common  for  old  men  to  try  to  prove  that  they  are  "as 
young  as  they  used  to  be,"  and  to  attempt  athletic  feats  which  are  followed 
by  acute  dilatation  and  perhaps  immediate  death  or  death  in  a  few  days  or 
weeks.  In  other  instances  the  heart  suffers  from  a  gradual  dilatation  from 
prolonged  strain,  as  in  soldiers  on  the  march.  Not  rarely  dilatation  de- 
velops during  the  course  of  one  of  the  acute  infectious  diseases  or  during 
convalescence. 

When  the  strain  is  very  gradual,  instead  of  meeting  the  increased  demand 
by  increased  effort,  the  heart  slowly  dilates  and  is  perhaps  never  able  to 
empty  its  cavities  of  blood. 

The  intrinsic  causes  of  dilatation  are  myocarditis,  fatty  degeneration, 
fatty  infiltration,  and  serous  infiltration  from  pericarditis.  In  some  cases, 
however,  no  adequate  intrinsic  or  extrinsic  cause  can  be  found. 

Symptoms  of  Cardiac  Dilatation. — The  symptoms  and  physical  signs  of 
passive  dilatation  are  usually  such  that  a  diagnosis  is  readily  made.    When 
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it  is  sudden  in  onset  an  acute  or  partial  sifncopc  with  labored  respiration 

and  thoracic  oppression  may  \^  present. 

When  the  onset  is  more  gradual  the  main  symptoms  are  impaired  circiJa- 
Hon,  a  tentlenry  to  stpirope  on  suddenly  standing  or  sitting  up,  congt'tdian 
oj  ike  kidnct/s  causing  albuniinurin.  and  the  poor  capillary  circulation  which 
causes  the  skin  of  the  hands  to  remain  pallid  long  after  pressure.  Many 
persons  so  afflicted  cannot  lie  down  without  nrfjenl  di/.spncea  and  cardiac  din- 
tress.  The  pidac  is  small  and  irregular,  and  the  ardrial  tension  low*  In 
other  cases  the  pulse  wave  may  \w  voluminous,  l>ut  feeble. 

An  inspection  of  tiie  prat-ordium  shows  that  the  apex  beat,  if  xnsible  at 
all,  is  diffuse  and  displaced  outward  and  downward.  On  placing  the  finger- 
tip on  the  sjK»t  where  the  ajx-x  beat  seems  most  niarke<l,  the  examiner  is 
surprised  to  Hud  no  impulse  or  one  which  is  very  slight.  There  is  often 
visible,  but  rarely  palpable,  pulsation  near  the  ensiform  cartilage  or  in  the 
epigastrium.  Care  must  be  taken  that  overlying  lung  does  not  lead  to  an 
erroneous  belief  as  to  the  presence  of  cardiac  feebleness.  If  the  whole  hand 
is  placed  over  the  disturl)ed  surface  of  the  prfeconlium  it  is  remarkalde  how 
little  impulse  is  discernible.  Percussion  shows  an  increase  in  the  area  of 
cardiac  dulness  to  the  left,  to  the  right,  anil  downward.  Often  it  is  also 
increased  upward. 

On  auscultation  the  first  sound  of  tlu^  heart  may  be  short  and  small, 
valvular  and  flapping,  though  fairly  loud,  ant!  if  the  heart  is  strong  enough 
there  may  Ije  a  systolic  murmur  at  the  apex,  due  to  mitral  n-gurgitation 
arising  from  stretching  of  the  mitral  orifice.  As  in  niptured  compensatory 
hypertn>phy  the  sountls  of  the  heart  may  l>e  equalized  and  the  space  between 
them  may  be  altered  so  that  the  sounds  are  like  those  of  the  fetal  heart 
or  like  the  ticking  of  a  watch.  In  other  cases  the  first  and  second  sounds 
may  occur  close  together  and  the  diiistolic  pause  be  prolonged.  Very  often 
great  arhythmia  is  present.  If  in  addition  to  these  signs  there  is  a  history 
of  acute  strain  near  or  remote,  or  symptoms  of  cardiac  feeblenes.s,  and 
particularly  if  the  onset  has  been  su<lden»  without  the  presence  of  an  acute 
infection  to  cause  valvular  4lisease,  the  tliagnosis  of  dilatation  may  be  made. 

Prognosis. — The  prognosis  depends  upon  the  degree  of  the  dilatation,  (he 
state  of  the  vessels  and  of  the  heart  muscle  and  of  the  kidneys,  and  last, 
but  not  least,  the  lungs.  Wien  the  latter  are  filled  with  rales  the  state  is 
alarming,  and  if  the  vessels  and  kidneys  are  diseased  the  outlook  is  hopeless 
for  much  !>etterment.  If  the  state  of  the  vessels  and  the  general  condition 
of  the  patient  indicate  fatty  my<x?ardial  degeneration  the  progno.sis  is  also 
bad.  If  these  states  are  absent,  and  re.st  can  be  maintained,  distinct  improve- 
ment can  Ijc  hoped  for,  but  a  complete  cure  in  the  sense  of  old-time  vigor  is 
rarely  reached. 

Treatment.  —The  treatment  is,  first  of  all,  rest  in  bed,  or  in  an  easy  chair 
if  be<l  is  impossible  Ix'cause  of  orlhopnoea.  The  second  object  to  l>e  gaine<i 
is  the  removal  of  the  cause  of  the  dilatation,  if  that  be  possible,  as  the  reduc- 
tion of  high  arterial  tension  by  the  use  of  nitroglycerin.  Third,  the  employ- 
ment of  digitalis  and  strychnine  for  effect,  recalling  the  fact  that  once  this 
drug  has  produced  its  action  smaller  doses  will  maintain  its  influence,  and 
also  lx»aring  in  mind  the  adilitional  fact  that  when  it  is  in  full  effect  sudden 
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changes  of  posture  are  dangerous,  and  that  it  may  cause  so  much  ventricuhir 
siimulation  as  to  overdisteiid  the  auncles,  which  are  poorly  protected  by 
the  relaxed  mitral  ring. 

When  the  lungs  and  kidneys  are  engorged,  tlie  application  of  several  dry 
cups  over  them  is  useful,  and  if  jugular  distention  and  hepatic  congestion  is 
marked,  the  patient  may  he  freely  hied  if  he  is  plethoric.  St.i,  too,  hydra- 
gogue  cathartics,  such  as  jalap  rind  c'oRi[K>iind  extract  of  colocyiith,  may 
be  use<l  to  unload  the  bowels  and  liver.  Init  care  must  t>e  taken  that  the 
patient  is  not  exliausted  l)y  purging.  Blue  mass  in  the  dose  of  8  grains 
once  a  week  is  useful,  and  tlie  pill  of  calomel,  squill,  and  digitailis  men- 
tioned under  Endocarditis  may  l>c  used.  If  JLscitcs  is  a  pressing  symp- 
tom tapping  is  indicated,  while  for  general  amisarca  the  formuhi  given 
un<ier  Endocarditis,  or  apocynum  cannabinum  may  be  used,  or  tlie  digi- 
talis given  more  liberally. 

The  diet  shouhl  be  light  and  imtritious,  and  often  it  is  well  to  give  [)an- 
creatized  fooils  or  starches  with  taka-diaslasc.  Great  care  must  be  taken 
that  the  stomach  is  not  distended  hy  food  or  drink,  and  if  gas  accumulates 
in  the  stomach  it  should  l)e  expelled  by  the  use  of  Holfmann's  anodyne  in 
drachm  doses,  ami  by  the  employment  of  a  turpentine  stu[ie.  When  dyspnoea 
is  urgent  morphine  and  stryclmine  are  useful  drugs. 

High  altitudes  shotdd  be  carefully  avoided  and  only  gentle  exercise  on 
level  ground  be  allowed. 
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Dise-ase  of  the  myocardium  may  be  divided  into  two  classes,  viz.,  degenera- 
tive and  inflannnatorj'. 

Degenerative  Changes.  Etiology  and  Pathology. — The  degenerative  con- 
ditions are  as  follows:  Iii  the  (jranidar  form,  sometimes  called  "parenchy- 
matous degeneration/'  there  develops  in  the  protoplasm  of  the  cardiac 
muscle  fibres  albuminous  granules  which  differ  in  size  and  in  number, 
and  may  l^c  present  in  such  an  excess  as  to  obscure  the  nuclei  am!  stria*. 
The  afTecte<l  muscle  is  cloudy,  softened,  and  paler  tlian  in  iiealth.its  strength 
decreased,  and  the  circulation  is  |»t'o|)ortion!itely  depressed.  In  a  later  stage 
some  degree  of  fatty  degeneration  may  also  be  present. 

This  ty\ye  of  degeneration  is  observed  in  the  (*ourse  of  acute  infectious 
diseases,  as  diphtheria,  typhoiil  and  typlius  fever,  the  pya-mias,  and  even 
as  a  result  of  severe  burns,  and  in  de[)ilitating  conditions  associated  with 
severe  cardiac  work  or  the  presence  of  toxic  bodies  in  tlie  Ijlotxl. 

In  faUij  degeneration  of  the  heart  the  affected  fibres  contain  fat-globules, 
which,  in  marked  cases,  replace  the  structural  elements,  both  the  nuclei  and 
protoplasm.  In  some  instances  this  degenerative  process  is  restricted  to  a 
single  focus,  or  it  may  be  scattered  about  or  diffuse;  in  others  it  is  universal. 
When  the  heart  is  examined  at  autopsy  it  is  seen  to  he  mottled  and  the 
papillary  muscles  in  particular  wmU  reveal  the  fatty  areas,  the  so-called 
"Tiger  Herz"  of  the  Germans. 

Diffuse  fatty  degeneration  is  caused  by  prolonged  nutritional  disorders. 
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Pernicious  anaemia  and  leukiciuia  may  also  cause  it,  as  may  poisoning  by 
arsenic,  phosphorus,  and  antimony.  I^ss  commonly  it  is  a  sequence  of 
various  acute  infectious  diseases  like  diphtheria  and  scarlet  fever  or  typhoid 
fever,  an«l  by  degenerative  or  atheromatous  chanijes  in  the  coronary  arteries. 
The  local  nr  clrcumscribefl  forms  follow  embolism  or  other  ti/prs  of  rapidly 
deve!ope<l  coronary  occlusions. 

It  is  inijwrtant  that  fatty  degeneration  Ije  clearly  separated  from  faiiy 
infiUrafion^  in  which  state  the  muscle  fibres  are  not  alteretl,  but  have  In^en 
separated  by  the  projection  of  fiitty  masses  between  them.  Tliis  may  cause 
some  wasting  or  atrophy  of  the  muscle  fibres.  This  state  is  most  commonly 
met  with  in  very  fat  persons  and  in  those  who  are  addicted  to  excessive 
beer-tlrinking.  Occasionally  forms  of  amyloid  and  hyaline  degeneration  of 
the  heart  fibres  occur. 

Brown  induration  or  atrophy  of  tlic  heart  is  often  seen  in  cases  of 
chronic  valvular  disease  and  in  old  persons.  The  muscle  is  more  dense 
than  normal  and  reddish-lirown  in  hue,  ami  alMHit  its  rniclei  brown  pig- 
ment is  depositeiL  Calcareous  degeneration,  in  which  the  muscle  fibres 
become  infiltrated  with  lime  salts,  is  rare. 

Under  the  name  of  fragmentation  and  segmentation  there  is  seen  a  state 
of  the  heart  muscle  in  which  its  fibres  are  broken  across  in  fragments,  or 
its  cells  are  separateil  at  the  point  of  junction  (segmented).  These  changes 
may  occur  in  acute  infectious  diseases  or  in  cases  of  central  nervous  dis- 
ease. In  aorae  cases  they  are  probably  agonal,  and  it  may  be  tliat  similar 
appearances  are  of  postmortem  origin,  but  the  frequency  with  which 
granular  change  is  seen  at  autopsy  strongly  indicates  that  it  may  l>e 
present  and  unrecognized  in  life,  not  only  in  fatal  cases,  but  in  those 
who  recover. 

Symptoms  of  Myocardial  Defifeneration. — The  symptoms  of  degeneration 
of  tlie  heart  of  the  alljuuiinous  ty[x;  cannot  be  considered  as  pathognomonic. 
Indee<i,  there  may  be  no  evidence  of  cardiac  failure  until  a  sudden  and 
perhaps  fatal  attack  of  syncope^  after  a  slight  exertion,  reveals  the  alarming 
state  of  the  heart  muscle.  In  other  instances  the  feii)le  cardiac  sounds  on 
auscultation  indicate  the  real  condition  of  the  heart. 

When  fatty  degeneration  is  present  the  same  absence  of  s}Tnptoms  may 
exist  until  the  final  fatal  synco|>e,  or  the  patient  may  suffer  from  repeate<l 
attacks  of  syncope,  or  of  vertigo  with  anginoid.  seizures,  (See  Stokes-Adams 
Disease,  page  475.)  The  frequency  and  .severity  of  these  attacks  are, 
however,  by  no  means  in  direct  proportion  to  the  extent  of  the  lesion  in 
the  heart  muscle.  In  one  instance  a  fatal  syncope  occurs,  yet  the  heart 
scarcely  seems  altered  in  its  fibres.  In  another  case  the  life  of  the  patient 
persists  and  fairly  gofxl  health  is  maintained  for  years,  yet  at  autopsy  the 
heart  muscle  is  so  fatty  and  soft  that  the  fingers  can  be  pushed  tlu^ough  it 
as  if  it  were  wet  paper. 

In  some  instances  the  symptoms  complained  of  by  the  patient  seem  to 
be  epigastric  and  iluc  to  disordered  digestion.  How  often  do  we  hear  of  a 
man  of  advanced  years  dying  of  acjtte  indigestion,  which  is  really  cardiac 
failure  with  gastric  symptoms,  or  cardiac  failure  caused  by  an  overdistended 
stomach. 
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The  heart  sounds  when  the  patient  is  in  his  average  state  of  health  are 
distant  and  feAlCj  and  his  sUno  pulse  is  small  and  of  low  tension.  Not 
rarely  his  radial  and  temporal  arteries  are  very  calcareous,  but  in  other 
cases  they  are  soft  and  devoid  of  resistance  on  pressure. 

There  still  remains  to  be  considered  several  notable  facts  in  connection 
with  this  disease.  Notwithstanding  the  great  feebleness  of  the  heart  in 
some  cases  and  the  exceedingly  weak  circulation  of  blood,  dropsy  in  any 
form  is  a  very  rare  condition.  Indeed,  if  dropsy  occurs  it  is  certainly  due 
to  some  complicating  state.  A  second  fact  is  that  in  some  cases  in  place 
of  anginoid  attacks  an  ejnieptiform  or  apoplectiform  seizure  occurs.  The 
epileptiform  seizure  is  not  that  of  grand  mM,  but  petit  mal,  with  this  differ- 
ence, that  while,  as  in  petit  mal,  there  are  no  convulsions,  there  is  a  period 
of  profound  unconsciousness  which  is  rather  a  syncope  than  a  coma,  such  as 
is  seen  in  true  epilepsy. 

The  apoplectiform  seizures  may  very  closely  resemble  true  cerebral 
hemorrhage,  even  to  the  stertorous  breathing,  the  hemiplegia,  the  uncon- 
sciousness, and  Cheyne-Stokes  respirations.  That  the  case  is  not  one  of 
apoplexy  is  usually  proved  by  finding  tliat  the  high-tension  pulse  of  cerebral 
hemorrhage  b  absent  and  replaced  by  the  low  tension  and  slow  pulse  of 
fatty  degeneration. 

FtognioBiB  of  Myocardial  Degeneration. — ^The  prognosis  in  all  cases  of 
cardiac  degenerative  change  is,  of  course,  very  grave.  When  it  is  present 
in  children  after  acute  infectious  diseases  recovery  may  ensue  under  a 
course  of  arsenic,  phosphorus,  and  nux  vomica,  with  absolute  rest,  and 
fresh  air  and  sunshine,  but  even  in  this  class  of  cases  sudden  death  often 
intervenes.  In  the  fatty  heart  of  advanced  age,  whether  the  years  be  great 
or  the  patient  prematurely  old,  the  outlook  is  bad;  but  as  no  one  can  tell 
the  extent  of  the  lesions  in  the  heart,  a  statement  as  to  a  brief  duration 
of  life  is  very  prone  to  bring  the  physician's  opinion  into  discredit  if 
he  attempts  to  name  the  time  of  dissolution.  The  wise  physician  rarely 
expresses  a  positive  opinion  as  to  the  probable  time  of  death  in  any  case, 
much  less  in  fatty  heart. 

Stokea-Adams  Disease. — Cases  of  extreme  slow  pulse  with  vertigo,  or 
syncope,  or  apoplectiform  or  epileptiform  seizure,  have  been  given  the 
name  of  the  "Stokes-Adams  syndrome." 

Associated  with  the  slowness  of  the  pulse  there  is  marked  pulsation  in 
the  veins  of  the  neck,  and  to  use  Stokes'  own  words,  written  in  the  Dublin 
Quarterly  Journal  of  Medical  Science  in  1846,  the  number  of  reflex  pulsa- 
tions is  dilBcult  to  be  established,  but  they  are  more  than  double  the 
number  of  the  manifest  ventricular  contractions.  Experimental  and  clinical 
studies  by  Erlanger  {Journal  of  Experimental  Medicine,  vol.  vii.,  No.  6, 
November  25,  1905,  pp.  676-724,  and  vol.  viii.,  No.  1,  January  25,  1906, 
pp.  8-58),  with  clinical  and  autopsy  findings  by  Stengel  and  others,  indicate 
that  the  symptom-complex  in  mast  if  not  all  cases  of  this  condition  is  due 
to  what  is  now  denominated  "heart-block."  In  this  state  the  auricles 
beat  two,  three,  or  four  times  as  rapidly  as  do  the  ventricles.  Erlanger 
has  repeatedly  produced  at  will  any  {)articular  rhythm  or  even  entire  in- 
dependence of  the  auricular  and  ventricular  contractions  in  the  dog  by 
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varying  mechanical  compression  of  the  auriculo-ventriciilar  muscle  bundle 
of  His.  This  muscle  bundle,  which  is  17  to  20  mm.  long,  2.5  mm.  wide, 
and  1.5  ram.  thick,  extenils  from  a  point  in  the  auricular  septum  below 
the  foramen  ovale  downward  thnuigh  the  auriculo-ventricular  junction  and 
terminates  in  the  ventricular  septum  a  short  distance  below  the  beginning 
of  the  aorta.  The  impulse  which  causes  ventricular  contraction  appears 
to  be  transmitted  from  the  auricles  to  the  ventricles  through  this  bundle 
and  cousei|uently  lesions  affecting  it  lead  to  slowing  of  the  ventricle.  Wien 
the  latter  chambers  cease  beating  for  some  seconds  syncope  ensues.  Most 
cases  of  Stokes-Adams  disease  appear  to  be  primarily  arteriosclerotic  or 
syphilitic  in  iiatiu'e  tlioiigh  luyocarrlial  lesions  of  other  origin  may  be  the 
cause.  Autopsy  in  some  reporte<l  cases  has  shown  no  evident  lesion  and 
these  have  been  pronounced  neurotic  in  character.  Erlanger  states,  how- 
ever, that  as  yet  there  has  been  described  no  typical  case  of  Stokes-Adams 
disease  which  might  not  have  been  cavised  by  heart-block.  A  point  to  l>e 
noted  in  autopsies  npon  cases  of  this  disease  is  whether  lesions  of  the 
mesial  leaflet  of  the  tricuspiil  valve  can  interfere  with  the  integrity  of  tlie 
nuiscle  buTidli'  uf  His. 

Myocarditis.  Definition. — This  term  is  an  unfortunate  one  in  tliat  it  is 
often  loosely  a[>plie<l  to  the  degenerative  changes  just  descril>e<l  as  well 
as  to  those  about  to  l^e  meritiouecl.  It  is  also  unfortunate  because  it  seems 
to  indicate  tliut  there  is  a  primary  inflammatory  state  of  the  cardiac  muscle 
fibre-s,  whereas  the  changes  in  tiie  ftlires  are  secondary  to  inflammatory 
affections  of  the  interstitial  dssues  of  the  heart  and  of  its  liloodvessels,  which 
thereby  cause  atrophic  aiul  degenerative  changes  in  tlic  muscle. 

There  are  several  forms  of  so-called  myocarditis,  of  which  the  most  com- 
mon is  a  slow,  low-gi'ade  inflammatory  change  called  chronic  interstitial 
my(ycarditi.n,  manifested  by  a  wasting  of  the  muscle  fibres  and  the  inter- 
calation of  fibrous  or  fibroelastic  tissues.  There  is  also  an  acute  process, 
acute  interstitial  myocarditis^  of  which  there  are  suppurative  and  non- 
suppurative varieties,  the  former  being  a  manifestation  of  pyogenic 
infection  of  the  heart  wall. 

In  the  great  majority  of  cases  the  chronic  form  is  the  result  of  patho- 
logical changes  in  the  coronary  arteries.  These  vessels  suffer  from  an 
ohliterative  arteritis  in  their  finer  branches,  undergo  atheromatous  chan^, 
or  become  plugged  by  an  embolus  or  thrombus.  The  lesions  which  rcsidt 
from  the.se  changes  differ  %videly  in  character,  but  all  greatly  impair  the 
usefulness  of  the  heart.  In  oil  ecmditions  lessening  the  vascular  lumen  and 
so  decreasing  the  nutrition  of  the  heart,  there  elevelops  an  overgrowth  of 
interstitial  tissue  with  atrophy  of  the  niusde  fibres.  It  is  probable  that 
the  pn^ess  is  at  no  time  a  true  iullanunation,  but  rather  one  in  wliich 
diminished  blood  supply  causes  atrophy  of  the  muscle,  followed  by  a  sul>3ti- 
tutive  fibrosis. 

Wlien  a  branch  of  a  coronary  artery  is  plugged  the  affected  area  may 
manifest  the  changes  seen  in  an  infarct,  or  when  enough  nourishment  is 
available  to  prevent  actual  necrosis  the  deficient  nutrition  gives  rise  to 
fatty  degeneration.  In  either  case  the  affected  area  may  become  softened, 
and  give  way,  causing  rupture,  or  fibrous  tissue  gradually  takes  the  place  of 
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the  degenerated  fibres.  Later  the  scar  tissue  yields  to  pressure  and  a  cardiac 
aneurysm  ensues. 

Hypertrophie*]  hearts  may  show  a  slight  increase  in  fFie  fibrous  tissue, 
and  in  failing  compensation  and  progressing  dilatatl<in  this  increase  in 
interstitial  tissue  may  be  conspicnous. 

In  some  instances  chronic  myocarditis  is  not  the  result  of  vascular 
change,  hut  of  inflammatory  processes  in  the  pericardium  and  endocardium; 
an<l  in  syphilis  there  is  often  seen  a  marked  increase  in  the  interstitial 
tissues  of  the  ht»art,  whicli  is  not  surprising  in  view  of  the  serious  changes 
produce4i  by  this  disease  in  the  small  bloodvessels  everywhere.  Chronic 
myocarditis  is  more  eominon  in  males  than  in  females. 

Symptoma  of  Myocarditis. — The  immediate  eiTects  uj^Mjn  the  patient  produced 
by  the  lesions  just  named  vary  to  an  extraordinary  degree.  Plugging  of 
one  of  tlie  large  branches  of  a  coronary  artery  usually  results  in  »uddai 
death. 

In  some  instances,  however,  the  patient  survives  a  severe  attack  of  cardiac 
disturbance,  but  under  these  circumstances  the  [)lugging  is  usually  in  a 
small  vCvSsel,  and  a  gradual  substitution  circulation  is  estahlishe<l»  not  by 
anastomosis,  for  these  vessels  are  end  arteries,  but  by  the  so-called  ves- 
sels of  Thebesi us,  which  in  some  case^  are  able  to  supply  the  heart  with  an 
adequate  quantity  of  blood. 

When  tiie  closure  of  the  vessel  is  gradual  it  imt  rarely  happens  that 
necrosis  of  the  area  deprived  of  lilond  is  prevented  by  a  blo<Ki  supply 
through  the  vessels  of  ThelH^sius,  so  that  the  death  of  the  patient  is  post- 
pone<l  until  a  very  extraoniinary  degree  of  atheroma  and  narrowing  in 
ix)th  coronary  arteries  is  developed.  The  coronary  artrrfes  of  a  well- 
known  meml)er  of  the  rnediejd  profession  in  Pliiladelpfiia,  who  tlied  a  few 
years  since,  were  so  diseased  that  ordy  a  threail-like  passageway  existed  in 
these  vessels,  yet  he  led  an  active  life  to  the  end.  Such  patients  may  have 
no  markeil  cardiac  symptoms,  hut,  as  a  rule,  repeated  attacks  of  angina 
pfciorijs  of  increasing  intensity  give  warning  of  the  sudden  death  to  come. 
Tlie  other  symptoms  are  the  same  as  those  describe<t  under  fatty  degen- 
eration of  the  heart. 

The  physical  signs  of  myocar<lia!  rlegeneration  are  prbhness  of  the 
aptx  hvaif  equalization  of  the  pmi  antl  stamd  xmmdft  of  the  hrart,  and 
evidences  of  feeble  circulation  in  the  lungs  ami  in  the  f>eripheral  systemic 
vessels. 

The  prognosis  depends  entirely  upon  the  situation  and  the  degree  of  the 
cardiovascular  change.  So  far  as  recovery  is  concerned,  that  is  imfwssible. 
The  probable  duration  of  life  is  also  difhcult  to  determine.  Many  cases 
witli  all  the  symptoms  of  severe  myocarditis  live  a  long  periml,  while  others 
die  with  unexpecte*!  suddenness. 

Treatment. — We  cannot  expect  very  mucli  from  treatment  in  patients 
suffering  from  chronic  myocarditis.  It  must  lie  evident  from  what  has 
been  saivl,  under  tlie  discussion  of  the  pathological  conditioJis  which 
cause  these  states,  that  the  harm  is  done  before  the  physician  has  an 
opportunity  to  place  the  patient  under  treatment.  Tlic  ordy  hope  is 
tliat  by  regulating    the    manner  of    life,  by  increasing   the  action  of    the 
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kidneys,  if  they  are  sluggish,  by  attending  to  the  digestive  appamtuSj 
and  by  preventing  undue  cardiac  strain  through  excessive  muscuhir  or 
mental  exercise,  we  may  be  able  materially  to  prolong  the  patient's  life. 
In  instances  in  wliicii  the  bloodvessels  are  distinctly  atheromatous  or 
fibroid,  the  use  of  the  iodide  of  strontium  or  sodium,  in  doses  varying  from 
10  to  40  grains  three  times  a  day,  is  usually  advantageous.  This  treat- 
ment may  be  continucil  for  several  weeks,  and  then  the  patient  may 
receive  a  course  of  Fowler's  solution  as  a  general  tonic,  with  perhaps  a 
small  quantity  of  nux  vomica  or  strychnine  added  to  it. 

If  arterial  tension  is  higli,  he  should  be  given  nitroglycerin  in  doses  vary- 
ing from  ^hs  to  3^  of  a  grain  three  or  four  times  a  day,  in  onler  that  the 
resistance  which  is  olTered  by  tense  vessels  t*>  the  action  of  the  heart  may  be 
lessened.  Under  these  circumstances,  too,  small  doses  of  digitalis  sometimes 
act  advantageously,  purticularly  if  nitroglycerin  is  given  at  the  same  time. 
To  give  digitalis  to  a  failing  heart  and  yet  to  permit  the  arterial  tension 
to  remain  high  is  of  little  u!timate  advantage  to  the  patient,  since  it 
increases  the  labor  of  tlie  heart  without  material  advantage.  It  is  much 
more  important  to  diminish  the  labor  by  the  use  of  nitroglycerin  than  to 
stiimalatc  this  viscus  to  increased  emleavor  by  large  doses  of  foxglove. 
Five  minim  doses  of  tincture  of  cactus  grandiflora  often  do  much  good  under 
these  circumstances.  It  nuist  be  rememlxTiMl  that  if  the  heart  has  under- 
gone distinct  degenerative  changes  there  is  little  muscular  fibre  upon  which 
the  digitalis  may  exert  its  stimulating  inlhience^  arul  there  may  l)e  danger 
by  increasing  intracardiac  pressure  of  causing  rupture  of  some  area  of  wliite 
necrosis,  thereby  causing  cardiac  aneurysm. 

It  is  hardly  necessary  to  add  that  these  patients  should  be  wametl  against 
excessive  muscular  exercise  or  any  severe  cardiac  strain,  and  they  should 
l>e  advised  to  lie  down  and  rest  several  times  a  day,  in  order  that  the 
heart  may  at  each  periorl  of  rest  recover  as  much  strength  as  j>assil)le. 

Digestive  disturban^'cs,  which  by  accumulation  of  gas  may  *listurb  tlie 
action  of  the  heart,  nni<t  be  prevented  by  the  institution  of  an  easily  digested 
and  simple  diet,  small  (|uantities  of  huxl  being  taken  often  so  as  to  avoid 
overloatliiig  the  stomach.  If  there  is  a  tendency  to  an  accumulation  of 
gas  in  the  bowel  salo!  may  be  given  as  an  intestinal  antiseptic,  or  in  its 
place  the  caj)sule  of  laka-diastase,  pancreatin.  mix  vomica,  and  capsicum, 
which  is  recommended  in  the  article  on  Angina  Pectoris,  may  l>e  adminis- 
tered. Some  of  these  patients  seem  to  l>e  greatly  benefite<l  by  the  use  of 
gentle  massage  every  day  or  every  other  day,  with  the  object  of  aiding  in 
the  circulation  of  the  juices  of  the  Iwdy.  Great  care  should  be  taken  tliat 
the  massage  is  not  so  vigorous  that  the  patient  is  fatigued  by  it.  Strychnine 
in  the  do.se  of  ^q  of  a  grain  three  or  four  times  a  day  is  often  excee<lingly 
l>eneficial  to  these  patients,  particularly  if  there  is  any  tendency  to  shortness 
of  breath  on  Ijing  down. 

In  many  instances  when  the  heart  is  feeble  as  the  result  of  fibroid  changes 
in  its  muscle,  or  when  the  patient  is  convalescing  from  some  rlisease  like 
influenza,  which  seriously  impairs  the  functional  acti\'ity  of  this  organ, 
excellent  results  are  sometimes  obtained  by  the  institution  of  what  is  known 
as  the  Nauheim  baths,  which  were  originally  brought  before  tlie  profession 
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by  Schotty  of  Nauheim  in  Germany.  These  baths  are  composed  of  water 
which  is  charged  by  nature  with  large  quantities  of  carbonic  acid  gas. 
The  water  is  also  naturally  warm.  The  patient  is  immersed  in  a  bathtub^ 
and  immediately  there  is  attached  to  the  surface  of  his  skin  myriads  of 
tiny  bubbles  of  carbonic  acid  gas,  which  as  they  break  produce  a  slight 
tingling  sensation  and  exercise  a  stimulant  influence  upon  the  peripheral 
capillaries,  as  the  result  of  which  these  capillaries  are  dilated  and  dermal 
hypenemia  is  induced.  In  this  manner  the  circulation  is  equalized,  internal 
congestions  are  overcome,  and  the  heart  finds  it  easier  to  pump  blood  through 
the  dilated  superficial  capillaries  than  under  ordinary  conditions.  Not 
infrequently  when  the  patient  first  enters  the  bath  a  primary  contraction 
of  the  peripheral  capilburies  ensues,  and  this  results  in  a  momentary  increase 
in  the  work  of  the  heart,  so  that  the  patient  for  a  time  feels  somewhat 
oppressed.  Usually  he  remains  in  the  tub  for  ten  or  fifteen  minutes,  but 
this  period  is  governed  by  the  physician  who  superintends  the  use  of  the 
baths.  On  his  removal  from  the  bath  the  patient  is  carefully  dried  by  an 
attendant  and  has  absolute  rest  for  one  or  two  hours.  After  the  baths  have 
been  used  for  some  time  additional  salt  is  added  to  the  bath,  and  water 
containing  larger  quantities  of  gas  is  employed.  In  addition  to  these  baths 
the  patients  are  subjected  to  gentle  resistance  movements  and  massage  so 
as  to  improve  the  circulation  of  blood  and  lymph  in  the  muscles.  Great 
care  must  be  taken  that  these  movements  are  not  sufficient  to  tire  the 
heart  When  valvular  disease  is  very  marked,  these  baths  are  contra- 
indicated. 

The  Nauheim  baths  are  also  contraindicated  in  cases  of  advanced  arterio- 
sclerosis, and  in  chronic  Bright's  disease  if  it  is  well  developed,  although  if 
the  renal  difficulty  is  largely  due  to  congestion  this  plan  of  treatment  is 
advantageous.  Aneurysm  also  contraindicates  them,  and  bronchial  asthma 
and  chronic  bronchitis  contraindicate  them,  or  at  least  require  great  caution 
in  their  use.  Cases  of  pulmonary  tuberculosis  with  cardiac  disease  also 
should  not  be  subjected  to  this  method,  nor  should  patients  who  are  suffer- 
ing from  far-advanced  degeneration  of  the  heart  muscle  receive  it.  These 
baths  should  never  be  taken  except  under  the  care  of  a  local  physician. 

Attempts  have  been  made  to  introduce  artificial  Nauheim  baths  in  this 
country,  but  it  has  been  found  impossible  to  satisfactorily  charge  the  water 
with  carbonic  acid,  and  the  difficulties  connected  with  the  preparation 
of  the  bath  have  been  such  that  its  employment,  except  at  Nauheim,  has 
largely  passed  out  of  use. 

It  is  important  to  note  that  the  resistance  exercises,  which  are  carried  out 
in  connection  with  this  plan  of  treatment,  are  probably  equally  beneficial, 
if  not  more  beneficial,  than  the  baths  themselves.  They  consist  in  having 
the  patient  extend  and  flex  his  joints  against  the  resistance  offered  by  the 
attendant. 

OARDIAO  ANEURYSM. 

Aneurysm  of  the  heart  may  occur  in  one  of  three  forms,  viz.,  aneurysm  of 
the  heart  walls,  aneurysm  of  the  valves,  and  aneurysm  of  the  coronary  arte- 
ries.   Aneurysm  of  the  cardiac  walls  consists  in  a  localized  dilatation  or 
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pouching  of  the  wall,  and  is  to  he  separated  from  dilatation  of  the  heart,  to 
which  the  term  aneurysm  is  sometimes  applied  hy  French  writers.  The 
aneurysm  usuiilly  affects  the  ventricular  wall.  Hall  has  recently  collected  1 12 
cases,  in  which  the  site  of  the  aneurysm  was  as  follows:  left  ventricle,  92 
cases;  rij^ht  ventricle,  1  case;  left  auricle,  2  cases;  ventricular  septum — 
(a)  muscular  part,  8  cases;  (6)  membranous  part,  7  cases;  auricular  septum, 
2  cases. 

The  left  ventricle  is  therefore  affected  more  commonly  than  all  of  the 
other  chaml)ers  combined.  The  aneurysm  is  usually  near  the  apex  of  the 
ventricle  or  in  the  anterior  wall,  just  above  the  apex;  07  of  Hall's  cases  were 
so  situated. 

The  condition,  as  one  would  naturally  expect,  is  found  more  frequently  in 
males.  In  the  relative  frequency  in  the  two  sexes,  Thumam's,  Legg*s,  and 
HalTs  and  my  own  statistics  show  a  remarkable  resemblance.  Of  Thur- 
nam's  4t)  cases,  ^?0  were  males,  10  females;  of  I-cgg's  8<S  cases,  f>4  were  males, 
24  females;  and  of  80  cases  collected!  by  me,  59  males,  21  females.  In  a 
total  of  208  cases,  74  per  cent,  were  males,  and  26  per  cent,  females. 

Aneurysm  of  the  heart  is  a  sequel  of  the  secondary  myocardial  changes 
already  described.    Thus  the  fibrous  tissue  which  replaces  the  tissues  which 

have  undergone  necrotic  change  may  griulu- 
ally  yield  before  the  blood  pressure  in  the 
ventricle  and  form  a  sac,  which  is  a  true 
aneurysmal  dilatation.  This  sac  may  cam- 
municatc  with  the  ventricle  by  a  small  open- 
ing. In  other  cases  the  ventricular  wail  at 
this  point  yields,  so  that  the  opening  may 
be  the  full  width  of  the  sac.  As  in  aneu- 
rysm of  tlie  Idoodvessels,  the  wall  of  the  sac 
is  composed  of  several  layers  made  up  of 
the  visceral  layer  of  the  [x»ricardium,  and 
[>erha]>s  of  the  paritMal  layer  as  well,  if  it 
lias  become  adherent.  Under  this  is  the 
fibrous  tissue,  and  beneath  this  again  form- 
ing the  inner  layer  is  the  endoc?artlium. 
Rarely  several  sacs  are  present. 

Three  conditions  may  develop  in  such 
sacs.  They  may  give  way  under  pressure, 
causing  sudden  death,  they  may  become 
filled  with  a  clot,  or  their  walls  may  \jc 
calcified.  Sometimes  an  aneurysm  of  this 
sort  forms  in  the  septum  and  ruptures  into 
the  right  ventricle. 

In  some  cases  the  aneurysm  may  l>e  due 
to  fatty  degeneration,  without  primary  vas- 
cular disease.  A  softened  spot  in  the  heart 
muscle  may  bulge  under  strain,  and  rupture 
may  occur  before  any  real  sac  is  formed. 
This  is  commonly  called  rupture  of   the 
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|M*rirarclial  Bdhesion.  The  int<TV«ntric- 
iilnr  bmnoh  of  the  left  cotx»nnry  arter>* 
in  dlwwftetJ  out,  nnd  \m  very  othrromik- 
l4UL<i,  und  at  the  upfier  end  of  the  sroove 
la  vompletrly  blocki'd  by  »  thrombus, 
which  pxtetidfi  dowiiwnrd  for  two  ntnl 
one-hRif  inehe*.  <From  a  i)|>cclnieii  In 
Dr.  IJttleJohn's  Mu«auai.) 
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heart,  and  usually  involves  the  anterior  wall  of  the  left  ventricle  near  the 
septum;  but  it  may  affect  any  part  of  the  walls  of  the  cardiac  cavities. 

Death  by  rtipture  of  the  sac  does  not  occur  as  frequently  as  would  be 
imagined,  and  in  this  respect  cardiac  aneurysm  resembles  aortic  aneurysm. 
Out  of  60  cases  collected  by  Legg,  only  6  died  by  rupture. 

Aneurysms  of  the  cardiac  septa  are  so  rare  as  to  be  curiosities.  Hall  states 
that  only  2  cases  have  been  reported  in  twenty  years. 

An  aneurysm  of  a  valve  is  sometimes  formed  as  a  result  of  endocarditis. 
This  condition  usually  affects  the  aortic  and  mitral  leaflets  with  about  equal 
frequency.  One  leaflet  is  contracted  or  destroyed  and  another  leaflet  then 
yields  or  sags,  partly  because  of  deficient  support,  forming  a  pocket  or  sac 
which  projects  into  the  left  ventricle.  Sometimes  this  sac  ruptures,  and  so 
the  valve  becomes  perforated.  In  other  instances  the  entire  valve  becomes 
sacculated. 

Although  atheroma  of  the  coronary  arteries  is  a  very  frequent  lesion,  aneu- 
lysm  of  these  vessels  is  exceedingly  rare.  Hall  could  find  only  25  recorded 
cases,  of  which  17  were  in  males. 

Symptoms, — ^The  symptoms  of  cardiac  aneurysm  are  not  definite  at  any 
time,  and,  unless  the  sac  is  large,  there  may  be  none.  Hall  tells  us  that  out 
of  76  cases  an  antemortem  diagnosis  was  made  only  once.  When  the  sac  is 
large  it  may  cause  a  marked  increase  in  the  area  of  cardiac  dulness  near  the 
apex,  and  produce  distinct  pressure  symptoms.  A  skiagraph  may  give  valuable 
information  of  the  lesion. 


WOUNDS  OF  THE  HEABT. 

Wounds  of  the  heart  are  by  no  means  uncommon,  as  the  result  of  shooting 
or  stabbing.  Cases  of  recovery  after  both  of  these  forms  of  trauma  are 
recorded  in  considerable  number.  The  stab  wounds  probably  recover  in 
greater  number  than  those  which  suffer  from  bullet  wounds.  Death  is 
usually  due  not  to  the  direct  injury  of  the  heart,  but  to  the  fact  that  the  peri- 
cardial sac  soon  becomes  filled  with  blood,  and  the  heart  is  unable  to  expand. 
In  other  words,  even  severe  injury  to  the  heart  is  not  fatal  unless  the  hemor- 
rhage be  free,  or  the  organ  is  damaged  in  some  vital  spot,  as  in  Kronecker's 
"co-ordinating  centre."  I  proved  these  facts  in  a  research  carried  out  on 
dogs  many  years  ago,  and  a  number  of  surgeons  have  now  refK>rted  cases  in 
which  a  stab  wound  of  the  heart  has  been  exposed  and  sutured,  and  recovery 
has  ensued.  Further  than  this,  I  have  seen  the  heart  punctured  and  blood 
aspirated  from  its  cavities  without  injury  to  the  patient. 

Gibbon  and  Stewart,  of  the  Jefferson  College  Hospital  staff,  have  recently 
reported  interesting  cases  in  which  cardiac  wounds  were  stitched  with 
success. 

ENDOOARDITIS. 

Definition. — Endocarditis  in  an  inflammation  of  the  lining  membrane  of 
the  heart,  the  endocardium.     In  the  great  majority  of  instances  it  chiefly 
affects  the  endocardium  where  it  covers  the  valves  (valvular  endocarditis), 
31 
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and  rarely  it  involves  that  part  which  covers  the  walls  of  the  cavities  (mural 

endocarditis).  A  distinction  should  also  be  drawn  between  the  acute  and 
chronic  fona  of  the  disease  and  between  the  acute  simple,  ur  benign, 
form,  and  the  so-called  acute  malignant,  or  ulcerative  type.  It  is  proper 
to  state,  however,  that  many  persons  deny  the  correctness  of  this  di\'ision, 
and  reganl  the  two  conditions  as  different  stages  or  degrees  of  the  same  pro- 
cess. Finally,  it  is  to  he  recalled  that  there  are  two  types  of  chronic  endo- 
carditis, namely,  that  which  is  the  result  of  the  acute  variety  and  that  which  j 
arises  in  association  with  chronic  arteriocapillary  fibrosis  and  atheroma»^| 
which  is  a  slow,  retractile  form  of  the  disease,  ^1 

Acute  Endocarditis. — Synonyms:  Vemicoos   Endocarditis,  Simple  £ndo-      « 
carditis,  Beni^  Endoc&rditis,  Papillary  Endocarditis.  ^H 

Etiology. — The  liacterial  origin  of  endocarditis  is  generally  admitted,  but^^ 
all  etforts  to  identify  any  particular  organism  as  the  specific  cause  have 
proved  fruitless.  Many  organisms  have  been  itlentificd  in  the  vegetations. 
Of  these  should  be  mentioned  those  found  in  acute  rheumatism,  pneumo- 
cocci,  streptococci,  and  staphylococci,  antl,  less  frequently,  the  colon 
bacillus,  typhoid  hacilhis,  influenza  bacillus,  tul)ercle  bacillus,  and  a  numl)er  ^ 
of  other  bacteria.  H 

In  the  article  on  acute  Articular  Rheumatism  attention  has  already  been  ^ 
called  tothe  fre<(Uency  with  which  this  condition  complicates  that  malady.  So 
constant  is  this  lesion  during  die  course  of  acute  articular  rheumatism  that  it 
may  be  regarded  as  the  condition  next  in  constancy  to  the  inflammation  alx>ut 
the  joints.  It  is  probable  that  in  all  cjisc^s  of  acute  rheumatism  a  slight  endo- 
canlitis  is  present,  but  it  may  be  so  slight  that  no  physical  signs  of  its  exist- ^H 
ence  can  Ix?  elicite<l.  V| 

In  children  suffering  from  acute  rheumatism  the  involvement  of  the 
endocardium  is  fur  more  frequent  than  it  is  in  adults.  Thus,  it  is  gener- 
ally considered  that  from  fiO  to  lSO  per  cent,  of  children  who  have  acute 
rheumatism  develop  endocarditis;  whereas,  the  percentage  usually  accepted 
for  adults  is  about  21  per  cent.  p]ighty  per  cent,  is  probably  too  high, 
and  21  percent,  is  certainly  too  low  an  estimate.  It  b  especially  important 
to  bear  in  mind  that  mild  articular  symptoms  are  not  rarely  accom- 
panied by  severe  cardiac  lesions,  although,  as  a  rule,  the  severity  of  the 
articular  symptoms  and  the  severity  of  the  heart  lesions  go  hand  in  hand. 


The  first  attack  of  rheumatic  fever  is  more  frequently  the  cause  of  cardiac 

lesions  thi         " 

usually  develop  during  the  first  ten  days  of  the  illness,  although  in  rare  cases 


lesions  than  subsequent  attacks,  and  the  signs  of  endocardial  inflammation  1 


a  murmur  may  be  heard  before  any  arthritic  signs  develop. 

Wlien  acute  rheumatism  causes  endocarditis,  it  commonly  affects  the 
mitral  valve.  The  aortic  leaflets  are  comparatively  rarely  atfectetl,  and  the 
valves  on  the  right  side  of  the  heart  only  in  very  rare  instances,  I 

Next  to  acute  rheumatism  as  a  cause  of  acute  endocarditis  must  be  noted 
its  association  with  chorea,  in  which  disease,  in  its  weII-<leveloped  and  typical 
forms,  lesions  of  the  lining  membrane  of  the  heart  are  very  often  present. 
The  occurrence  of  endocardial  disease  in  chorea  is  in  direct  proportion  to  the 
severity  of  the  disease,  but  it  is  difficult  to  decide  how  frequently  true  endo- 
carditis is  actually  present,  l>ecause  many  choreic  patients  present  on  auscul- 
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tation  functional  murraurs  in  the  heart  which  disappear  so  rapully  that  it  is 
inconceivable  that  they  could  have  been  organic  in  origin.  Again,  so  few 
cases  of  chorea  come  to  autopsy  during  or  immediately  after  tlu-  attack  that 
it  is  impossible  to  study  tlit-  exact  state  of  the  endocardium.  If  the  various 
statistics  of  frequency  of  heart  murmurs  are  added  together,  we  find  that 
these  sounds  occur  in  about  31  per  cent,  of  cases  of  chorea. 

In  a  very  considerable  proportion  of  cases  endocardial  infection  takes 
place  during  acute  tonsillitis.  Another  cause  of  emiocarditis  is  gonoi^ 
rhcea,  which  causes  the  ulcerative  type  of  the  disease  more  commonly  than 

Flu.  r»8 
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Utart.  ttcute  eudncartjiti^.  The  lesinn  <jn  the  aortic  leaOcli*  i:^  verrucniie  and  at  poini»  ulreratinx.  On 
the  lateral  ventrirular  a*p«<*t  of  the  mitral  valve;*  are  a  number  of  v«(etationh.  althnueh  the  conlurt 
tine  and  auricular  surfaces  of  Ihiit  valve  were  not  involved.  The  vegetatiuna  i>n  the  ventricular  surfam 
probably  reniltc<l  fmm  inoculaiinn  by  projectinjc  vegetattutu  situated  on  the  aortic  leaflet.  It  i*  U>  bo 
noMBlbered  that  endocarditit  afTects  the  mttrni  valve.i  more  cumruuiily  than  the  aortir  vidvpfi. 


the  benign  fonn.  Scarlet  fever  may  also  be  a  causative  factor,  but  whether 
this  is  due  to  direct  infection  of  the  endocardium  by  the  micro-organism 
which  causes  scarlet  fever  or  by  its  toxins,  or  results  from  the  mixed  Infection 
so  frequent  in  this  disease,  is  not  known.  Rarely  endocarditis  is  apparently 
due  to  tuberculosis,  for  this  bacillus  has  been  found  in  the  valve  lesions. 
Traumatic  forms  and  eatlocanlitis  due  to  syphilis  have  been  descrilwd. 
Occasionally  acute  endocarditis  develops  as  a  result  of  an  exacerbation  of 
the  chronic  form  of  the  disease. 
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Endocarditis  has  been  reported  as  present  in  the  foetus  as  a  result  of  the 
infection  of  the  blood  tlirough  the  placenta.  In  this  period  of  existence  the 
pulmonary  valves  are  llie  parts  affected. 

Pathologry  and  Morbid  Anatomy. — The  degree  of  inflammation  in  the  endo- 
cardium c<:>vering  the  cardiac  valves  varies  preatl}'  in  different  case^.  Its 
frcfjiiency  on  the  left  side,  particularly  in  the  mitral  valves^  is  due  principally 
to  the  greater  stress  to  which  tliese  leaflets  are  subjected  and  also  to  the 
higher  oxygen  content  of  the  arterial  blcMKl.  The  lesions  develop  in  the 
auricular  aspect  of  the  mitral  leaflets  and  the  ventricular  side  of  the  aortic 
valves;  this  distribution  depends  ujxin  the  friction  and  impact  of  the  blood, 
and  the  same  factors  detennine  the  distrilmtiun  of  the  vegetations  along  the  • 
lines  of  greatest  pressure,  where  the  leaflets  impinge  one  upon  another  wheq^f 
closed.  ^^ 

The  earliest  lesions  are  rarely  seen,  because  death  seldom  occurs  at  this 
time.     The  affected  area  is  clouded  ainl  the  valves  slightly  swollen,  due  to 
cellular  infihradon  and  a'dema.     In  this  softened  condition  the  impact  of 
one  valve  upon  another  roughens  the  surface  aU>ng  the  line  of  contact,  and 
there  is  deposited  at  this  point  liloo<l  }>hitelels,  leukocytes,  and  fibrin,  the 
quantity  of  each  varWtig  at  different  stages  and  in  different  cases.     This 
deposit  on  the  leaflet,  tendon,  or  muscle  is  ut  first  microscopic,  but  by  accre- 
tion may  attain  relatively  massive  proportions,  and  constitutes  what  us  called 
a  vegetation;  essentially  it  is  a  thrombus.     Often  a  row^  of  these  wart-like^B 
bodies  is  festooned  along  the  line  of  contact  or  project  into  the  blood  stream.^* 
Their  disturbance  of  tlie  blood  current  by  obstruction  and  by  rendering 
accurate  coaptation  of  the  opposed  leaflets  impossible,  and  thereby  permit- 
ting regurgitation,  causes  a  murmur,  an  appreciation  of  wliich  is  necessary^^ 
for  accurate  diagnosis  during  life.  ^H 

Once  fonned,  these  vegetations  are  subject  to  important  changes.    Tlie^^ 
may  be  detached  ami  swept  off  into  the  circulation,  or  they  may  soften  and 
possibly  l)e  absorljed.    Adhesions  l)etween  l<'aflets  may  occur,  but  commonly 
the  vegetations  organize  and  permanently  alter  the  contour,  flexibility,  and 
elasticity  of  the   valves,   thereby  interfering  with   their   proper  functioru 
Finally  calcifying  deposits  may  further  add  rigidity  to  the  already  damag 
leaflets.     In  favctntble   cases   the  valve  surface  becomes  smooth,  but  httl 
thickening  results,  and  function  is  more  or  less  fully  restored. 

Acute  endocarditis  ends  in  one  of  three  ways:  1.  The  acute  inflammatioi! 
may  subside  and  leave  little  or  no  alteration  behind  it.  2.  The  vegetations 
may  persist  and  form  large  masses  of  an  almost  nodular  character  upon  valves. 
3.  The  valves  Ir-couic  eroded  or  adherent,  or  cicatricial  contractions  may 
lead  to  distortions  and  consequent  immediate  insufficiency  or  obstruc- 
tion. 

Symptozas. — In  distinction  from  physical  signs,  there  are  no  symptoms  of 
ordinary  acute  endocarditis  of  the  benign  form.  It  is  true  that  the  pulse 
may  be  a  little  quicker  than  before  the  endocardium  was  affected  and  the 
fever  a  little  higher,  but  neither  of  these  sjinptoms  are  constant  or  characteP^f 
istic.  Some  palpitafion  may  be  pnvsent,  but  so  frequently  are  all  symptom:^^ 
absent  that  all  too  fre(|iR'ntiy  the  physician  who  is  not  careful  fails  to  dis- 
cover endocardial  disease  until  the  patient  begins  to  move  about  and  con 
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plains  of  cardi^ic  weakness  or  dijspncea,  and  then  the  damage  is  done  and  is 
almost  irreparable.  Even  the  presence,  on  physical  examination,  nf  a  mur- 
mur over  the  mitral  or  aortic  area  does  not  prove  the  presence  of  endocarditis, 
because  it  not  infrequently  ha]>pens  that  a  murmur  due  to  anaemia  or  to 
relaxation  of  the  orifice  is  present.  The  presence  of  the  murmur,  while  not 
pathognomonic  of  acute  endocarditis,  is,  however,  sufficient  ground  for  the 
physician  to  treat  his  patient  as  a  case  with  this  lesion. 

Compiicttions. — These  consist  most  commonly  of  pericarditis  and  embolism 
of  one  of  the  cerebral  or  pulmonary  arteries.  Rarely  acute  cardiac  dihitation 
ensues,  and  sometimes  in  infectious  cases  pneumonia  and  pleuritis  develop. 

Diagnosis. — Care  must  be  taken,  as  just  stated,  that  anaemic  murmurs, 
murmurs  due  to  relaxation  of  the  orifices,  and  pericardia!  friction  sounds  are 
not  mistaken  for  those  due  to  endocardial  disease.     (See  Valvular  Disease.) 

Prognosis. — Death  is  very  rarely  due  to  acute  simple  endocarditis  in  the 
sense  that  death  comes  during  the  acute  stage  of  the  disease.  All  too  fre- 
quently it  follows  as  a  consequence  of  the  changes  produced  in  the  valves  and 
heart  muscle  montlis  or  years  after  t!ie  acute  stage  has  passed.  A  bad 
prognosis  can  always  be  given  if  the  physician  does  not  strenuously  insist 
upon  the  patient  resting  in  bed  for  several  weeks  after  all  articular  and 
valvular  signs  have  ceased.  lU-liealth  ihhI  death  uiay  not  come  soon  in  these 
Ciises,  but  it  often  comes  years  afterward,  as  time  and  chronic  disease  weakens 
the  valves  and  heart  muscle.  Children  who  develop  acute  endocarditis  and 
are  jjerrnitted  to  move  about  too  soon  almost  always  succumb  before  or  at 
puberty  to  these  secondary  changes. 

Treatment. — To  {>i-event  endocarditis  in  the  course  of  all  infectious  dis- 
eases, and  particidarly  in  acute  rheumatism,  the  physician  must  insist  on 
absolute  rest  in  l>ed  all  through  the  illness  and  for  some  time  after  the  attack 
IS  passed.  The  diet  should  l>e  light  and  easily  digested,  and  at  no  time 
fiould  the  digestive  apparatus  be  overburdened,  for  active  and  prolonged 
digestion  tires  the  heart.  If  acute  rheumatism  is  present,  (he  salicylates 
should  be  used  freely  at  once,  not  that  they  protect  the  valves  directly,  but  they 
shorten  the  illness  and  so  diminish  the  chance  of  involvement  of  the  endo- 
cardium. Over  the  pra*cordium,  as  a  preventive  of  endocarditis  and  |)eri- 
carditis,  should  l)e  placed  six  or  eight  flying  blisters,  and  alkaline  diuretics, 
like  citrate  of  potassium,  should  be  freely  used.  An  ice-bag  may  be  placed 
over  the  heart  if  it  is  very  irritable,  and  tincture  of  aconite  may  be  given  for 
the  .same  purpose.  After  the  endocardial  symptoms  have  developed,  rest 
af  the  most  absolute  character  is  the  only  useful  plan  of  treatment.  During 
>nvalescenee  rest  is  again  the  sine  qua  non.  For  the  anaemia  often  present 
iron  and  arsenic  are  tiscful,  as  is  also  co<l-liver  oil.  Subseqtient  cardiac 
feebleness  is  to  he  treated  by  small  doses  of  digitalis,  as  3  to  5  drops  of  the 
tincture  with  10  drops  of  tincture  of  nux  vomica  thi-ee  times  a  day. 

Ulcerative  Endocarditis.  Definition. — Ulcerative  cndocartlitis,  of  wliich 
the  synonyuts  have  alroatly  been  given^  is  a  state  in  which  the  endo- 
cardium is  ulcerate<l,  vegetations  are  present,  and  there  is  an  actual  loss  of 
substance  in  the  valvular  tissues,  so  that  a  valve  or  even  a  septum  may  be 
perforated.  A  French  physician,  Boutllaud,  first  recognized  this  cardiac 
state  with  its  associated  signs  of  pyaemia,  but  Kirkes,  of    England,  first 
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emphasized  the  fact  that  the  heart  was  the  seat  of  the  difficulty,  and  that  the 
isyiiiptoiiis  arose  from  its  con<]ition.  Since  his  time  a  host  of  pathologist, 
iiK'ludiii^  Virehow,  Wilks,  Murchison,  Charcot,  Vulpian,  and  Birch-Hirsch- 
ie\i\  in  Europe,  and  Osier  in  this  country,  have  studied  this  malady.  It 
is  important  to  remember  tliat  ulcerative  endocarditis  occurs  in  an  acute 
and  chronic  form. 

Etiology. — Tlie  disease  is  always  due  to  microbic  infection  of  the  endo- 
cardium. It  muy  he  due  to  a  secondary  infection,  diu"ing  the  course  of  one 
of  the  acute  infectious  diseases  like  typhoid  fever,  scarlet  fever,  pneumonia, 
or  tonsillitis,  or  it  mf»re  rarely  arises  as  a  primary  lesion.  The  organisms  are 
usually  the  Staph ylococciis  pyogenes  aureu^Sy  the  Streptococntjt  pyogenes,  and 
the  Pfieuftiococcus,  the  BacilluA  typhosiuf,  the  Gonococcus,  the  Baciiliis  ciJi 
cotmaunis.  Acute  enrlocarditis  due  to  the  meningococcus  of  Weichselbaum 
is  very  rare.  A  number  of  cases  have  l>een  reported  in  which  the  menifigo- 
coccus  has  been  found  in  the  circulating  blood:  one  by  Gwyn  in  1S89, 
another  by  Salomon  in  1902,  an<l  a  third  by  Warfield  and  AValker  in  1903. 
The  likst  of  these  is  the  only  one  in  which  the  jneningococciis  was  demon- 
strated tt)  be  the  cause  of  the  endocarditis.  Any  damage,  new  or  old,  to  the 
surface  of  a  valve  predisposes  that  part  to  infection. 

Pathology  and  Morbid  Anatomy. — Anatomically,  the  ulcerative  form  may 
be  but  a  later  stage  of  the  acute  simple  iy\iO,  and  many  cases  occur  in  which 
no  sharp  line  of  demarcation  can  be  drawn.  Not  infrequently  it  is  engrafted 
upon  an  old  or  chronic  valvular  lesion,  and  patients  having  such  lesions 
should  l)e  watclied  closely  during  an  attack  of  any  infectious  disease 
associate*!  with  the  constant  or  frequent  occurrence  of  bactera^mia.  The 
infective  prmress  in  the  ulcerative  type  learis  to  necrosis  of  the  already  formed 
or  forming  vegetations,  and  even  of  the  afFecte<l  leaflet  or  adjacent  myocar- 
dium. The  fragments  thrown  into  the  circulation  caiise  infarction  and 
metastatic  lesions  in  many  tissues,  especially  in  the  spleen,  kidneys,  and 
brain.  IMarrow  lesions,  joint  complications,  atnl  otlier  manifestations  of 
septicopyremia  are  often  conspicuous.  Whether  the  secondary  processes  be 
suppurative  or  not  depends  upon  the  character  of  the  infecting  organism. 
When  involving  the  valves  of  the  right  heart  (as  it  does  more  commonly  than 
the  acute  simple  forin)^  pulmonary  compliaitions  may  l>e  conspicuous, 
which,  taken  with  the  fact  that  it  may  be  a  sequence  or  complication  of 
pneumonia,  further  tends  to  obscure  the  seat  of  the  primary  lesion.  Occa- 
sionally the  almost  symptomless  progress  of  the  malady  is  due  to  the  low 
toxicity  of  the  infecting  organism,  while  intensely  toxicogenic  bacteria 
reverse  the  picture  and  cause  evidences  of  severe  infection  and  toxsemia 
to  l>e  manifest. 

Symptoms. — The  objective  symptoms  of  ulcerative  endocarditis  may  be 
no  more  marked  than  those  of  the  simple  form.  Fever  may  not  occur.  If 
the  disease  develops  during  the  course  of  one  of  the  acute  infectious  diseases 
or  as  a  result  of  septicicmia,  its  existence  may  not  l>e  suspectetl.  If  it  develops 
primarily  the  physician  who  does  not  carefully  stUily  the  heart  may  believe 
that  the  fever  in  its  acute  period  of  rise  and  fall  is  the  manifestation  of  one 
of  the  acute  infectious  <liseases  or  he  may  suspect  sepsis,  typhoid  fever,  or 
Because  of  these  symptoms,  the  disease  may  be  divided  into  the 
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septic  form,  the  typhoid  form,  and  the  malarial  form.  A  cerebral  form  also 
exists. 

In  the  Bepic  fonn  the  patient  presents  the  ordinary  signs  of  septi- 
oeraia.  Chill  after  chill  develops,  and  between  the  chills  high  fever  and 
sweats  are  present.  The  patient  looks  profoundly  septic,  the  tongue  is  dry, 
die  eyes  sunken,  and  petechine  may  Ik?  present  in  the  skin.  The  marked 
nmemia  is  very  noteworthy,  and  its  severity  is  diagnostic.  lA'ukocytosis  is 
present.  Multiple  metastatic  abscesses  may  be  found.  Tlie  lieart  may  or 
may  not  produce  a  murmur,  but  its  action  is  hurried  and  feeble. 

The  iyplioid  type  is  closely  allied  to  tliat  just  descril>ed.  The  dry  tonpje, 
the  subsultus,  the  t^Tupanites,  the  (harrhipa,  the  mental  stupor,  the  swollen 
spleen,  and  the  remitting  fever  may  all  present  so  typical  a  picture  of  a  case 
of  typhoid  fever  that  only  t!ie  constant  recollection  that  such  symptoms  may 
be  due  to  idcerative  emlocarditis  will  save  the  physician  from  an  error  in 
iliagnosis.     Even  epistaxis  may  develop. 

In  the  malarial  type  the  constant  recurrence  of  moderate  chilb,  moderate 
fever,  amemia,  and  some  sweating  may  be  very  misleading. 

In  the  cerebral  form  there  is  severe  headache,  unconsciousness,  and 
conniLsions  due  to  an  associated  meningitis.  In  some  instances  the 
siraultjineous  development  of  septic  artliritis  makes  the  case  resemble  acute 
rheumatism.  Burrows  has  rep4>rted  a  case  in  winch  vomiting  and  purging 
were  so  severe  that  he  believed  the  patient  to  be  suffering  from  homicidal 
poisoning. 

Cases  are  recorder]  in  which  the  splenic  enlargemmi  was  so  great  that  the 
patient  was  thought  to  be  sufTering  from  splenomedullary  leukiemia.  In 
other  cases  the  diagnosis  of  acute  tuberculosis  has  been  made. 

Albuminuria  and  ktrmQiuria  are  common  symptoms,  but  renal  infarction 
may  take  place  without  either  albumin  or  bloo*l  being  found  in  the 
urine. 

F#ndocardial  murmurs  are  not  always  present.  They  are  shifting  in  time 
and  in  character  and  may  be  fouml  one  clay  and  be  lost  the  next.  Further, 
it  sometimes  happens  that  the  murmurs  change  in  character  from  day  to 
day,  owing  to  the  progressive  character  of  the  lesions-  When  murmurs  exist 
they  are  more  frequently  flue  to  old  lesions  than  to  the  new  ones  produced 
by  the  acute  infection. 

OompUcatioDS. — The  complications  of  ulcerative  endocarditis  are  many 
and  serious.  It  not  infreijueiitly  happens  that  a  septic  emlxjlus  not  only  plugs 
an  important  vessel,  and  so  causes  an  infarct  in  such  organs  as  the  kidney,  the 
lung,  and  the  spleen,  but  it  acts  as  a  focus  of  septic  development.  Such 
embolic  closure  frequently  occurs  in  the  brunches  of  the  left  middle  cerebral 
artery,  and  causes  temporary  or  permanent  aphasia  or  hemiplegia.  Peripheral 
vessels,  such  as  the  popliteal  or  brachial  or  lingual  arteries,  may  also  be 
affected.  Occasionally  violent  alulominnl  pain,  followeil  by  bloody  stools 
and  signs  of  collapse,  indicates  that  embolism  of  the  mesenteric  vessels  has 
taken  place.  Sometimes  unemia,  due  to  the  septic  nephritis  which  is  present, 
ends  the  patient's  life. 

DiAgnoslfl. — The  points  of  value  in  diagnosis  are  the  suddenness  of  onset 
in  some  cases,  the  up-and-down  temperature  waves,  which  form  steep  curves 
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on  the  charts,  the  repeated  rigors,  the  presence  of  iHstinct  leukocytosis, 
presence  of  pyogenic  organisms  in  the  blood,  the  absence  of  the  malaria 
organisna  and  of  the  Widal  reaction,  an<l,  finally,  the  presence  of  great  feeble 
ness  and  irregularity  of  the  heart's  action.     In  some  cases,  however,  tlic 
diagnosis  from  physical  signs  may  be  practically  impossible.    The  Widal, 
test  may  throw  much  light  on  the  case  if  persistently  jiositive. 

Prognosis. — It  is  hardly  necessary  to  state  that  the  prognosis  is  most  gravej 
Recovery  rarely  occurs,  and  death  may  take  place  in  the  first  two  weeks  or 
earlier.     Sometimes  life  is  preserved  for  weeks.     The  duration  dcj^ends 
largely  upon  the  character  of  the  infection,  the  condition  of  the  heart  and  of^ 
its  valves,  and  the  occurrence  of  coraplicationvS.    Some  cases  extend  over  dfl 
period  of  several  months,  and  must  of  them  last  for  several  weeks.    That 
healing  may  take  place  and  recovery  occur  in  cases  of  true  ulcerative  endo- 
carditis is  proved  by  a  large  number  of  cases  now  on  record,  in  which  the 
condition  has  l^een  prove<l  by  subsequent  autopsies  to  have  existed,  thft_ 
patient  dying  of  another  malady.  H 

Treatment. — The  treatment  of  ulcerative  endocarditis  is  not  very  satisfac- 
tory. Antistreptococcic  serum  may  be  of  benefit  in  a  few  cases,  provided 
that  the  streptococcus  is  tlie  cause  of  the  disease, and  provifled  that  the  variety 
of  streptococcus  used  in  the  preparation  of  the  serum  is  the  same  as  tliaij 
present  in  the  heart.  Aside  from  this  specific  treatment,  the  only  thing  to  dc 
is  to  support  the  system  by  the  wise  use  of  tonics,  such  as  tincture  of  the 
chloride  of  iron  and  the  tonic  bitters.  Full  doses  of  quinine  may  l>e  used^ 
The  most  important  function  of  the  physician  is  to  maintain  nutrition  by  the 
use  of  good  food  and  to  order  no  tlrugs  which,  by  disordering  digestion,  wilf 
interfere  with  the  digestive  and  assimilative  functions. 

Chronic  Endocarditis. — As  already  stated,  chronic  endocarditis  is  fre- 
quently a  sequence  of  one  of  the  acute  forms  just  described,  and,  therefore, 
as  a  rule,  it  affects  the  left  side  of  the  heart  and  the  mitral  leaflets  oftener 
than  the  aortic  valves.  In  some  instances,  however,  it  depends  upon 
alcoholism,  gout,  and  syphilis,  in  which  case  associated  changes  in  the  heart 
muscle  and  bloodvessels  are  also  found.  A  slowly  progrc-ssing  valvulitis! 
or  sclerosis  of  the  valves,  which  comes  on  insidiously,  is  frequently  asso-J 
ciated  with  arteriosclerosis  (arteriosclerotic  cn<liK'arditi.s),  with  chronic] 
renal  disease,  chronic  metallic  poisoning,  esj>ecially  that  due  to  leadj 
and  other  conditions  associated  with  high  arterial  tension,  with  or 
without  the  presence  in  the  blood  of  some  specific  irritant  to  which 
the  changes  may  l>e  ascribed.  As  the  acute  inflammatory  pre 
merges  into  the  clironic  form,  one  of  two  changes  appear  in  the 
endocardium.  There  is  an  overproduction  of  connective  tissue  in  the 
endocardium,  with  thickening,  stiffening,  and  lessened  elasticity,  which 
chiefly  affects  the  valvular  leaflets.  Following  this  condition,  as  a  result^f 
of  further  degenerative  changes,  we  find  contractions  or  localized  yieldings 
of  the  valves  which  produce  an  unevenness  of  their  surfaces,  so  that  their 
edges  can  no  longer  be  accurately  approximated;  nor  do  they  permit  the 
free  flow  of  blood  through  the  orifice  which  they  guard,  since  they  are  unable 
to  yield  during  the  period  at  which  a  free  flow  of  blood  should  normally  take 
place.     Even  when  the  valves  are  thickened  and  distorted  they  may  still  be 
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a<lequately  covere<l  by  endothelium,  but  in  some  instances  the  endothelium 
may  be  absent,  thereby  exposing  calcareous  an<l  rougheneJ  surfiu-es  upon 
which  fibrin  is  sometimes  dep>sited.  The  chief  fuctors  in  prtHhicing  canlluc 
failure  hi  chronic  endocarditis  are  irregular  contractions  which  distort  the 
valves,  causing  their  edges  to  become  everted,  inverted,  or  curleil  up.  In 
addition  the  chordae  tendine^*  which  control  the  valves  guarding  theauriculo- 
ventricular  orifices  Ijecome  shortened  and  thickened  so  that  they  interfere 
with  the  free  movement  of  the  valves.  (See  Diseases  of  the  Myocanliiim.) 
In  that  form  of  the  disease  in  which  murnl  endocarditis  is  present,  patches 
of  sclerosis  or  cicatrices  may  be  seen  over  the  walls  of  the  ventricles.  (See 
Chronic  Valvular  Disease.) 


CHRONIC  VALVULAR  DISEASE  AS  A  RESULT  OP  CHRONIC 
ENDOCARDITIS. 

Chronic  valvular  disease  of  the  heart  is  very  constantly  met  with  in 
medical  practice,  and  its  frequency  is,  as  a  rule,  in  direct  proportion  to  the 
age  of  the  patient  examined.  This  is  due  to  the  sclerotic  changes  which  are 
prone  to  take  place  in  the  valves  as  age  advances,  and  to  the  fact  that  in 
d\ose  who  have  passed  the  period  of  middle  life  the  heart  in  all  its  parts  is 
unable  to  withstand  the  strains,  which  may  come  to  it,  as  well  as  in  earlier 
periods.  The  chief  causes  of  valvrdar  lesions  may  t>e  placed  in  three  divisions, 
aamely:  (1)  those  due  to  infectious  diseases,  particularly  rheumatism,  which 
may  leave  l>ehind  damage  which  only  becomes  ap]>arent  when  age  or  some 
unusual  strain  weakens  the  heart  muscle;  (2)  fibroid  or  sclerotic  changes 
ensuing  as  a  result  of  age,  gout,  syphilis,  aiid  alcoholism;  (3)  definite 
myocardial  degeneration  and  (Hlatation  which  does  not  cause  flirect  but 
indirect  valvular  failure  in  functioojas  described  elsewhere.  (See  Relative 
InsuflSciency.) 

Experience  in  the  larger  London  hospitals,  some  fifteen  years  ago,  led  me 
to  believe  that  cardiac  valvular  disease  was  much  more  common  in  England 
than  in  America.  It  is  interesting  to  note,  however,  that  tliis  view  is 
incorrect,  for  out  of  59,762  me<]ical  cases  which  are  recorded  in  hospitals 
in  London,  there  were  3059  cases  of  valvular  heart  disease,  or  a  percentage 
of  5.1;  and  out  of  9 l,9tS5  medical  cases  in  ho.spitals  in  different  cities  in  the 
United  States,  there  were  410S  cases  of  valvular  disease,  or  a  percentage 
of  4.4.  The  actual  difference  in  frequency  iu  England  and  America  is, 
therefore,  not  verj'  marked,  not  only  as  regards  endocarditis,  but  acute  rheu- 
matism aa  well.     (See  Acute  Rfieumatisni.) 

Valves  Affected. — Series  of  statistics  differ  somewhat  as  to  the  relative 
fre<]uency  with  which  different  valves  are  affected.  One  difficulty  is  that 
there  has  never  Ix^en  a  sufficiently  large  collection  of  statistics  to  give 
results  free  from  error.  Another  difficulty  lies  in  the  differentiation  of  true 
and  false  aortic  stenosis;  for  it  is  evi<lent  that  certain  statistics  which 
give  a  large  percentage  of  this  lesion  include  cases  in  which  there  is  not 
true  simple  stenosis  (which  is  quite  rjire  without  regurgitation)  and  cases  in 
which  atheroma  and  aortic  roughening  cause  a  systolic  aortic  murmur. 

All  clinicians  and  pathologists  are  in  accord  in  stating  that  mitral  re- 
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gurgitation  is  the  most  common  lesion  by  long  odds.  Jiirgensen  lias 
analyzed  2470  cases  of  valvular  cardiac  disease,  with  the  following  results 
as  to  the  relative  frecjuency  with  which  valvular  disease  occurs:  mitral 
disease^  1616;  aortic  disease,  457;  pulmonary  valvular  disease,  56;  tricuspid 
disease,  10;  associated  aortic  and  mitral  disease,  224;  associated  mitral  and 
tricuspid  disease,  45;  lesions  at  the  mitral,  aortic,  and  tricuspid  valves,  24; 
and  at  the  aortic  and  tricuspid  valves,  2.  Unfortunately  he  does  not  state 
what  the  lesions  are — i.  f.,  regurgitant  or  stenotic.  It  is  an  open  question. 
too,  how  many  of  the  cases  of  so-called  mitral  disease  and  tricuspid  disease 
were  secondary  murmurs  due  to  dilatation  of  those  orifices  and  not  to  true 
valvular  defects. 

Some  years  ago,  T.  G.  Ashton,  my  then  chief  of  clinic  at  the  Jefferson 
Hospital,  made  an  analysis  of  1024  cases  of  valvular  disease  met  with  in 
life  insurance  examinations.  His  results  showed  that  of  these  557  were  cases 
of  mitral  regurgitation,  136  were  aortic  stenosis,  47  were  aortic  regurgitation, 
32  were  mitral  stenosis,  and  1 1  tricuspid  regurgitation.  I  believe  that  these 
statistics,  while  accurate  in  themselves,  are  to  some  extent  misleading,  and 
that  the  proportion  of  cases  of  aortic  stenosis  is  too  high.  (See  article  on 
Aortic  Stenosis.)  The  following  figures  obtained  by  the  analysis  of  908 
cases  of  valvular  heart  disease  treated  in  Westminster  Hospital,  I^ondon, 
show  that  the  most  common  single  lesions  are  mitral  regurgitation,  mitral 
stenosis,  aortic  regurgitation,  and  aortic  stenosis.*  in  onler  of  arrangement, 
and  that  of  double  lesions  at  one  orifice  the  relative  frequency  is  double 
aortic,  double  mitrah  double  pulmonary,  and  double  aortic  with  double 
mitral.  Mitral  regurgitation  quite  frec]uently  occurs  as  the  result  of  aortic 
regurgitation,  through  dilatation  uf  the  mitral  orifice. 

Mitral  disease  affects  more  women  than  men;  aortic  disease  more  men 
than  women. 

Aortic  regurgitation  is  the  most  fatal  lesion.  Mitral  stenosis  ranks  second 
in  fatality,  aortic  stenosis  third,  anrl  mitral  regurgitation  fourth.  The  mor- 
tality of  double  aortic  lesions  is  greater  than  that  of  double  mitral. 

The  statistics  of  A.  T.nekhart  Gillespie,  based  on  a  study  of  1914  cases 
treated  in  the  Edinburgh  Royal  Infirmary,  are  especially  interesting  in  that 
they  show  the  mortality  of  valvular  lesions  in  the  two  sexes  acconling  to 
age.  Gillespie  found  that  the  maximum  mortality  in  males  with  aortic 
incompetence  or  stenosis  occurs  between  the  age  of  fifty  and  sixty-nine, 
but  in  those  with  double  lesions  the  yeArs  from  twenty  to  twenty-nine  are 
those  with  the  highest  mortality.  The  female  maximum  mortality  in  aortic 
incompetence  and  aortic  stenosis  falls  between  the  years  of  forty-nine  and 
fifty.  Mitral  stenosis  proves  most  fatal  at  from  thirty  to  thirty-nine  years 
in  males,  and  from  forty  to  forty-nine  in  females.  The  ileath  rate  in  females 
between  twenty  and  twenty-nine,  forty  and  forty-nine,  and  fifty  and  sixty- 
nine  is  higher  thnn  in  males  at  similar  perifMls.  The  death  rate  in  mitral 
incompetence  in  both  sexes  rises  progressively  with  the  age.  In  cases  of 
double  mitral  lesion,  the  male  maxiinutii  mcirtality  falls  between  thirty  and 
forty-nine,  and  in  the  female  between  fifty  and  sixty-nine. 

^  This  prob&bly  rafart  to  tru«  rtanoM  and  not  to  oaaes  in  which  only  the  Aortie  igntotic  murmur  wma 
pr«Mnt.    (Sm  Aortio  St«no8ia.) 
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Before  proceeding  to  a  consideration  of  the  various  valvular  lesions  it  is 
essential  that  the  nieohanisin  of  the  valves  in  he^iith  and  disease  be  dearly 
understofKi  (Fig.  69).  The  cardiac  valves  are  arranffod  in  such  a  way  that 
they  prevent  a  reHux  of  hlao4l  into  that  cavity  which  die  bloud  has  just  left 
in  the  progress  of  the  normal  circulation.  As  a  nile,  these  valves  are  capable 
of_  fitting  together  so  tightly  that  they  completely  and  effectively  close  the 
onfice  which  they  guard,  but  even  without  the  presence  of  any  condition 
of  dis4*ase  they  may  at  times  give 
way,  and  permit  some  reflux.  The 
moderate  reflux  occurring  <luring  great 
muscular  strain  may  Ik.-  regarded  as 
a  physiological  attempt  to  relieve  the 
blood  pressure  in  the  cardiac  cavities, 
and  if  it  is  not  maintained  for  too 
great  a  length  of  time  it  dOcs  no  harm. 

It  must  also  be  recalled  that  there 
are  at  least  two  ways  in  which  th*s 
cardiac  valves  may  become  incompe- 
tent to  prevent  reflux  of  blood.  In 
the  first,  and  by  far  the  most  common 
t^-pe,  the  valves  are  diseasetl,  as  already 
described  in  the  article  on  endocar- 
ditis, so  that  they  cannot  become 
clfkiely  appro.\imated»  or  they  are 
glued  together  in  such  a  way  that  the 
same  result  is  achieved,  and  so  tiiey 
also  obstruct  die  flow  of  blood.  In 
the  secofid  type  the  rings,  which  form 
the  bases  of  the  valves  and  the  mar- 
gins of  the  orifices,  yiehl,  an<l  as  they 
relax  the  orifice  becomes  too  large  to 
be  closed  by  the  valves,  which  may  still 
lie  practically  normal  in  themselves. 
This  condition  exists  for  a  brief  space 
of  time  in  acute  cardiac  strain,  as  just  ^^^  auricuUr  wall.  producinR  prwwure  on  the 
stated.  It  persists  for  a  long  tune  or  iccentuat«d. 
l)ecomes  permanent  in  instances  where 

the  heart  is  feeble  and  (he  strain  is  very  severe  or  prolonged,  and  it  is  fre- 
quently found  in  cases  of  dilatation  and  feebleness  of  the  heart  muscle. 

Those  forms  of  valvular  incomjietence  which  occur  in  athletes  or  others 
after  severe  exertion  can  therefore  lie  put  asifle  as  beyond  the  scope  of 
these  particular  pages,  although  they  will  again  be  discussed  under  the 
head  of  functional  disorders  of  the  heart. 

In  those  cases  in  which  the  valve  becomes  incompetent  to  close  an  orifice, 
and  so  permits  regurgitation  to  take  place,  the  failure  of  the  valve  is  so 
gradual,  as  a  rule,  that  there  develops  simultaneously  an  increase  in  the 
size  and  strength  of  the  heart  muscle,  so  that  it  may  by  increased  power 
and  activity  compensate  for  the  leakage  which  occurs.    As  a  result  it  very 


Dl&gram  modified  from  Pnge  to  ihow  the  rcUUnn 
of  the  TAiloui  TftlvcR.  A  study  nf  ibia  diaffram 
will  render  clear  the  time  of  the  various  cardiac 
mnnniira.  Thus  In  luitral  reKurgltAtiuii  the  hluud 
peK!i>et  back  fnym  ihc  leA  vcutrlcle  to  the  lea  auri- 
cle during  syiitole,  and  li  dammed  up  lu  the  pul- 
monary vclnii,  the  ojienliigs  of  which  are  seen  fu 
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frequently  happens  that  this  compensatory  hypertrophy  is  fully  equal  to  tlie 
increased  demands  made  on  the  heart  muscle,  and  not  until  the  cKX'urrencc 
of  a  severe  illness,  or  until  adviincing  years  impairs  the  power  of  its  fibres, 
are  any  manifestations  of  valvular  lesions  to  l>e  found  in  the  patient*  save 
the  physical  signs  of  Iiy[>ertrophy  and  the  murmur  caused  by  the  regurgitating 
blood.    Sometimes  even  the  murmur  may  disap|>ear  for  a  time. 

In  cases  in  wliich  a  valve  is  ruptured  or  severely  damaged  by  disease  so 
that  it  fails  in  its  function  before  the  heart  can  undergo  compensatory 
hypertrophy,  we  often  see  signs  of  great  circulatory  embarrassment  from 
the  very  first  part  of  the  illness. 

In  all  cases  of  valvular  disease  in  their  early  stages  much  depends 
upon  the  inherent  strenfjth  of  tlie  heart  muscle  and  its  ability  to  increase  in 
power,  and  therefore  it  is  evident  that  it  is  of  vital  importance  for  the 
patient  to  rest  at  this  period  in  order  that  the  strength  of  the  heart  may  be 
conserved,  and  in  order  that  it  nniy  not  he  subjected  to  a  severe  strain  with 
associated  dilatation  at  the  most  critical  perioii  of  its  existence.  This  is 
the  more  irnpf>rtant  l)ecause  diseases  which  S4?condarily  infect  the  valves 
usually  impair,  to  some  extent  at  least,  the  myocardium  as  well. 

In  health,  wlien  the  valves  are  intact,  the  heart  always  possesses  a  con- 
siderable degree  of  reserve  energy  and  power,  using  only  a  small  part  of 
its  store  of  energy  in  a  day's  work.  :Vs  a  consequence  a  healthy  man  can 
run  a  considerable  distance,  or  leave  his  desk  and  go  hunting,  without 
engendering  anything  more  than  fatigue  of  his  vohintary  muscles  and  some 
healthy  cardiac  tire.  This  reserve  energy  is  kept  for  just  such  purposes. 
On  the  other  hand,  if  a  man  who  is  a  sufferer  from  valvular  or  myocardial 
disease,  even  if  he  is  seemingly  in  perfect  health,  attempts  to  follow  the 
first  one,  he  soon  begins  to  sulYer  from  cardiac  embarrassment,  and  if  he 
persists  may  become  very  gravely  ill  from  acute  cardiac  failure,  and  rupture 
his  comjjensation  by  excessive  exercise  to  such  an  extent  that  he  may  l>e 
bedridden  for  the  rest  of  his  days.  In  the  latter  instance  nearly  all  his 
reserve  energy  is  being  used  daily  in  the  maintenance  of  a  normal  circula- 
tion and,  having  little  reserve,  he  cannot  undertake  feats  that  demand  great 
calls  upon  his  reserve.    This  is  illustrated  in  the  following  squares: 


Reserve 
EQcrg\' 


In 

Const^int 
Tse. 


Reserve 
Energj* 


In 

Constant 
Use. 


All  Energy 
In 

Constant 
Use. 


In  health,  large  ivserve. 


In  diseaae,  small  reserve. 


Far  advanced  diaeftae. 


no  reserve 


In  the  last  square  it  is  seen  that  all  the  reser\T  is  in  constant  use,  and, 
therefore,  if  any  extra  exertion  is  mailc,  the  heart  promptly  fails  ami  death 
may  occur.  Even  in  those  cases  in  which  sufficient  hj-pertrophy  develops 
to  adequately  compensate  for  the  leak  in  the  valve,  the  heart  is  never  as 
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capable  for  work  as  in  health  because  the  reserve  is  never  restored  com- 
pletely and  the  degree  of  leakage  may  increase  at  any  moment  of  strain. 

A  consideration  of  these  facts  makes  one  therapeutic  fact  stand  pre- 
eminent above  all  others,  namely,  that  rest  is  the  chief  measure  to  be  insti- 
tuted whenever  compensation  is  failing,  as  by  rest  alone  can  we  expect  to 
restore  reserve  energy. 

These  remarks  have  so  far  dealt  with  regurgitant  conditions.  In  stenosis 
of  the  cardiac  orifices  the  same  facts  hold  true,  for  in  such  cases  the  question 

Fro.  70 


A  lonrc  vecetatinn  on  th*  niitraJ  leaflet.     (KaM  ami  Kumpler.)     It  can  Ixt  rradJIy  f*fn  that  this 
would  cauiM!  both  a  niitrAl  ubfllruclive  aud  a  mitraJ  reeurcitant  cnurmur. 

is  whether  the  heart  muscle  possesses  enough  strength  to  drive  the  blood 
through  the  obstructed  area. 

Given  a  case  of  valvular  disease  the  prospects  of  survival  depend  ahnost 
entirely  upon  the  ability  of  the  heart  to  undergo  coinf)ensatory  hyfjertrophy, 
and  therefore  the  prognosis  depends  largely  upon  the  state  of  the  muscle, 
the  absence  of  arteriocapillury  fibrosis,  which,  if  present,  strains  the  heart 
and  wearies  \t,  the  ability  of  the  patient  to  pur.stie  an  easy  occupation  and 
his  willingness  to  avoid  habits  of  life  whicli  strain  the  heart. 

With  these  preliminary  remarks  we  may  pass  on  to  a  discussion  of  the 
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individual  valvular  lesions,  taking  up  first  of  all  the  most  common  of  them, 
namely: 

Mitral  Regurgitation. — Mitral  regurgitation,  often  called  "mitral  incom- 
petency" or  "mitral  iiisufliciency,"  depends  in  the  great  majority  of  cases 
upon  thickening,  shortening,  or  distortion  of  the  mitral  leaflets,  those  bicuspid 
valves  whicli  in  health  giianj  the  left  auriculoveiitriciilar  orifice,  in  such  a 
way  that  tlie  hlood  wlieri  pressed  upon  by  the  contracting  walls  of  the 
ventricle  cannot  regurgitate  into  tlie  left  auricle. 

Associated  with  tliis  valvular  defect  there  are  usually  vegetations  on  the 
edges  of  the  valves  which  prevent  proper  approximation  of  their  etlges. 
The  chorda;  tcn<liiiea%  which  extend  from  the  ventricular  wall  to  the  leaflets 
for  the  purpose  of  giving  them  support,  are  shorteneil  so  that  they  will  not 
permit  the  full  movement  of  the  vulves.  In  some  instances  tlie  valves,  their 
fibrous  bases,  the  chordfc  teiidineie,  and  even  tlie  endocardium  are  so  com- 
[)!etely  calcareous  that  the  ordinary  physiological  functions  of  the  part  are 
impossible.  It  is  evident  that  it  is  almost  impossible  for  such  advance<l 
changes  to  he  present  without  at  the  same  time  causing  some  obstruction 
to  the  fiow  of  blood  fron)  the  auricle  to  the  ventricle,  and  therefore  we  find 
that  in  nearly  all  cases  of  well-developci!  mitral  regurgitation  some  mitral 
stenosis  also  exists. 

Pathology. — The  morbid  anatomy  has  already  been  discussed  under  the 
heading  of  Endocarilitis.  The  morbid  physiology  or  patliology  of  mitral 
regurgitation  is  as  follows: 

IDuring  systole  the  blood  from  the  left  ventricle  in  cases  of  mitral  regurgi- 
tation Hows  ill  two  ilirections.  A  larger  part  escapes  into  the  aorta,  as  in 
health,  antl  a  smaller  part  of  it  regurgitates  through  the  imperfectly  guarded 
mitral,  or  left  auriculoventricular  orifice,  into  the  left  auricle.  The  results 
of  tliis  regurgitation  are  multiple.  In  the  first  place  the  auricle  receives 
more  bl<x)d  during  diastole  than  is  normal,  for  it  receives  not  only  the  blrxxl 
which  comes  to  it  from  the  pulmonary  veins,  but  it  also  receives  the  blood 
which  regurgitates  from  the  left  ventricle.  This  excess  of  blood  requires 
the  auricle  to  dilate  l>eyond  its  ordinary  capacity,  and  if  the  excess  of 
blood  is  great  this<lilfttationof  necessity  means  distention.  If  the  regurgitation 
progresses  gradually  there  is  developed  a  certain  amoimt  of  h\^rtrophy 
in  the  aurictdar  walls  which  enables  the  auricle  when  it  contracts  to  empty 
itself  completely  and  to  prevent  continuous  overdistention,  but  the  muscular 
fibres  in  the  auricle  are  never  well  developed  as  compared  to  those  of 
the  ventricle,  and  therefore  compensatory  hi^pertrophy  can  never  be  so 
complete. 

The  second  result  of  this  lesion  is  dilatation  and  hypertrophy  of  the  left 
ventricle,  which  is  due  to  several  causes,  namely,  the  fact  that  when  the 
left  auricle  euipties  itself  it  delivers  to  the  ventricle  an  excess  of  blood  over  the 
normal  cpiantity,  for  the  reasons  just  given  To  linhl  this  excess  of  blood 
the  ventricle  must  dilate,  and.  to  expel  it  on  contraction,  the  ventricle  must 
undergo  hypertrophy.  The  general  system  still  requires  as  much  blood 
as  before,  and  in  order  to  provide  it  with  that  quantity  the  ventricle  must 
increase  its  activity  in  order  that  the  amount  lost  by  regurgitation  may  be 
compensated  for  by  increased  cardiac  action. 
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The  third  result  is  found  in  dilatation  an*l  hypcrtropby  of  the  right 
ventricle,  the  lulx)rs  of  which  are  increased  hy  the  fact  that  the  engc»rgemeiit 
of  the  left  auricle  renders  it  difficult  for  the  pulmonary  veins  to  empty 
themselves  into  it.  As  a  consequence  they,  and  their  tributary  l)ranclies, 
become  engorged,  raising  the  resistance  in  the  pulmonary  vessels,  and  so 
the  right  ventricle  finds  it  less  easy  to  purnj)  blood  through  the  lungs. 
If  the  pulmonary  engorgement  is  veiy  ntarked,  and  dilatation  develops 
in  the  right  ventricle  more  rapidly  than  dc»cs  comiiensator}^  h>^>ertrophy, 
there  is  profluced  an  insufficiency  of  the  tricuspid  valves  guarding  the  right 
auriculoventricular  orihce. 

Fourth,  the  right  auricle  now  feels  the  same  stress  as  was  felt  primarily 
by  the  left  auricle,  and  it  undergoes  dilatation  and  hypertrophy,  but  this 
hypertrophy  is  rarely,  if  ever,  adequate  to  tlie  task  set  before  it,  and  us  it 
fails  to  properly  empty  itself,  evidences  of  engorgement  of  the  systemic 
veins  becomes  manifest  in  that  they  become  swollen,  the  liver  and  kidneys 
are  congested,  and  cedema  develops  in  the  lower  extremities. 

Fifth,  certain  definite  changes  take  place  in  the  lungs.  As  a  result  of 
their  being constiintly  engorged  with  blood,  they  sutler  from  hrowTi  induration 
and  atheromatous  change-s  ap})ear  in  the  pulmonary  arteries  and  veins  as 
years  go  by.  Finally,  when  the  systemic  veins  are  engorged  we  find  in 
a<ldition  serious  congestion  at  the  bases  of  the  lungs  as  a  result  of  impotence 
of  the  right  ventricle  and  obstruction  to  the  flow  of  blofKl  from  the  pulmonary 
veins. 

Lastly,  we  find,  at  autopsy,  in  these  cases  red  atrophy  of  the  liver  and 
engorged,  cyanotic  kitlneys. 

In  those  cases  in  which  there  is  no  primar}^  disease  of  the  mitral  leaflets, 
but  in  which  they  fail  because  of  acute  <Iilatution  of  the  ventricle  so  tliat 
the  auriculoventricular  orifice  is  widened  atnl  the  valves  cannot  close  it, 
there  is  developed  the  same  train  of  symjvtonis  save  that  they  are  more 
rapid  in  onset  and  more  severe.    This  condition  develops  after  great  cardiac 

lin,  in  which  the  aortic  valves  are  rupture<l  or  the  left  ventricle  and  its 
luriculoventricular  orifice  greatly  dilated.  The  resulting  engorgement  of 
the  lungs  may  be  so  severe  that  their  liloodvessels  may  rupture  and  profuse 
hwraoptysis  ensue.  TTiese  patients  nearly  always  succumb  shortly,  or  remain 
chronic  invalids,  because  the  stress  develops  so  suddenly  that  compensatory 
h\7>ertrop!iy  cannot  take  place.  We  have,  therefore,  an  apparent  paradox, 
namely,  that  actual  disease  of  the  mitral  valves  is  rarely  so  serious  in  its 
cnnsequences  as  is  incompetency  of  these  valves  due  to  other  causes. 

Still  another  cause  of  mitral  incompetence,  aside  from  actual  primary 
valvular  disease,  is  Bright  s  disease,  wliich  increases  arterial  tension  and 
thereby  throws  an  increased  strain  on  the  left  ventricle  an<l  the  mitral  valves 
when  the  blood  is  to  be  thrown  out  into  the  aorta.  Usually  in  these  cases 
the  renal  condition  in<lirectly  impairs  the  power  of  the  ventricle,  rentlering 
its  nutrition  faulty  tiirough  impoverishment  of  the  blood  and  toxaemia, 
and  valvular  failure  then  arises  as  a  result  of  gradual  widening  of  the 
auriculoventricular  orifice. 

Symptoms. — It  must  be  evident  from  what  has  just  been  said  that  many 
cases  of  mitral  regurgitation  may  present  no  symptoms  for  years  after  the 
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lesion  is  established,  for  as  it  develops  so  does  a  compensatory  hjpertrophy 
develop.  It  is  only  upon  extra  exertion,  which  the  heart  is  not  prepared  to 
meet,  that  symptoms  of  cardiac  embarrassment  ensue,  and  if  the  exertion 
is  not  very  severe  and  not  repeated,  the  dyspnwa  and  palpUafion  from 
which  the  patient  suifers  may  be  considered  by  him  as  due  to  indigestion. 
If  no  illness  impairs  the  heart  muscle  and  no  laborious  pursuit  causes  it  too 
great  stress,  the  patient  advances  in  comfort  to  old  age,  when  s^Tnptoms 
develop  as  a  result  of  the  fact  that  his  arterial  tension  gradually  increases, 
thereby  giving  his  heart  more  work  to  do  at  each  beat,  and  at  the  same  time 
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HhowlnfiTAt  zthe  ft|it*x  boiU.  whoru  till- innriiiui -• '<:  m  ii^il  ivuiiiKitiitioit  and  nliatruction  cftti  he  bMd 
heard.  The  nrrow  |>ointinK  to  the  Mxilln  indieifctcs  the  direction  in  which  Ute  rfgurftttiinl  mumiiir 
la  tmnsmlttod,  and  the  arrow  pointing  to  the  sternum  the  direction  uf  tranAmluion  of  the  obsiructfre 
raumiur. 

his  heart  muscle  undergoes  the  changes  incident  to  advancing  years.  Under 
these  conditions  compensation  **  ruptures,"  to  use  tiie  ordinary  term  applied 
to  this  unfortunate  state,  and  subjective  and  objective  signs  appear. 

The  subjective  symptoms  (that  is,  those  felt  by  the  patient)  vary  consider- 
ably in  the  early  and  mild  degrees  of  failing  compensation.  In  some  iastances 
shortness  of  breath  on  exertion  brings  the  patient  to  tlie  physician,  in  other 
instances  dirjestive  disturbances  <lue  to  hepatic  congestion  and  secondary 
gastric  catarrh  are  complained  of,  and  in  others  the  patient  may  com- 
plain of  a  cough,  which  is  due  to  a  mild  pulmonary  conge.stion  and  bron- 
chitis having  its  origin  in  the  cardiac  failure.  In  still  another  class  tlicy 
may  suffer  excessively  from  cold  in  mo<lerately  cold  weather,  and  perhaps 


CHROMC  VALVULAR  DISEASE  AS  A  RESULT  OF  ENDOCARDITIS     497 

l)ecoTne  easily  fatigued  while  walking  in  cold  air  because  the  cold  contracts 
the  peripheral  capillaries  and  so  increases  the  labor  of  the  heart.  When 
the  failure  of  the  heart  is  well  marked,  then  ilyspna^a,  inabihty  to  lie  (!own 
because  of  oppression,  ami  pain  in  the  epigastrium  are  perhaps  the  symptoms 
of  which  the  patient  will  inusl  com[>lain. 

The  objective  symptoms  (tluit  is,  those  seen  by  the  physician)  are  even 
more  characteristic.  The  capillary  circulation  is  siifhcieutly  impjiired  to 
pro<iuce  some  stasis  and  consccjuent  ctjanosir^  oj  the  lips  antl  finger-tips  or 
even  of  the  face.  The  fingers,  particularly  in  young  persons  in  whom  the 
iHsease  has  lasteil  for  some  time,  are  duh-ahapfd — (hat  is,  they  do  not  taper, 
but  have  thickenetJ  tips;  there  is  more  or  \i:^s(rdema  of  the  feet  and  ankles, 
and  perhaps  hlood-^ pitting  as  a  result  of  intense  pulmonary  engorgement 
or  infarction. 

Physic.vl  Signs. — The  physical  signs  in  such  a  cnse  are  usually  w'ell 
developed.  Inspection  of  the  praTonliuni  reveals  a  ihfTuse  ami  perhaps 
forcible  aptw  l)eat.  PidjKtfion  show.s  a  distinct  thrill  in  chililren,  and  in 
this  class  of  patients  this  thrill  can  frequently  be  seen  as  well.  The  apex 
beat  may  be  distinctly  felt  well  outside  nnd  below  the  nipple  line.  If  the 
compensating  hypertrophy  is  well  developed  the  apex  beat  may  be  forcible^ 
but  if  compensatory  hy[>erlropliy  is  lacking  it  is  fetdile  and  diffuse.  On 
percussing  the  pra^conliuin  the  normal  area  of  cardiac  dulness  will  be 
found  to  be  enlarged.  This  enlargement  is  usually  transverse  or  lateral, 
so  that  it  may  extent!  to  the  right  ctlge  of  the  stenuim  owing  to  enlarge- 
ment of  the  right  ventricle,  and  as  far  as  the  left  of  the  nipple  from 
dilatation  and  hypertn>[)hy  of  the  left  ventricle. 

Auscultation  provides  us  with  the  signs  that  determine  the  exact  nature 
of  the  lesions,  for  the  signs  so  far  described  are  not  distinctive  of  mitral 
regurgitation.  When  the  car  of  the  pliysiciaii  is  a]>|tlic<l  over  the  apex  of 
the  heart  there  is  heani  a  soft,  and  often  quite  loud,  niunimr,  which  occurs 
synchronously  with  the  apex  beat,  or  with  systole,  or  contraction  of  the 
ventricle.  This  murmur  is  transmitted  to  the  left  axilla,  and  it  may  be 
to  the  angle  of  the  left  scapula.  If  it  is  very  loud  it  may  be  heard  in  any 
part  of  the  che.st.  If  the  regurgitation  is  great  enough  to  cause  engorge- 
ment of  the  lung  the  pulmonary  second  sound,  due  to  a  (juick  shutting 
of  the  pulmonarj-  valves  guarding  the  orifice  of  the  piilmonary  artery,  may 
W  louder  than  normal.  This  is  best  heard  at  the  third  left  costal  cartilage. 
AVhen  the  regurgitation  is  severe  enough  to  have  resulted!  in  tricuspid 
regurgitation  from  engorgement  of  die  riglit  si<_te  of  the  heart,  there  nniy  l)e 
heard  at  the  fifth  costa!  cartilage  on  the  riglit  side  a  comparatively  soft 
systolic  murmur  due  to  this  secon<lary  leak,  but  in  some  instances  the 
mitral  murmur  completely  obscures  the  tricuspid  murmur.  In  others  the 
tricuspid  murmur  can  he  heard  only  at  the  ensiform  cartilage. 

It  is  of  \'ital  importance  for  the  physician  to  recall  the  fact  that  a  nnirmur 
so  slight  as  to  be  almost  inaudible  is  not  an  indication  of  the  presence  of 
a  small  and  unimportant  lesion  of  the  mitral  valve.  On  the  contrary,  the 
pre.sence  of  a  faint  murmur  liften,  l>ut  not  always,  indicates  that  the  heart 
is  too  feeble  to  drive  the  blood  with  sufJicient  force  to  make  the  murmur 
clearly  audible. 
32 
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The  pulse  of   mitral  regurgitation  varies,  of  course,  with  the  extent  of 

the  lesion  and  the  de)an"ee  of  compensation.  It  is  usually  nearly  normal, 
though  lacking  somewhat  in  volume  even  when  coraj^ensation  is  complete. 
It  Is  irregular  and  small  when  compensation  is  insufficient.  When  com- 
pensation is  ruptured,  it  is  very  small  and  hohbling. 

Diagnosis. — It  is  desirable  to  separate  mitral  regurgitation  due  to  dila- 
tation of  the  mitral  orifice  from  mitral  regurgitation  due  to  true  valvular 
disease.  This  is  in  many  cases  impossible  if  the  action  of  the  heart  is 
already  seriously  impaired,  the  more  so  because  in  many  instances  the 
secondary  dilatation  produces  some  wiilening  of  the  orifice.  While  the 
physical  signs  may  not  be  distinctive  the  absence  of  any  history  of  rheu- 
matism or  other  infection  which  affects  the  valves,  and  the  presence,  or 
history  of  the  pre^senci?,  of  any  exhausting  illness  which  weakens  the  heart 
muscle,  or  of  any  strain  which  has  dilated  the  orifice,  would  indicate  that 
dilatation  rather  than  true  valvular  disease  is  present.  This  is  particularly 
true  if  the  strain,  though  moderate,  has  occurred  during  convalescence, 
while  tlie  heart  is  weak.  This  differentiation  is  important  because  in  some 
cases  with  returning  health  and  strength  the  leak  may  cease  and  perfect 
recovery  ensue,  whereas  if  the  valve  is  actually  diseased  good  health  can  only 
come  from  compensatory  hypertrophy  and  the  murmur  will  probably 
always  persist. 

The  possibility  of  a  murmur  being  due  to  anfcmia  is  also  to  l)e  recalled, 
but  luemic  murmurs  are  usually  very  soft  and  are  best  heard  near  the 
has?  rather  than  at  the  apex. 

The  diagnosis  of  mitral  regurgitation  is  therefore  chiefly  based  upon  the 
presence  of  a  murmur  heard  most  clearly  with  systole  at  the  apex  and  trans- 
mitted to  the  axilla. 

PrognosiR. — The  prognosis  in  a  case  of  mitral  regurgitation  depends  upon 
the  age  of  the  patient,  his  occupation,  the  general  condition  of  his  vitality, 
and  the  severity  of  the  lesion.  When  a  chihl  develops  mitral  disca:iic  it  often 
<loes  not  survive  puberty,  chiefly  Ijecause  dilatation  in  such  a  case  is 
usually  excessive  and  l>ecause  the  constnntly  increasing  demands  of  its 
growth  re*|uireof  its  heart  more  than  it  can  provide.  In  young  adults  who 
will  rest  after  damage  to  the  valves  during  an  attack  of  rVieumatism  until 
compensation  is  really  established,  the  prognosis  is  good,  |irovided  that  the 
subsequent  occupation  is  not  too  strenuous,  although  with  the  onset  of 
old  age  vascular  changes  will  probably  cause  breakdown.  In  feeble 
persons,  however,  the  prognosis  may  he  unfavorable  from  the  onset, 
particularly  if  hypertrophy  is  lacking  and  dilatation  is  marked.  In  old 
persons  the  prognosis  is  bad  for  obvious  reasons,  since  the  heart 
cannot,  at  this  time  of  life,  readily  gather  new  strength  to  meet  new 
demands. 

If  syphilis  or  alcoholism  are  factors  in  the  case  the  prognosis  is  grave,  and 
if  the  kidneys  are  diseased  the  prognosis  is,  of  coui*se,  very  bad.  So,  too, 
the  presence  of  arteriocapillary  fibnjsis  with  high  arterial  tension  is  a 
serious  or  grave  factor,  in  that  it  gives  the  heart  so  much  work  to  do.  (For 
the  relationship  of  this  lesion  to  age  and  mortality,  see  page  400  in  article 
on  Chronic  Valvular  Disease.) 


Treatment. — (This  is  discussed  at  the  end  of  the  articles  on  Valvular 
Disease.) 

k  Mitral  Stenosis.  Definition. —  By  mitral  stenosis  we  mean  a  condi- 
tion of  the  tissues  com[K;siii^  the  mitral  valves  or  surrounding  the  left 
auriculoventricular  orifice  wherehy  the  blood  is  prevented  from  passing 
with  nonnal  ease  from  the  left  auricle  to  the  left  ventricle.  It  is  some- 
times called  **  mitral  obstruction." 

Etiology  and  Pathology. — Mitral  stenosis  is  far  more  common  in  females 
than  in  nudes,  although  the  reason  for  this  is  not  clear.    Sir  Dyce  Duckworth 

f  found  that  out  of  264  cases  of  this  disease  177  were  females,  and  other 
^Uitistics  are  practically  in  accord  with  Duckworth's.  It  is  due  in  the  great 
Skjority  of  instances  to  gluing  together  of  the  mitral  valves  as  the  result 
of  acute  endocarditis  arising  from  acute  rheumatism. 
With  this  adhesion  of  the  valvt-s  there  is  often  luisociated  a  growth  of 
vegetations  on  their  edges  and  not  uncommonly  thickening  and  sclerosis  of 
the  chorda'  tendinea?,  the  papillary  muscles  and  the  leaflets  themselves,  so 
kthat  the  parts  lose  their  elasticity  and  are  so  stitfenet!  that  they  are  imahle 
to  move  out  of  the  way  of  the  lilood  stream  when  it  seeks  to  pass  into  the 
ventricle.  This  sclerotic  process  is  so  marked  in  some  cases  that  the 
tissues  may  seem  almost  cartilaginous  in  character,  and  in  advanced  life 
lime  salts  may  be  deposited  to  such  an  extent  that  the  fibrous  tissue  is 
calcareous  and  even  the  walls  of  the  ventricle  are  infiltrated  by  calcareous 
masses.  In  some  instances  the  adhesions  are  so  complete  that  the  valves 
form  a  funnel-shaped  tube  through  which  the  blood  must  find  its  way.  In 
other  instances  the  edges  of  the  valves  are  adherent  and  their  margins 
tliickened,  leaving  only  a  small  orifice  between  them,  forming  the  so-called 
"button-hole"  mitral  orifice,  and  in  still  other  cases  the  conjoined  edges  of 
the  valves  are  so  drawn  or  puckered  that  the  orifice  when  the  auricle  is 
opened  looks  like  the  normal  anus. 

The  funnel-shaped  ojH*ning  is  most  commonly  seen  in  children,  but  it 

is  not  always,  as  some  have  thought,  a  congenital   lesion;  (he  button-liole 

orifice  is  much  more  common  in  adults.    Sansoni  states  thai  the  proportion 

is  one  button-hole  to  eight  funnels  in  children,  and  that  as  adult  life  is 

^  reached  the  proportion  changes  to  twenty-five  button-holes  to  one  ftmnel. 

f      There  can  also  l*e  no  doubt  that  chronic  cin^tracted  kidney  with  associated 

'      arteriocapillary  fibrosis   not  ordy  causivs  niitrnl    stenosis,  but  that  even  the 

funnel-shaped  opening  just  described   may  be   developed   in   this  type  of 

cases.     The  studies  of  Duroziez  and  Huchard  in  France,  and  of  Goodhart, 

Sansom.  and  Pitt  in  England  prove  this  fact.    In  542  autopsies  in  cases  of 

interstitial  nephritis,  Pitt  found  mitral  stenosis  33  times. 

Tlie  results  of  mitral  obstruction   are  overdlstention  of    the  left  auricle 
^  and  scanty  blood  supply  to  the  left  ventricle.    The  engorgement  of  the  left 
H  auricle  results  from  its  inability  to  empty  itself,  and  leads  to  dilatation  and 
^  to  some  degree  of  hypertrophy.     In  some  instances  the  growth  of  muscle 
fibres  is  so  scanty  that  no  true  hy|)ertrophy  ensues,  in  others  they  seem  to 
become  actually  atmphied,  but  in  other  instances  very  complete  compen- 
satory hypertrophy  develops,  so  that  the  auricular  wall  is  distinctly  thicker 
than  normal.    Indeed,  it  may  appear  as  a  firm,  muscular  mass  which  does 
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not  collapse  at  autopsy  as  the  onJinary  auricle  is  wont  to  do.  Wliether 
hypertrophy  exists  or  not,  dilatation  is  always  present.  When  such  an 
auricle  i.s  opened  the  enilocardiura  is  often  found  to  be  thickened  and  a 
larainatetl  clot  may  line  its  cavity.  In  other  instances  poly|)oid  or  globular 
coagula  are  jiltaclied  to  the  auriculiir  waits,  and  these  globular  thrombi  may 
almost  fill  the  auricle.  At  times  the  thrombus  is  free,  acting  as  a  ball 
valve  in  the  auriculoventricular  orilice. 

The  wall  of  tlie  left  ventricle  in  these  cases  is  often  tliinner  than  usual, 
but  dilatation  and  hyixMirophy  may  l>e  present. 

Tlie  accumulation  of  hlood  in  the  auricle  leads  to  the  engorgement  of 
the  lung,  and  the  same  changes  occur  in  its  vessels  antl  tissues  that  have 
been  describe*!  under  "  Pulmonary  Congestion  "  and  "  I^Iitral  Regurgitation." 
So,  too,  the  right  ventricle  undergoes  hypertrophy  and  dilatation  fn>m  similar 
causes,  and  the  tncus[>i<l  valves,  even  more  frequently  than  in  mitral  regurgi- 
tation, give  way,  so  that  pulsation  of  the  jugular  veins,  pulsation  of  the 
liver,  and  oedema  of  the  lower  extremities  finally  develops.  Emlx)lisni 
often  occurs  in  mitral  stenosis,  and.  as  in  all  cases  of  emlwlism  arising  in 
t\n'  heart,  the  enilM>lus  usually  lodges  in  tlie  left  hemisphere  of  the  brain. 

If  the  narrowijig  of  the  auriculoventricular  orifice  is  not  progressive,  and 
if  the  auricle  un<lergoe.s  compensatory  hypei*trophy,  the  signs  of  advance*! 
disease  may  not  ensue.  It  is  only  when  auricular  hy|)ertmphy  fails  that 
the  malady  l>econ^es  manifest  and  causes  the  symptoms  of  canliac  failure 
which  in  all  respects  resendjle  those  described  under  mitral  regurgitation, 
save  tliat  (lie  venous  and  hepatic  pulsation  just  described  are  more  fre- 
quently present. 

Physical  Signs. — The  physical  signs  of  mitral  obstnjction  are  as 
follows:  Inspection  of  tlie  chest  may  revi'al  pulsation  at  the  a{>ex  of  the 
heart  near  the  nipple,  and  also  near  the  base  of  the  heart  close  to  the 
sternum,  in  the  second  or  third  left  intercostal  spaces.  Not  rarely  there 
may  be,  in  addition,  epigastric  pulsation.  If  a  straw,  or  piece  of  card- 
boanl,  be  placed  over  the  pulsating  sprats  at  the  apex  and  base,  it  will  be 
foun*l  that  they  do  not  move  .synchronously,  but  the  lower  one  moves  with 
the  ventricle  and  the  upjier  one  with  the  auricle.  It  has  Ijeen  claimed 
that  the  auricle  does  not  produce  this  upper  pulsation,  and  that  it  is  due 
to  the  movement  of  the  conns  arteriosus  of  the  right  ventricle,  but  this  is 
seemingly  disproved  by  the  fact  that  the  two  movements  are  not  syn- 
chronous with  sy.st*}le.  If  the  patient  be  a  child  these  pulsations  are  much 
more  noticeable  than  if  hi'  ln^  an  adult,  at  which  time  of  life  pulsation  may 
be  absent.  In  children  bulging  of  the  chest  wall  close  to  the  sternum  and 
near  the  epigastrium  may  lie  *|uite  marke*l,  an*l  if  pulsation  Ih*  well  dehned 
in  this  area  and  absent  from  the  region  of  (lie  ni[)}>le,  indicating  hyper- 
trophy of  the  right  ventricle,  the  diagnosis  of  mitral  stenosis  is  strength- 
ened, provided  that  adherent  pericardium  can  Ik?  exclude*!. 

PaljHifion  does  not  always  give  w^  much  information,  but  sometimes  it 
practically  *leci*les  the  diagn*>sis,  for  there  are  three  ,*/f/?w  on  palpation 
which  are  ncitewtfrthy  in  this  lesiun.  There  is  a  ihrilJ  which  is  prr- 
aysiolic  In  point  of  time  and  is  felt  in  the  fourth  or  fifth  interspace  inside 
the   nipple  line.     It  is  characteri2ed  by  sudden  arrest  at  the    moment  of 


I  systole.  This  sign  may  be  considered  diagnostic  of  mitral  stenosis  provided 
we  have  excluded  the  possibility  of  aortic  regurgitation,  which  sometimes 
causes  a  similar  sign.  This  thrill  may  be  present  at  one  time  and 
entirely  absent    at   another,    and    it   muy  be  absent  when   the  patient   is 

I  in  the  dorsal  decubitus  and  present  when  he  iserect,  or,  again  Jt  is  pres- 
ent after  exercise  and  absent  after  rest.  The  Hvcond  sign  of  some  im- 
portance in  the  diagnosis  of  this  disease  by  palpation  is  the  heaving 
^$-mpuhe,  felt  just  below  the  margin  of  the  last  costal  rarliliige  c>n  (he  left 
^Btde  without  such  impulse  near  the  nipple.  This  ha.s  already  been  spoken 
of  under  inspection  as  indicative  of  hypertrophy  of   the    right    ventricle. 
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MO  »hoi»»  nrmnf  Kr»'at<.'?l  intonwty  of  «  mltrnl  ohMlructlvo  murmur;  TR  MbowB  area  of  ^eatrMt 
inlntsity  of  a  Iru-impid  reirnri^tUinl  uuiriiiur.  Tlu-  ttim  liiifa  iii<li(-at«  the  area  in  which  is  felt  the 
ehafttcteritftic  thriU  of  inttnki  at«nosl«. 

Care  must  be  taken,  however,  that  signs  of  hypertrophy  of  the  left  ven- 
tricle are  really  absent,  for  it  sometimes  hap[>ens  that  an  overla[iping  of 
the  lung  covers  the  left  side  of  the  heart  so  that  it  does  not  transmit  its 
impulse  to  the  chest  wall.  The  third  ttign  on  palpation  is  the  discovery 
of  the  edge  of  the  enlarged  liver,  which  puhat€.\\  below  the  level  of  the 
floating  ribs  on  the  right  side.  Here,  again,  care  is  necessary,  for  it  often 
happens  that  the  liver  is  moved  by  a  transmitted  impulse  from  the  heart 
muscle  through  the  diaphragm. 

PrTt*\ismon  of  the  privcordiutn  may  reveal,  in  cases  of  mitral  stenosis,  a 
distinct  increase  in  the  area  of  cardiac  dulness  to  the  right*  with  comparatively 
little  extension  of  dulness  to  the  left.    This  is  due  to  the  enlargement  of  the 
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right  ventricle.  When,  however,  the  disease  is  far  advanced  and  the  heart 
is  greatly  dilated  or  hypertrophied  the  left  margin  of  dulness  is  distinctly 
extended,  and  in  such  cases  the  area  of  cardiac  dulness  to  the  left  of 
the  nipple  line  may  be  very  great. 

Awiiniltafi'on  is,  of  course,  the  most  important  aid  in  the  diagnosis  of 
mitnd  stenosis,  since  it  presents  no  less  than  six  poinis  of  interest.  The 
first  of  these  is  the  presence  of  a  mumnir  which  occurs  just  before  sys- 
tole, a  presystolic  iniirmur,  and  is  best  heard  l>etween  the  nipple  and  the 
sternum,  on  tlie  nii)])le  level  (Figs.  71  and  72).  In  most  cases  the  murmur  can 
only  \)v  lieanl  in  this  area,  but  in  some  instances  it  is  so  loud  as  to  extend 
all  over  the  chest.  The  murmur  is  usually  harsher  than  that  of  mitral 
regnrgitation,  antl  is  vibratory  in  character.  It  is  due  to  the  passage  of 
the  blood  tl*rou^h  the  obstructed  auriruloventricular  orifice,  and  it  ceases 
with  the  close  of  auricular  systole.  In  some  cases  the  murmur  may  ex- 
tend ail  through  ventricular  diastole.  At  times  it  is  so  metallic  as  to  be 
musical  rather  than  purring. 

Another  sign  of  imj>ortance  is  the  aerentuation  of  the  pulmonary  second 
sound,  which  is  best  heard  at  the  third  left  interspace,  and  is  due  to  the  high 
pressure  \n  the  pulinonurv  artery,  produced  by  back  pressure  on  the  column 
of  blood  in  the  lungs.  This  accentuation  is,  however,  not  so  constant  in 
stenosis  as  in  regurgitation  l>ecause  of  the  greater  irregularity  of  the  heart 
in  stenosis. 

A  third  sign  is  the  rrduplication  of  ifie  second  sovnd  of  the  heart  so 
that  it  appears  as  a  "tap-tap,"  or  resembles  the  ** postman's  knock.**  It 
is  very  characteristic  of  mitral  stenosis  and  is  heard  at  two  places:  at 
the  apex  and  at  the  base  of  the  heart.  It  is,  however,  supposed  to  be  due 
to  different  causes  at  each  spot.  At  the  apex  Sansom  believes  it  is  due  to 
the  suthlen  rush  of  the  blo<id  into  the  ventricle  through  the  narrow  orifice 
under  the  pressure  of  the  hypertrophied  auricle.  In  other  words,  this  sotmd 
is  associated  with  the  normal  pulmonary  and  aortic  second  sounds.  When 
this  reduplicated  secontl  sound  is  heard  at  the  base,  and  this  is  where  it  is 
usually  heard,  it  is  most  <liagnostic,  and  is  supjxxsed  to  be  due  to  an  a.syn- 
chronous  closure  of  the  atjrtic  and  pulmonary  valves,  but  in  all  probabiUty 
the  cause  is  similar  to  the  sound  at  the  apex.  This  is  sometimes  called  the 
"gallop  rhythm." 

The  fourth  sign  of  ira|X)rtance  is  the  loud  and  sudden  snapping  sound 
which  is  heani  at  the  close  of  systole  of  the  ventricle.  It  is  supposed  to 
be  due  to  forcible  .siiap]>ing  to  of  the  bicuspid  or  mitral  valves. 

The  fifth  sign  is  not  only  somewhat  indicative  of  stenosis,  but  much  more 
of  cardiac  breakdown,  namely,  absence  of  the  first  sound  of  the  heart  at 
the  apex. 

Still  a  sixth  sign  of  mitral  stenosis  Is  sometimes  of  value,  namely,  great 
irrcyidariiy  as  to  rhythm  and  force.  In  no  form  of  valvular  lesion  with 
rupture  of  compensation  is  the  heart  so  tumultuous  as  in  this  disease. 
As  already  stated,  the  absence  of  a  murmur  may  he  more  indicative  of 
grave  valvular  disease  Than  its  presence. 

Wlien  cardiac  breakdown  ensues  it  not  infrequently  happens  that  the 
presystolic  murmur  itself  disappears  because  the  auricle  is  too  feeble  to  drive 


r 


CHRONIC  VALVULAR  DISEASE  AS  A  RESULT  OF  EXDOCARDITIS     503 


I 
I 

I 


the  blood  through  the  auriculoventricular  orifice  with  enough  force  to  make 
a  raurmur. 

I  Diagnosis. — ^litral  stenosis  is  at  times  tlie  most  flifficult  of  all  (he  canliac 
lesions  to  diagnosticate,  chiefly  because  when  t-ompensatioii  is  ruptured  no 
murmur  may  be  present,  and  the  action  of  the  heart  being  exceedingly 
irregidar  its  sounds  are  confuse<l.  Again,  stenosis  is  so  frecjuently  associated 
-\\'ith  mitral  regurgitation  that  the  4loul>lo  nuirniur  nitiy  cause  confusion,  die 
more  so  as  only  one  murmur  may  be  present  at  one  time  and  l>oth  at  another 
•t.ime,  and  also  Ijecause  the  regtirgitant  murmur  is  often  so  lou*l  that  it 
<x>vers  the  stenotic  mumnir,  with  the  result  that  unless  the  physician  is  on 
"the  qui  vive  to  discover  the  less  noticeable  sound  it  is  overUwked.  In  cases 
■^'hich  are  manifestly  ones  of  mitral  stenosis  tlie  physician  nce<i  not  hesitate 
■to  express  an  opinion,  liut  in  the  obscure  forms  of  the  disease  he  should 
sJways  reserve  his  statement  until  he  has  had  an  opportunity  of  examining 
*he  heart  several  times  under  conrlitions  of  rest  and  exercise,  and,  j)erhaps, 
a.fter  the  use  of  digitalis  or  some  other  dnig  to  strengthen  the  muscle. 

As  the  physical  signs  have  aheady  been  thoi*oughly  describeil,  it  is  only 
necessary,  at  this  point,  to  differentiate  mitral  stenosis  from  those  con- 
<litions  which  resemble  it. 

Tlie  most  im[K)rtant  of  these  is  tlie  so-called  "Flint's  murmur"  first 
clescri)>e<l  in  bS02  by  Dr.  Austin  Flint,  of  New  York.  It  occurs  in  some 
cases  of  aortic  regurgitation,  uin]  is  sujiptjsed  to  l)e  ihni  to  the  regurgitating 
blood  striking  upon  the  mitral  valves  arut  chorda?  tendinere  in  such  a  way 
that  they  vibrate  ami  so  cause  a  sound.  This  sountl  is  diastolic  in  point 
of  time  because  it  occurs  after  the  bloo<I  has  been  sent  out  \uUy  the  aorta  and 
while  the  ventricle  is  receiving  more  blood  from  the  auricle  Its  time  of 
occurrence  is,  therefore,  practically  identical  with  the  murmur  of  mitral 
stenosis. 

The  following  points  make  the  difIerc*ntiation  between  mitral  stenosis 
and  ** Flint's  murmur"  in  most  cases,  although  in  some  cases  the  sepa- 
ration may  be  inijK)ssible.  In  cases  with  aortic  regurgitation  auscultation 
at  the  second  right  costal  cartilage  and  along  the  sternum  will  reveal  a 
diastolic  munnur  which  will  not  be  well  defined  in  these  areas  in  mitral 
stenosis  unless  the  mitral  murmur  is  so  loud  as  to  be  heani  pretty  much 
everywhere  in  the  chest.  The  pulse  in  aortic  regurgitation  is  cliaracterized 
by  a  full  wave  followed  by  a  sudflen  fall — the  **Corrigan  pulse" — whereas 
the  pulse  of  mitral  ohstnietion  is  a  fine  thread,  irregular  and  feeble. 
Again,  in  cases  of  aortic  regurgitation  with  "Flint's  murmur"  there  are 
rarely,  if  ever,  those  well-develi)ped  signs  of  pulmonary,  hepatic,  and  splenic 
engorgement  which  liave  been  described  as  oecurring  in  mitral  stenosis, 
nor  does  the  patient  so  fretpiently  suffer  from  ha?moptysis  due  to  pul- 
monary congestion  or  infarction.  Further  than  this,  the  sharp,  snapping 
first  sound  of  the  heart  characteristic  of  mitral  obstruction  is  not  present 
with  '*Flinl's  murmur." 

A  second  condition  resembling  mitral  stenosis  is  tricuspid  stenosis.  On 
general  principles,  this  latter  lesion  can  l>e  excluded  on  the  rule  of  probabili- 
ties, for  tricuspid  stenosis  is  an  excee<lingly  rare  lesion.  If  it  exists  it  is 
usually  heard  best  in  the  tricuspid  area  (the  area  of  the  fourth  right  inter- 
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costal  space),  but  it  may  l>e  clearly  heanl  in  the  mitral  area,  and  &s  tricuspid 
stenosis  and  mitral  stenosis  exist  together  in  some  oases  and  occur  simul- 
taneously, tliey  may  not  he  separable  an<J  nothing  l>e  known  of  the  lesion  on 
tiie  right  si<le  of  the  heart  until  autopsy. 


4 
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At  times  children  suffering  from  adhesive  pericarditis  present  a  presj'stolic 
sound  like  that  of  stenosis.  It  is  to  Iw  discovered  by  the  signs  of  adhesive 
jH'ricaniitis  (which  see).  In  every  case  of  valvulitis  due  to  rheumatism  we 
should  bear  in  mind  the  possible  if  not  the  pn>babk',  presence  of  adherent 
IK'ricardium.  The  presence  of  this  condition  is  rendered  likely  if  tiie  liver 
is  not  only  enlargi'd,  but  very  linn,  and  if  ascites  deveIo|>s  in  excess  of 
that  seen  in  cardiac  dropsy.  This  point  is  of  im[>ortance,  Ijecause  if  the 
pericarfliuin  is  adherent  we  cannot  exjjeet  very  good  results  from  digitalis 
nor  from  any  otlier  method  of  treatment. 

When  a  patient  ])resents  himself  with  a  dis*.>rdcred  circulation  and  con 
fuse^l  or  irregular  heart  sounds,  and  no  murmur,  it  must  l>e  recalled  that  while 
such  a  state  may  be  <lue  to  tobacco  heart,  it  may  also  be  causetl  by  mitral 
stenosis  with  no  murnuir. 

Prognosis. — Tlie  prognosis  of  mitral  stenosis  is  not  as  favorable  as  Ls  that^i 
of  raitral  regurgitation  or  aortic  stenosis,  and  children  nearly  always  suo^f 
cumb  to  it  l>efore  they  reach  adult  years.     Athtlts  who  have  a  severe  lesion  ^^ 
also  rarely  survive  for  muny  years  after  it  begins,  but  there  are  very  marked 
exceptions  to  this  rule.     Tlius,  1  have  under  observation  at  present  a  case 
of  mitral  stenosis  which  I  exaniine<l  twenty-two  years  ago,  and  who  was  told 
thirty  years  ago  that  the  lesion  existed.    During  all  these  years  (he  is  now 
sixty-nine  years  of  age)  he    has  led  a  very  active  life,  lK>th    physical   and 
mental,  with  no  cardiac   embarrassment,  although    he   had    an   attack  of 
luematuria  when  I  first  saw  him,  which  was  tine  to  an   infarction  of  the 
kidney.      During  this   time   he   has   taken   no   treatment,   except  at  rare. 
intervals,  his  compensation  l>eing  complete. 

In  young  women  witli  mitral  stenosis,  marriage  and  consequent  child- 
bearing  often  cause  rupture  of  compensation  and  death. 

Tlie  average  age  at  death  in  cjises  of  this  disease  is  stated  by  Sansom  tc 
be  about  thirty-two  and  seven-tenth  years.  (See  General  Discussion  of 
Valvidar  Lesions  and  Their  Effect  on  Mortality,  page  490.)  (For  treat- 
ment see  close  of  tliese  articles.) 

Aortic  Stenosis.    Definition. — Aortic  stenosis,  often  called  **  aortic  obstruc- 
tion," is  a  cor»dition  in  whicli  the  left  ventricle  finds  it  more  dirticult  than 
normal  to  exjx^l  the  blood  through  the  aortic  orifice,  l>ecause  this  orifice  is 
narrowed  by  <lisease.    The  murmur  w^hich  is  produced  by  the  bhxxi  under 
these  circumstances  is  systulic  in  [>oint  of  time,  for  it  occurs  as  the  left  ven- 
tricle expels  its  contents.    It  i.s  best  fieard  at  tlie  second  right  costal  cartilage^J 
or  under  the  sternum,  at  its  upper  portion.    It  is  of  vital  importance,  how-^H 
ever,  to  recall  the  fact  that  the  presence  of  a  systolic  nuirmur  at  this  point^^ 
is  not  necessarily  indicative  of  actual  obstruction  of  the  aortic  orifice.    An 
aortic  systolic  murmur  does  not  necessarily  mean  an  aortic  valvular  lesion. 
The  murmur  is  usually  ilue  to  roughening  of  the  lining  of  the  aorta  bj^^ 
atheromatous  plaques.    Aneurysm  may  also  be  provocative  of  such  a  sotmd.^^J 
So  rare  is  true  simple  aortic  obstruction  that  it  may  be  said  that  the  presence  " 
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of  a  systolic  aortic  murmur  is  in  most  cases  proluibly  not  due  to  this  lesion, 
unless  it  is  found  associiitwl  with  aortic  regur|;i(atioii.  Some  clinioians  of 
repute  assert  that  they  have  never  seen  pure  aortic  stenosis  without  regurgi- 
tation. Cabot  states  that  in  252  autopsies  made  at  the  Massachusetts 
General  Hospital  on  persons  with  valvular  disease,  there  was  not  a  single 
instance  of  uncomplicatetl  aortic  stenosis. 

Etiology. — The  causes  of  aortic  ol)structioi)  are  niuUiplc.  In  the  first 
place,  it  may  be  the  result  of  rheumatic  emiocarditis  of  so  severe  a  type  tliat 
not  only  the  mitral  but  the  aortic  valves  are  involved,  for  it  is  only  in  rare 
cases  that  rheumatism  attjicks  the  aortic  valves  and  leaves  the  mitral  valves 
untoucliefl.  In  such  a  case  the  endocardium  covering  the  valves  is  rouglicned 
in  patches,  and  upon  these  patches  is  dejK>sited  fibrin  from  tlie  lilood  stream, 
which,  with  proliferated  cells,  forms  granulations  and  vegetations,  fibrous 
thickening,  and,  finally,  the  deposition  of  lime  salts.  If  the  inflammation  is 
severe  the  edge  of  the  valves  may  Ik^cohic  glued  together,  and  stj  a  fnruiel- 
shapeii  opening  is  formetl,  winch  is  much  narrower  thiin  the  normal  aortic 
orifice.  In  rare  instances,  instea<l  of  the  valves  being  adherent  and  thickene<l, 
they  arc  adherent  and  thinned,  so  that  they  appear  atrophied.  Such  a  condi- 
tion is  fouml  at  times  in  children  ami  is  thought  to  be  congenital,  but  even 
in  young  chihiren  the  cause  may  be  rheumatism,  and  Sansom  asserts  that 
the  condition  may  be  due  to  rheumatic  endocarditis  in  intrauterine  life. 
Rheumatism  may  be  considered  the  usual  cause  of  aortic  obstruction  in 
children  or  in  those  who  have  not  as  yet  reache<l  advanced  years. 

Tlie  cau.se  of  aortic  obstruction  is  often  nf)t  acute  in  character,  as  in  the 
tj'pes  just  describcil,  but  chronic,  Ix^ing  due  to  a  gradual  atheromatous 
change,  which,  having  involved  the  aorta  itself,  spreads  to  the  aortic  valves. 
and  causes  a  slowly  progressive  thickening  and  calcification  of  their  tissues. 
This  is  the  form  of  stenosis  which  is  often  of  a  very  advanced  type,  so  that 
the  orifice  may  l>e  but  a  small  slit  or  chink  through  wbicli  tlie  blood  escaj)es. 

From  what  has  just  hefiv  said,  it  is  easy  to  uuilerstatid  how  it  is  that 
obstruction  to  the  flow  of  blood  in  the  area  of  the  aortic  valve  is  excee<lingly 
rare  as  a  single  lesion.  The  very  nature  of  the  morbid  changes  which  take 
place  in  the  tissues  at  this  point  renders  the  simultaneous  existence  of  aortic 
obstruction  and  regurgitation  prohable,  for  the  valves  at  the  aortic  orifice 
are  either  glued  together  as  a  result  of  rheumatic  endocarditis,  or,  more 
commonly,  are  thickened  by  clironic  endocarditis  an<l  calcareous  deposits. 
In  either  instance  they  are  not  only  in  the  way  of  the  blotxl  as  it  passes  out 
of  the  ventricle,  but  they  arc  incapable  of  preventing  its  regurgitation,  since 
they  are  too  thick  and  too  stiff  to  appro.xitiiate  their  edges.  In  other  instances 
tlie  presence  of  vegetations  on  the  valves,  in  addition  to  these  changes,  adds 
to  the  impairment  of  their  functional  activity. 

The  secondary  changes  produced  by  aortic  obstruction  are  chiefly  con- 
nected with  the  left  ventricle.  Under  favorable  conditions  liiis  portion  of 
the  heart  usually  develops  a  satisfactory  compensatory  hypertrophy,  the 
muscle  fibres  gaining  in  strength  and  size  as  the  process  of  narrowing  in  the 
aortic  area  gradually  progresses.  As  a  consequence,  it  not  rarely  occurs  that 
even  an  extreme  <legree  of  aortic  obstruction  is  accompanied  by  such  a  com- 
plete compensatory  hypertrophy  that  the  presence  of  the  lesion  is  only  dis- 
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covered  at  autopsy.  It  is  interesting  to  note  that  the  hypertrophy  of  aortic 
obstruction  differs  somewhat  from  that  of  aortic  regurgitation  in  the  fact 
that  the  ventricular  walls  increase  in  thickness  without  undergoing  any 
great  dilatation,  whereas,  in  aortic  regurgitation  they  both  dilate  and 
hypertrophy,  causing  eccentric  hypertrophy. 

So  long  as  the  compensatory  hypertrophy  of  the  left  ventricle  in  aortic 
obstruction  is  adequate,  practically  no  changes  occur  in  the  other  parts  of 
the  heart.  It  is  otdy  when  compensation  ruptures  that  symptoms  of  impaired 
circulation  ensuej  or  the  mitral  valves  give  way  under  the  strain,  and  cor 


Fig.  73 


Showing  arcaof  greatcstinti-ii.sltynncl  t)ic  (llnH'tloii  .•{  ininrtniMkiii  Into  subclAviftii  adiI  cMoUd 
urtcnes  of  tUe  uurtic  ul>.stru».-tivv  murmur. 


gestion  of  the  left  auricle  and  of   the  lungs  develops.     This  may  in  time 
increase  the  labor  of  the  right  ventricle  aiiil  lead  to  its  hypertropliy. 

Symptoziis  and  Physical  Signs, — Patients  suffering  from  aortic  obstruction 
rarely  present  or  complain  of  any  symptoms  which  are  in  any  way  charac- 
teristic of  the  lesion.  At  times  a  sense  of  constriction  or  oppression  is  felt 
over  the  aortic  area,  as  it  is  in  cases  of  aortitis  or  atheroma  of  the  aorta, 
and  as  it  is  felt  in  some  cases  of  true  angina  pectoris.  \Vhcn  there  is  an^ 
associated  aortic  regurgitation,  the  symptoms  are  of  that  lesion.  (SeeS 
Aortic  Regurgitation.) 

The  physical  signs  vary  considerably  \vith  the  type  of  patient  exam- 
ined and  with  the  stage  of  the  disease.  In  old  men  whose  chest  walls  are 
thickened  and  rigid  and  whose  lungs  are  often  emphysematous,  so  thai  thci 
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edge  of  the  left  lung  projects  between  the  heart  and  the  chest  wall,  it  may 
not  be  possible  to  either  see  or  feel  an  ajiex  l^eat,  even  though  the  heart 
be  considerably  hyjX'rtn^phii'tl.  On  the  other  hand,  if  the  patient  be 
young,  or  the  che^t  wall  pliable,  the  apex  l>fat  may  be  seen  and  felt  dis- 
tinctly and  forcibly,  and  it  is  usually  a  little  l>elow  and  a  little  outside  the 
nipple  because  of  the  hypertrophy.  If  the  action  of  the  heart  is  forcible 
and  the  fingers  are  placed  over  the  second  right  intercostal  space,  a  dis- 
tinct thrill  can  be  felt.  This  thrill  is  in  the  nature  of  a  vibration  and  is 
often  transmitted  down  llie  sternuin  and  even  up  into  the  carotids.  This 
thrill  felt  in  the  area  described  is  very  characteristic  of  aortic  obstruction, 
but  it  is  also  felt  in  aortic  aneurysm. 

The  area  of  cardiac  dulness  on  percussion  is  not  materially  enlarged,  unless 
associateil  regurgitation  has  caused  its  well-knowTi  secondary  cardiac  changes. 

Auscultation  reveals  a  nuirmur  which  is  loudest  at  the  second  right 
costal  cartilage  near  the  sternum. 

This  sound  is  transmitted  in  most  cases  into  the  vessels  of  the  neck,  and 
not  Infrecjuently  it  is  heard  over  the  stermim  as  low  as  the  ensiform  cartilage. 
It  occurs  with  systole  of  the  heart,  and  it  is  usually  loud  if  compensation  is 
preserved.  Not  only  is  it  loutl,  but  it  is  apt  to  be  harsh  and  even  musical, 
and  it  is  long  and  blowing  in  character.  The  aortic  second  sound  is 
usually  absent. 

When  rupture  of  an  aortic  valve  takes  place  the  murmur  is  usually  widely 
diffused,  very  loud  and  musical,  I  showed  a  patient  to  the  College  of  Physi- 
cians of  Philadelphia  in  1902  that  |)0sscssed  a  niunnur  capable  of  Inking 
heard  when  the  ear  was  eighteen  inches  from  llie  chest.  It  could  be  heard 
on  top  of  his  head,  in  his  radial  arteries,  ami  if  the  stethoscoj)c  was  placcfl  so 
that  his  lips  encircled  it  the  murmur  could  Ive  heard  in  his  mouth.  There 
was  also  a  loud  aortic  regurgitant  murmur  in  his  case.  The  patient  was  a 
brakeman  who  suffered  from  sudden  and  severe  dyspnoea  and  syncope  on 
lifting  a  heavy  weight,  and  who  had  a  history  of  syphilis. 

The  pulse  in  aortic  obstruction  is  small  (pul.nu  jxirvun)  because  the 
heart  cannot  expel  a  large  wave  of  blood  through  the  narrow  aortic  opening. 
The  wave  rises  gradually  and  then  falls  gradually,  utdike  the  sharp  upward 
jerk  felt  in  aortic  regurgitation. 

Diagnosis. — Sufficient  emphasis  lias  already  been  placed  on  the  fact  that 
a  systolic  murmur  at  the  seconil  right  costal  cartilage  does  not  mean,  neces- 
sarily, aortic  obstruction,  but  if  the  time  of  the  murmur,  the  thrill,  the 
peculiar  pulse  and  atheromatous  vessels  are  present  in  an  old  person 
the  diagnosis  is  fairly  certaiiK  When  the  murmur  is  due  to  atheroma 
of  the  aorta  alone  the  aortic  second  sound  is  usually  sharp  and  clear 
instead  of  being  impair^]  as  it  is  in  tnie  obstruction.  Aneurysm  is 
excluded  by  the  absence  of  the  characteristic  signs  of  that  state.  (See 
Aortic  Aneurysm.) 

Sewall  asserts  that  an  aortic  stenotic  murmur  heard  at  the  apex  disappears 
on  pressure  of  the  stethoscope,  and  so  separates  itself  from  the  systolic 
murmur  of  mitral  regurgitation. 

Prognosis. — The  prognosis  in  a  case  of  aortic  stenosis  is  generally  con- 
sidered as  more  favorable  than  in  any  other  valvular  lesion,  but  in  each 
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individual  case  the  physician  must  base  his  prophecy  as  to  life  upon  the 
age  of  the  patient,  the  state  of  his  arteries,  and  the  condition  of  the 
kidneys.  The  mere  presence  of  far-advanced  atheroma  in  aged  per- 
sons who  have  an  aortic  stenotic  lesion  is  not  necessarily  of  evil  imfv^rt. 
As  Clifford  Allbutt  well  says,  **We  see  well-to-do  old  ladies  lca<ling  tran- 
quil lives  up  to  four-score  years  or  more  with  systolic  aortic  munnurs  of  a 
f|uarter  of  a  centur\'*s  standing."  On  the  other  hand,  in  somewhat  younger 
persons,  who  have  more  fibrous  and  less  calcareous  arterial  changes,  the 
prognosis  is  not  so  go<Kl.  either  because  they  are  at  a  perio<l  of  life  when 
they  are  prone  to  resort  to  exercise  and  so  strain  the  lieart,  or  because  there 
is  a  tendency  to  fibnnd  heart  as  well.  Allbutt 's  view  that**  a  person  who  in 
young  or  middle  life  begins  to  suffer  overtly  from  the  symptoms  of  aortic 
stenosis  has  but  a  few  years  to  live"  is  certainly  correct.  (For  treatment 
see  end  of  nrticlo  on  Valvular  Disease.) 

Aortic  Regurgitation.  Definition. — Aortic  regurgitation  is  often  called 
•'  aortic  insufficiency*'  or  "aortic  incompetency/' and  consists,  as  its  names 
indicate,  in  a  comlition  of  the  tu)rtic  leaflets,  or  of  the  aortic  orifice,  \vherel)y 
the  blood  after  being  exi>cllcd  hy  the  contraction  of  the  left  ventricle  into 
the  aorta  Ls  pt^nnitted  to  return. 

Etiology  and  Pathology. — By  far  the  most  common  cause  of  this  lesion  is 
acute  rheinnatism,  which  causes  the  same  changes  in  the  valves  at  the 
aortic  orifice  as  have  already  l)eeu  descril)ed  as  taking  place  in  the  mitral 
leaflets,  namely,  distortion,  retraction,  stiffening,  and  the  development  of 
vegetations.  As  a  rule,  when  rheumatism  is  the  cause  the  mitral  valves  also 
suffer  seriously,  so  that  the  aortic  an<l  mitral  lesions  coexist.  A  sec<jnd 
common  cause  is  aortitis,  or  athen.niia  of  the  aorta,  which  exten<ls  to  the 
valves  and  causes  sclerotic  and  degenerative  clianges  which  alter  the  jK>sition 
and  functional  ability  of  the  aortic  cusps.  This  atheroma  may  be  due  to 
mere  senility,  or  to  syphilis,  gout,  or  even  malarial  infection.  It  is  remark- 
able how  many  of  these  cases  have  a  history  of  excessive  toil,  excessive 
venery,  and  excessive  drinking,  with  the  result  that  the  l>loodvessels  and 
heart  have  had  to  stand  strain,  tnxirmia,  and  infection.  ''Hie  cases  of  aortic 
regurgitation  which  are  due  to  these  causes  suffer  the  greatest  destruction 
of  the  valves,  for  their  surfaces  may  ulcerate  or  the  deposition  of  an  excess 
of  lime  salts  causes  necrosis  to  such  an  extent  that  only  stumps  of  the  valves 
exist. 

A  third  cause,  which  is  much  more  rare,  does  not  primarily  involve  the 
valves,  but  the  aortic  orifice.  The  aortic  ring  undergoes  dilatation  and  as 
a  result  the  valves  cannot  become  approximated  In  other  wonls,  the  open- 
ing Is  too  large  for  them  to  close  it.  This  condition  is  met  with  in  cases  of 
aneurysm  of  the  aorta.  It  is  not  by  any  means  as  frequent  as  rlilatation  of 
the  mitral  orifice,  because  the  ring  around  the  opening  of  the  aorta  is  largely 
made  up  of  fibrous  and  fibroelastic  tissues,  whereas  that  which  supports 
the  mitral  orifice  is  largely  mu.scular. 

A  fourth  cause  is  rupture  of  an  aortic  leaflet  as  the  result  of  violent  stnun. 
This  accident  rarely,  if  ever,  occurs  unless  the  valve  has  already  been 
weakened  by  disease. 

A  fifth  cause  is  the  presence  of  vegetations  on  the  aortic  valves,  developing 
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in  the  course  of  the  acute  infections  or  chorea.  Some  of  these  lesions  differ 
from  those  clue  to  ordinary  endocarditis  in  that  they  arc  not  aiwuys  per- 
manent, but  may  entirely  <Hsappear. 

A  sixth  cause  is  ulcerative  eiulocunlitisjn  which  great  destruction  of  the 
valve,s  may  take  j>lace  or  abundant  vr^etations  develop.  This  is  usually 
due  to  llie  pneumococcus.     (See  Ctoujm.>us  Piieumouia.) 

A  seventh  cause  is  congenital  malformation,  which  is  exceedingly  rare. 
Indeed,  aortic  regurgitation  due  to  this  cause  is  more  rare  than  are  con- 
genital ilefects  themselves,  for  congenital  defects  ii\  the  valves  may  not  be 
severe  enough  to  permit  leakage. 

Finally  (eighth)  a  functional  relaxation  of  the  aortic  orifice  occasionally 
is  met  with  in  which  temporary  regurgitation  takes  place  for  the  same 
reasons  as  have  been  described  elsewhere.  I  saw  a  case  of  this  character 
while  on  duty  at  St.  Clement's  Hospital  some  fifteen  years  ago,  in  a  young 
girl  who  had  a  loud,  aortic  regurgitant  nuirnuir  and  apparently  a  fusiform 
ancurj'sm  of  the  innominate  artery.  At  the  autopsy  the  vessels  seemed 
perfectly  nonnal  in  size,  but  on  testing  them  they  were  found  to  be  unusually 
yielding  and  ehistic. 
The  secondary  effects  of  aortic  regurgitation  upon  the  left  ventricle  are 
,  most  important  and  interesting.  The  left  ventricle  no  sooner  expels  its 
contents  into  the  aorta  and  Ix'gins  to  dilate  in  order  to  receive  the  IiUkkI  frf)m 
I  the  auricle,  than  it  al.so  receives  part  of  the  bloo4i  it  has  just  sent  into  the 
aorta  by  reason  of  the  fact  that  (he  aorlic  valves  j^ennit  regurgitation.  The 
ventricle,  therefore,  contains  not  only  the  normal  aniount  of  l)lom!  from 
the  auricle,  but  an  additional  quantity  from  the  aorta,  and  so  it  l}ecomes 
dilatexl  to  contain  this  excess  and  also  nn<lergoes  h}^rtrophy  in  order  to 
exp^l  this  exf^ess  into  tlie  iiorta  and  empty  itself.  Any  strain  upfni  die  heart 
increases  the  dihitalion,  and  tus  a  result  we  often  see,  particularly  in  those 
who  live  by  maruial  labor,  an  exlriKUxlinury  increase  in  llie  size  of  the 
heart,  which  is  both  greatly  dilated  and  greatly  hypertrophied,  the  so-called 
^  eccentric  hypertrophy  of  aortic  regurgitation  residting  in  the  '*ox  heart" 
or  cor  bovinum. 

The  rapidity  and  degree  of  the  hypertrophy  is  extraordinary  in  some  cases. 

Sansom  speaks  of  a  case  in  which  the  heart  was  thought  to  have  gained  an 

'  ounce  each  week  for  four  or  ^ve  weeks,  and  Dulle.i  hfi.s  rtTonled  a  case  in 

1  whieh  the  heart  weighed  fortyH?ight  ounces.     When  the  ventricle  is  much 

dilateil  the  ring  guarding  the  mitral  orifice  mav  yielil   and  insuHiciency  of 

the  mitral  valves  ensue  and  thus  cause  dilatatiim  nf   the    left  auricle,  con- 

L|»stion  of  the  lungs,  and  hypertrophy  of  the  right  side  of  the  heart.     In 

■lune  cases  of  aortic  insufficiency,  when  the  cause  is  atheroma,  the  patho- 

*  logical  process  of  fibrosis  antl  calcification  gradually  extends  1o  the  tissues 

around   the  o{>ening  of    the   coronary  arteries,  which    are   then    unable  to 

properly  supply  the  heart  with  Ijlood,  or  the  coronary'  arteries  themselves 

become  atheromatous.     Under  such  cotuHtions  compensatory  hy[iertrophy 

may  never  be  establishe<I,  ur  if  established  rapidly  fails,  is   rujjtured,  and 

(death  ensues. 
Symptoms  and  Physical  Signs. — The  symptoms  of  aortic  regurgitation  are 
more  characteristic  than  are  those  of  any  other  form  of  valvular  disease, 
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and  are  more  constantly  met  with  in  such  cases,  although  compensation 
may  he  adequate  in  many  riuses  for  a  time  at  least.  Dizzines.t  and  partial 
jtyncopc  often  appear  on  suddenly  sitting  up  or  on  standing  up,  and  at 
times  are  present  even  when  the  y)atient  lies  <lown.  Palpitation  an<l  dyspnaa 
on  exertion  are  pressing  .symptoms  if  the  heart  is  feeble,  and  even  when 
compensation  is  adefjuate  pain  in  (he  region  of  the  heart  is  often  a  severe 
symptom,  being  radiated  into  the  amis  or  into  the  neck.  At  this  time  the 
attacks  may  be  identical  \\\i\x  those  of  true  angina  pectoris.  Sudden  dvath 
occurs  more  frequently  in  this  form  of  valvular  disease  than  in  any 
other. 

When  compensatory  hypertrophy  is  lost  the  patient  is  forced  to  sleep 
sitting  erect  or  nearly  erect  in  an  easy  chair;  he  is  usually  very  pallid,  but 
at  times  cyanotic.  Cough  and  pulmonary  complications  do  not  ensue  until 
the  mitral  valves  give  way. 

When  the  cardiac  faihire  is  well  marked,  and  it  is  evident  that  death 
cannot  l>e  many  days  away,  distressing  meiitai  symptoms  often  apjx^ar. 
Halkicinations  are  pressing  and  even  an  active  maniacal  delirium  may 
develop.  At  times  the  patient  becomes  suicidal  in  his  insanity.  In  some 
cases  these  mental  disturbances  are  <iue  to  disordered  and  inadcnjuate  cere- 
bral blooil  supply,  and  at  times  they  are  due  to  a  complicating  nephritis 
arising  as  a  late  lesion  of  the  general  breakdown. 

Pjiysxcal  Signs. — Tlie  physical  signs  are  characteristic  when  well  devel- 
oped. On  inspection  i\\^  v^Toud  arteries  are  seen  to  pulsate  markedly,  and 
even  the  head  may  be  moved  by  the  impulse  transmitted  to  it  by  the  heart. 
The  thorax,  in  the  pnecordium  and  neighl>oring  parts,  heaves  with  each  pul- 
sation of  the  heart  and  is  often  bulging,  owing  to  the  canliac  hypertrophy  and 
dilatation.  An  ocular  examination  of  all  the  superficial  arteries  will  show  a 
characteristic  throbbing  or  jerking,  and  if  a  glf.^s  slide  l>e  lightly  pressed 
against  the  lower  lip  capillary  pulsation  is  readily  seen,  in  that  the  color  of 
the  mucous  membrane  rises  and  falls  with  the  movements  of  the  heart. 
Such  capillary  pulsation,  often  called  "(Quincke's  pulse,"  can  he  seen  under 
the  thumb-nail  when  it  is  gently  pressed  upon*  and  in  the  red  line  produced 
on  the  skin  of  the  forehead  liy  drawing  the  end  of  a  pencil  over  this  part. 
As  the  arteries  are  often  elongated,  and  therefore  more  tortuous  than  in 
health,  the  imjiulse  of  the  wave  of  hloofi  which  tends  to  straighten  the 
curves  makes  the  vessels  move  laterally  as  ihey  beat,  anil  this  increases  the 
pumping  effect  which  is  produced  by  the  so-called  "Corrigan  pulse." 

The  apex  beat  is  abvavLS  far  l>elow  and  far  outside  the  nipple  because 
of  the  dilatation  and  hypertrophy  of  the  left  ventricle,  and  also  because  of 
the  elongation  of  the  aortic  arch.  On  palpating  the  heart  the  impulse  on 
systole  is  powerful  ami  diffuse  except  when  compensation  is  ruptured,  when 
it  is  feeble. 

The  pulse  when  felt  by  the  finger-tips  or  when  recorded  by  the  sphygmo- 
graph  feels  as  it  looks  on  inspecting  the  aileries.  With  each  systole  of  the 
heart  the  almost  empty  artery  suddenly  gives  to  the  finger  a  short,  sharp 
impulse,  which  equally  sutldenly  disap[)ears,  the  vessel  l>eing  in  an  instant 
apparently  as  empty  ;is  before.  The  h}7K*rtrophied  and  dilated  heart  expels 
a  large  wave  of  blood  into  the  aorta,  of  which  a  part  at  once  falls  back  into 
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the  ventricle,  so  that  what  might  be  called  the  tail  of  the  pulse  is  lost. 
This  is  the  so-called  '*  Corrigan  pulse,"  sometimes  called  the  **  water-hammer 
pulse,"  or  '*  trip-hammer  pulse."  It  can  be  emphasized  in  the  radial 
arteries  by  raising  the  hand  above  the  head.  This  pulse  is  usually  regular 
as  to  rhythm  and  force.  If  it  becomes  constantly  irregular,  it  is  a  sign  of 
grave  cardiac  failure. 

On  percussion  the  area  of  cardiac  dulness  is  found  to  be  greatly  enlarged, 
so  that  it  extends  far  over  to  the  anterior  axillarv  line  in  some  instances, 
and  three  inches  below  the  nipple.  Dulness  due  to  the  enlarged  heart  is 
also  found  even  as  far  as  the  right  edge  of  the  sternum. 

Fig.  74 


iniT  the  area  in  which  the  tnuritiur  «»rnf>rt)i-'  rrj^iiiyitHtion  can  Iw  moat  cle«rly  hc^rd. 


Auscultafjon, — Auscultation  reveals  a  diastolic  murmur,  due  to  the  return 
of  the  blood  from  the  aorta  after  the  systole  has  expelled  it  into  the  vessel, 
and  while  the  ventricle  is  once  more  o|H'nrng  for  a  new  supply  from  the 
;iuricle.  This  munnur  is  heard  in  its  greatest  intensity  at  the  fourth  left 
intercostal  space,  or  at  the  second  right  costal  cartilage  in  the  so-called 
aortic  area.  It  is  heard  at  the  fourth  left  intercostal  space  because  the 
reflux  of  blood  carries  the  munnur  back  into  the  ventricle,  and  because 
the  aortic  opening  as  a  matter  of  fact  is  nearer  this  area  than  the  second 
right  intercostal  space  (Fig.  74).  In  still  other  cases  the  diastolic  mur- 
mur may  be  very  clearly  heard  at  the  cardiac  apex  as  well  as  at  the  second 
right  intercostal  area,  although  between  the  two  no  murmur  at  all,  or  only 
a  very  faint  sound,  can    be   discovered.     The  explanation  of    this  is  that 
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the  right  ventricle  occupies  the  anterior  surface  of  the  lu-art,  except  at  the 
extreme  left  ctlge,  where  the  left  ventricle  protrudes  and  where  the  apex 
comes  closely  in  contact  with  the  chest  wall. 

The  murmur  of  aortic  regurgitation  is  not  widely  transmitted,  but 
is  limited,  as  a  rule,  to  the  area  descril>ed,  although  w'hen  it  is  very  loud 
it  may  be  heard  everywhere  in  the  chest.  The  (|uality  of  this  munnur 
is  blowing  or  purring.  There  is  no  accentuation  of  the  pulmonary  second 
sound  at  the  third  left  costal  carlila^,  unless  there  is  an  associated  mitral 
regurgitation  or  stenosis.  The  first  sound  of  the  heart  is  loud  or  pn>- 
longed  owing  to  the  large  amount  of  bluod  which  has  to  l>e  ex|)elle*i  at 
systole.  In  some  cases  a  diastolic  sound  near  the  apex  may  mislead  tlic 
physician  into  a  diagnosis  of  mitral  obstruction,  but  it  is  in  reality  the 
so-called  "Flint's  murmur."     (See  Mitral  Stenosis.) 

If  the  stethoscope  is  placed  over  any  one  of  the  large  superficial  arteries 
there  is  sometimes  heard,  in  cases  of  aortic  regurgitation,  a  sharp  systolic, 
"[)istoi-shot*'  sound,  which  is  said  to  be  due  to  sudden  filling  of  the  vessel. 
This  sound  is  not  transmitted  fmm  the  heart,  but  is  local  in  origin.  It  is  a 
modification  of  the  arterial  sound  which  can  be  elicited  in  most  persons 
with  a  strong  pulse,  if  the  artery  is  ^K-rludcd  by  pressure  with  a  stetho- 
scope. Very  rarely  a  iliastoHf*  jirterinl  soun^l  can  l>e  heard,  the  so-calle<l 
**  Durozicz  sign,*'  which  is  thtjught  to  l>e  due  to  a  transmitted  cardiac 
sound. 

The  (|uestion  us  to  whether  a  diastolic  aortic  murmur  can  l»e  present 
without  disease  t>f  the  aortic  valves  has  been  much  discussed,  particularly 
of  late,  by  Cabot  and  Ix>cke,  of  Boston,  and  Gibson,  of  Edinburgh.  As  is 
well  known,  the  aortic  ring  is  so  firm  that  it  seems  impossible  tFiat  it  can 
yielrl  as  do  the  rings  of  the  jjiilmonary  and  mitral  orifices.  Calwit  and  I^ocke 
believe  that  diastolic  aortic  murmurs  are  not  uncommon  in  connection  with 
ditTuse  or  localixeil  dilatation  of  the  aorta,  but  in  view  of  the  e\*idence  pre- 
sented by  Gibson,  we  must,  1  tliink,  agree  with  him  that  diastolic  murmurs, 
without  valvular  lesions,  are  rare  at  the  aortic  orifices,  and  that  when  they 
occur  they  are  due  to  defective  approximation  of  the  dilTerent  aortic  cusps 
rather  than  to  yielding  of  the  aortic  ring. 

Diagnosis. — The  symptoms  and  physical  signs  of  aortic  regurgitation 
having  l>een  described,  it  remains  to  separate  them  from  those  conditions 
which  possess  a  resemblance.  Occasionally  in  some  [x^rsons  a  diastolic 
cardiopulmonary  murmur  is  heard,  but  it  disappears  with  change  in  posture 
ami  is  dissipated  or  is  accentuated  by  forced  expiration  and  inspiration.  At 
the  level  of  the  second  and  third  rib  there  is  heard  at  times  a  ha^mic  murmur 
or  hum  due  to  anicmia,  but  this  is  systofic  in  time.  Cabot  has,  howe%Tr, 
reported  cases  in  which  diastolic  nuimiurs  were  hffmic  aiuJ  due  to  amemia. 

Finally,  it  is  to  be  recalled  that  the  aortic  regurgitation  murmur  is  often 
inconstant,  and  if  not  heard  at  one  examination  may  be  at  another,  or  when 
the  patient  exercises  or  changes  Uis  posture. 

Prognosis. — Facts  in  regard  to  the  relative  fatality  of  aortic  regurgitation 
have  already  been  given.  Allbutt  says  ten  years  constitute  a  long  time  of  life 
in  any  case  of  aortic  regurgitation.  It  is  not  only  a  serious  lesion,  but  it  is 
the  valvular  lesion  above  all  others  which  produces  sudden  death;  but  death 
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in  aortic  regurgitation  is  not  always  sudden.  A  majority  of  cases  gradually 
"  play  out "  with  dyspnoea,  dropsy,  and  cardiac  distress.  Much  depends  on 
the  age  of  the  patient,  his  previous  habits,  and  the  cause  of  the  disease. 
In  a  young  adult  with  a  good  history,  and  in  whom  the  lesion  has  followed 
rheumatism  without  great  injury  to  other  parts,  compensatory  hypertrophy 
may  carry  him  along  for  many  years  unless  he  ruptures  it  by  severe  strain, 
or  it  is  (Ussipated  by  illness.  When  the  lesion  comes  on  as  the  result  of 
atheroma  it  is  more  serious  because  it  is  evidence  of  general  cardiovascular 
degeneration,  and  the  coronary  arteries,  through  which  the  heart  is  chiefly 
nourished,  no  sooner  share  in  the  degenerative  change  than  feebleness  of 
the  heart  ensues.  If  perchance  the  kidneys  share  in  the  cardiocapillary 
fibrosis,  the  outlook  is  all  the  more  grave.  When  fast  living  and  debauchery 
are  factors  in  the  case,  and  an  old  syphilitic  infection  is  impairing  the  myo- 
cardium, the  outlook  is  worse  still.  (For  treatment  see  end  of  article  on 
Valvular  Disease.) 

Tricuspid  Begargitation.  Definition. — Tricuspid  regurgitation,  or  insuf- 
ficiency, is  a  condition  in  which  the  blood  flows  backward  into  the  right 
auricle  from  the  right  ventricle,  upon  the  contraction  of  the  latter. 

Etiology  and  Pa^ology. — This  is  a  rare  lesion  and  is  due  to  two  chief 
causes.  It  occurs  most  commonly  as  a  result  of  disease  on  the  left  side  of 
the  heart,  whereby  the  blood  is  dammed  back  into  the  lung  and  so,  by 
preventing  free  pulmonary  circulation,  an  undue  strain  is  thrown  on  the 
tricuspid  leaflets.  In  other  instances  the^  primary  obstruction  exists 
in  the  lungs,  as  in  pulmonary  emphysema,  fibroid  phthisis,  and  bronchiec- 
tasis. 

As  indicating  the  relative  frequency  of  these  causes,  Newton  Pitt  reports . 
from  Guy's  Hospital  that  out  of  405  cases  of  tricuspid  regurgitation  examined 
at  autopsy,  in  a  period  of  twenty-five  years,  200  cases  were  due  to  left-sided 
failure  with  valvular  disease.  Of  this  number  64  were  cases  of  mitral 
regurgitation  with  mitral  endocarditis  or  adherent  pericardium,  66  were  due 
to  mitral  stenosis,  61  to  mitral  with  associated  aortic  disease,  and  9  had 
valvular  lesions  not  named.  In  71  cases  the  tricuspid  condition  was  due 
to  left-sided  failure  without  valvular  disetuse,  in  56  cases  the  cause  lay 
in  muscular  failure  of  the  whole  heart,  and  in  55  the  lesion  was  not 
left-sided,  but  was  right-sided  alone.  Seven  cases  were  due  to  disease  of 
the  pulmonary  valves,  of  which  5  were  stenosis  and  2  pulmonary  regurgita- 
tion. In  4  cases  no  cause  could  be  found,  and  in  12  the  reports  as  to  the 
exact  state  of  the  heart  were  too  imperfect  for  analysis. 

The  valves  in  these  cases  are  usually  healthy  and  fail  to  close  the  right 
auriculoventricular  opening  because  the  orifice  is  enlarged  as  a  result  of 
dilatation  of  the  ventricle. 

The  second  cause  of  this  lesion  lies  in  the  heart  itself,  that  is,  an  endo- 
carditis involving  the  right  side  of  the  heart.  This  is  generally  stated  to 
be  very  rare,  although  in  fetal  life  endocarditis  is  more  commonly  on  the 
right  side  of  the  heart  than  the  left.  Bramwell,  however,  combats  the 
statement  that  acute  endocarditis  rarely  affects  the  tricuspid  valves,  and 
believes  that  endocarditis  of  the  right  heart  often  exists  and  is  overlooked. 
Out  of  28  cases  of  recent  simple  endocarditis  he  found  disease  of  the  tricuspid 
33 
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valves  in  14,  or  50  per  cent.  Nevertheless,  the  lesions  are  not  so  pronounced 
as  those  due  to  this  cause  on  the  left  side  of  the  heart.  In  ulcerative 
endocarditis  Osier  found  the  tricuspid  valves  atfected  in  19  cases  out  of 
23S  instances  of  that  disease. 

A  case  in  which  tricuspid  disease  was  discovered  during  intrauterine  life 
is  reported  by  Peter,  of  Paris! 

Sjrmptoma  and  Physical  Signs. — Wien  the  cause  exists  in  the  left  side  of 
the  heart  the  symptoms  are  those  naturally  arising  in  cases  of  pulmonary 
congestion  and  engorgement.  A  low-grade  bronchitis,  with  some  duJnats 
at  the  basva  \A  the  lungs  pusteriurly  from  hyjHjstatic  congestion,  with  ctmgk 
and  occasionally  hiood-stained  sputum,  is  di.scoverahle.  The  jugular  veins 
become  ilisteiided  aud  puLtaic,  the  liver  bevtrmes  enlarged  and  may  pulsate, 
and  there  is  marketl  et/anosis.  It  is  a  noteworthy  fact  that  the  presence  of 
jugular  pulsation,  while  a  sign  of  well-developed  regurgitation,  is  not  by 
any  means  as  grave  a  sign  as  is  its  absence  in  the  presence  of  other  evidences 
of  cardiac  emlmrrassmcnt,  because  if  the  right  ventricle  is  strong  it  may 
drive  the  ri^giirgitating  blood  with  sufficient  force  to  cause  jugular  pulsation, 
whcreiLs  if  it  be  weak  no  jugiilar  pulsation  can  ensue.  On  (he  other  hand, 
the  presence  of  jugular  pulsation  sliows  (hat  the  regurgitation  is  a  grave 
0!ie,  becatise  it  docs  not  occur  until  a  cousiilerable  (piantity  of  blood  flows 
into  the  auricle  and  distends  the  veins  sufiiciently  to  interfere  with  the 
valves,  so  that  they  cannot  prevent  auricular  regurgitation  &a  they  do  in 
health. 

A  distinct  impulse  in  the  upper  epigastrium  is  often  present. 

The  puliotioti  of  the  liver  is  best  discovered,  if  not  seen,  by  placing  the 
finger-tips  or  hand  against  the  floating  ribs  at  the  side,  and  the  other  hand 
near  the  ensiform  cartilage,  and  then  exerting  gentle  pressure  upon  the 
Uver  from  both  directions.  Care  must  be  taken  that  a  directly  transmitted 
impulse  from  a  hyf)ertrophied  heart  is  not  taken  for  true  expansile  pulsation 
of  the  liver. 

On  pcrnutsioUr  increase  in  the  area  of  cardiac  dulness  to  the  right  of  the 
sternum  is  demonstrable. 

On  awtculfatiou  at  the  apex  a  soft  systolic  murmur,  or  purr,  can  Ix^ 
heard,  which  is  found  to  be  lou<lest  at  about  the  fifth  interspace,  to  the  right 
of  the  sternum  or  at  the  base  of  the  ensiform  cartilage,  and  which  may  be 
in  a  few  cases  transmitted  to  the  right  axillary  area.  The  murmur  of 
tricuspid  regurgitation  has  been  said  to  reseniltle  the  sounds  made  by  a 
small  jet  of  escaping  steam,  and  it  may  be  singing  or  musical.  Durozie^ 
says  that  venous  blood  *' sings"  more  than  arterial  blood. 

Diagnosis. — True  tricuspid  regurgitation  must  be  differentiated  from 
regurgitation  at  this  orifice,  which  is  temporary  and  not  constant.  These 
valves  not  rarely  give  way  from  severe  strain,  as  in  athletes  during  exer- 
tion. They  act  in  this  way  as  a  "safety-valve'*  to  relieve  undue  pressure. 
and  as  soon  as  the  strain  ceases  the  heart  gradually  returns  to  its  nonnal 
size  and  the  murmur  disappears.  So,  too,  a  similar  murmur  may  develop 
in  cases  of  profound  asthenia  resulting  from  prolonged  fevers,  particularly 
if  the  heart  is  strained  by  the  patient  attempting  to  do  too  much.  Such  a 
murmur  may  or  may  not  pass  away  with  rest. 
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Prognosis. — The  prognosis  depends  entirely  upon  the  exciting  cause,  the 
of  the  patient,  and  Kxa  jjeneral  state  and  manner  of  life.  In  those  who 
ftve  to  tlo  inanuul  lalwr  the  prognosis  is  usually  bad. 

Tricuspid  Stenosis. — This  condition  sometimes  arises  as  the  result  of  an 
attack  of  endocarditis  involving  both  sides  of  the  heart,  ami  is  nsujdly  asso- 
ciatetl  with  mitral  stenosis.  In  utlier  iristances  it  is  congenital.  In  the  vast 
majority  of  cases  it  is  found  as  an  associated  lesion,  and  it  is  exceedingly 
rare. 

In  1S99  Newton  Pitt  colIecte<l  87  cases  of  tricuspi<l  stenosis  from  the 
post-mortem  records  of  Guy's  Hospital  extending  over  a  jx^riod  of  twenty- 
six  years,  and  comprising  a  total  of  12,(HX)  autopsies,  I^udet,  in  his  Paris 
thesis  on  tricuspid  stenosis,  gives  the  fullowing  figures,  based  on  114  jKjst- 
raortem  examinations  which  were  collectetl  from  various  sources,  and  which 
include  the  cases  collectetl  by  Fenwick: 

Stenosifl  of  the  tricuspid  valve  alone     ......     11 

Stenosis  of  the  iriciispici  antl  of  the  orifict*  of  the  pulmonAry  artery      3 
Sicnoaja  of  the  tricuspid,  mitral,  and  pulmonary    ....       1 

Stenosis  of  the  tricuspid,  mitral,  and  aortic  .  .  .  .  .21 

Stenosis  of  rho  tricuspid  and  mitral 78 

F.  W.  Griffith,  of  I.,eeda,  has  examined  I>eudet's  tabulation  of  cases  and  has 
shown  that  probably  only  two  of  them  were  unassoclatetl  with  lesions  of  the 
other  valves.  These  figures  show  thcrarity  of  uncomplicated  tricuspid  stcnf>sis. 

Diagnosis. — The  iliagnosis  of  the  lesiiMi  during  life  is  usually  very  difficult, 
but  it  can  be  ma*ie.  The  murmur,  if  present,  is  presystolic  in  time  and  has 
its  greatest  intensity  at  the  fifth  right  interspace  near  the  sternum.  As 
already  .state<J,  this  murmur  is  usually  associated  with  that  of  mitral  stenosis, 
and  its  existence  may  lie  coni[>letcly  masked  by  the  presystolic  murmur  at 
the  mitral  orifice.  Additional  pliysical  signs  of  tricuspid  stenosis  are  dis- 
tention of  the  jugular  veins  witliout  pulsation,  or  with  very  slight  pulsation 
due  to  the  feeble  auricular  regurgitant  impulse. 

As  dropsy  is  a  late  symptom  of  severe  mitral  stenosis,  the  early  develop- 
ment of  drnpsy  in  a  case  with  a  presystolic  murmur  which  is  not  aortic 
strongly  Indi<'atcs  tricuspid  ob.stniction. 

Disease  of  the  Pulmonary  Valves. — lesions  of  the  pulmonary  valves  are 
so  rarely  met  with  that  miiiiy  practitioners  nf  liirge  experience  have  never 
seen  a  case  presenting  them.  When  acttuil  lesions  mx'ur  they  are  nearly 
always  congenital,  and  (he  usual  lesiori  is  that  of  [lulmonary  stenosis  or 
obstruction,  for  pulmonary  rcfrnr^tation  is  the  rarest  of  cardiac  lesions. 
On  the  other  hand,  there  is  no  area  at  which  we  listen,  for  the  purpose  of 
determining  the  state  of  the  heart  valves,  in  which  mumujrs  are  so  con- 
stantly found  as  the  so-callrd  pulmonary  art^a,  at  the  second  and  third  left 
intercostal  space.  These  nuirniurs  are  not  due  to  actual  disease  of  the 
pulmonary  valves  or  of  the  pulmonaiy  artery,  [)ut  they  arise  from  causes  of 
a  non-or^nic  character  and  are  usually  systolic  in  point  of  time.  These 
functional  murmurs  may  be  t\\\iy  to  one  of  several  causes,  as,  for  example, 
aiupmia  and  chlorosis,  producing  the  so-called  haMnic  murmur.  They  also 
occur  in  pre^ant  women  and  in  women  after  childbirth.    In  other  instances 


516  DISEASES  OF  THE  HEART 

they  are  present  as  a  sign  of  Graves'  disease  or  of  nervous  tachycardia,  and 
in  still  others  they  arise  from  some  abnormal  position  of  the  heart,  caused 
by  conditions  which  alter  the  relationship  of  the  heart  muscle  to  its  great 
vessels.  These  conditions  all  produce  a  pulmonary  murmur  which  may  be 
considered  as  within  the  area  of  the  pulmonary  artery  or  near  its  valves. 
In  addition  we  sometimes  hear  at  this  point  a  so-called,  cardiopulmonary 
murmur,  which  is  supposed  to  be  due  to  the  effect  of  the  bloodvessel  upon 
the  lung,  or  vice  versa,  in  that  the  murmur  occurs  during  forced  inspiration, 
or  expiration.  This  murmur  is  not  rarely  seen  at  this  point  in  early  tuber- 
culosis of  the  apex  of  the  left  lung. 

Pulmonary  Stenosis. — ^The  systolic  murmur  which  is  due  to  actual 
organic  disease  at  the  pulmonary  valve  is  due  to  stenosis,  as  already 
stated,  and  is  commonly  due  to  gluing  together  of  the  cusps  of  the  pul- 
monary valves  in  antenatal  life.  This  murmur  is  more  harsh  than  the  soft 
furring  murmurs  of  the  functional  type  just  described.  The  patient  usually 
as  a  history  of  having  been  cyanotic  all  his  life,  with  dyspnoea  on  the 
slightest  exertion.  Percussion  and  palpation  will  usually  reveal  a  distinct 
increase  of  cardiac  dulness  to  the  right  from  hypertrophy  of  the  right  ven- 
tricle. Palpation  also  will  reveal  a  distinct  systolic  thrill  over  the  area  of 
the  pulmonaiy  valves. 

The  points  by  which  the  true  systolic  murmur  is  to  be  separated  from 
the  functional  murmurs  already  described  are  the  absence  of  systolic  thrill 
in  the  case  of  the  functional  murnmrs,  the  harshness  of  the  true  murmur, 
and  the  hypertrophy  of  the  right  ventricle  in  cases  of  actual  pulmonary 
disease.  From  aneurysm  of  the  descending  portion  of  the  aortic  arch  the 
true  pulmonary  murmur  is  separated  by  the  fact  that  in  such  a  case  the 
hypertrophy  chiefly  involves  the  left  side  of  the  heart,  by  the  additional 
fact  that  there  is  a  bruit,  not  a  murmur,  and  by  the  presence  of  a  bruit 
posteriorly  on  the  left  side  between  the  vertebrce  and  scapula.  There  are 
also  pressure  symptoms  in  aneurysm  in  many  cases.  Finally,  if  it  be 
aneurysm,  percussion  of  the  third  left  costal  cartilage  will  reveal  dulness, 
which  is  absent  in  pulmonary  stenosis.  The  murmur  of  aortic  stenosis  is 
heard  louder  at  the  second  right  costal  cartilage  than  at  the  second  or  third 
left  cartilage,  and  is  transmitted  into  the  carotids,  but  the  pulmonary  mur- 
mur is  not. 

Pulmonary  regurgitation,  the  rarest  of  all  valvular  lesions,  is  usually 
fetal  in  origin,  but  cases  have  been  recorded  in  which  it  has  arisen  as  a 
result  of  ulcerative  endocarditis.  The  murmur  due  to  this  cause  is,  of  course, 
diastolic,  and  is  produced  by  the  blood  falling  back  from  the  pulmonary 
artery  into  the  right  ventricle.  It  is  to  be  separated  from  aortic  regurgitation 
by  the  fact  that  it  is  heard  best  to  the  left  of  the  sternum  instead  of  to  the 
right,  and  by  the  absence  of  the  Corrigan  pulse  of  aortic  disease.  There 
are  signs  of  dilatation  and  hypertrophy  of  the  right  ventricle,  and  the  pul- 
monary second  sound  may  be  accentuated.  It  is  by  no  means  uncommon 
for  the  existence  of  pulmonary  regurgitation  to  be  unsuspected  until  autopsy. 

Treatment  of  Ohronic  Valvular  Disease. — It  is  of  vital  importance  that  the 
physician  remember  the  fact  that  the  mere  presence  of  a  valvular  lesion 
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in  the  heart  does  not  indicate  drug  treatment.  On  the  contrary,  much  harm 
Is  frer|uently  done  hy  the  administration  of  cardiac  stimulants  to  patients 
who  are  found  to  possess  a  valvular  lesion,  with  the  result  that  naturtd 
ef>ni[>ensation  is  disturl>eci  and  cardiac  symptoms  may  be  noted  hy  the 
patient  for  the  first  lime  in  his  history.  It  is  only  when  the  puticnt  presents 
symptoms  which  indicate  failure  of  cardiac  function  that  the  physician 
should  think  of  administering  remedies  which  liave  a  direct  influence  upon 
the  heart.  In  other  words,  when  compensation  is  complete,  no  cardiac 
treatment  is  indicate<l,  hut  when  it  is  ruj>tiirod  tlierapeutic  measures  should 
lie  instituteil.  I  have  again  and  agJiin  seen  patients  who  h:ive  presented 
some  ailment  involving  other  organs  in  the  Ixwly  than  tlie  heart,  in  whom 
tlie  physician,  on  examination,  found  a  mitral  regurgitant  murmur,  and  im- 
mediately procee<ied  to  administer  digitalis,  forgetting  that  the  presence  of  a 
murmur  in  the  absence  of  evitlenees  of  circulatory  failure  is  not  an  indica- 
tion for  the  use  of  the  drug. 

Another  imj>ortant  jK)int  to  ho  borne  in  mind  wlien  the  physician  is 
calle<l  uprm  to  treat  a  case  in  which  compensation  is  failing  is  that,  far  and 
alcove  all  drugs  in  value,  is  rest  for  the  patient;  not  only  rest  of  the  body, 
but  rest  of  the  min<l.  The  heart  is  an  organ  which,  of  course,  cannot  have 
complete  rest  at  any  time;  but  its  work  can  be  dirninishe<l  one-half  if  the 
patient  can  l>e  made  to  take  no  exercise,  and  if  he  will  carefully  abstain  from 
business  worries  and  cares.  It  is  a  remarkable  fact  that  <lisease  of  the 
coronary  arteries  ami  of  the  heart  nnisdc  is  more  common  in  brain-workers 
than  in  those  who  gain  their  living  by  manual  t<Hl,  and  this  is  an  indication 
of  the  fact  that  mental  labor  throws  a  severe  strain  u]>on  the  heart.  Care- 
ful oliservation  will  promptly  prove  that  patients  who  are  not  benefited 
hy  digitalis  and  other  cardiac  stimulants,  when  suffering  from  ruptured 
compensation,  will  at  once  ini[>rove  if  rest  is  insi.ste<l  ujx>n;  for,  manifestly, 
the  rupture  of  compensation  is  largely  the  result  of  cardiac  fatigue,  an<l  this 
fatigue  cannot  be  put  asi<le  by  the  mere  administration  of  stimulants.  In 
order  that  the  juices  of  the  bf>*ly  may  be  kept  moving,  it  is  useful  in  these 
cases,  when  they  are  made  to  rest  in  l>ed,  to  nst*  m<ire  or  less  vigorous  massnge 
daily,  its  vigor  <]ef>ending  upon  the  strength  of  the  imlividual.  If  the  massage 
Ls  too  vigorous,  it  may  pro<hice  very  considerable  fatigue,  anti  it  should  not 
l»e  employed  to  this  extent. 

In  all  cases  of  rupture*!  compensation  the  patient  shouhl  be  warned  of 
the  danger  of  suciden,  severe  elTort.  since,  even  if  death  iloes  not  ensue  under 
these  circumstances,  the  heart  may  \ye.  so  dilated  or  fatigued  that  irreparable 
damage  is  done  to  it. 

Digitalis  is  without  doubt  facile  princeps  the  best  of  cardiac  stimulants. 
I  have  proved  that  it  actually  increases  the  muscular  development  of  the 
heart,  and  the  manner  in  which  it  acts  results  in  an  increase<l  nerve  and 
blood  stipply  to  this  viscus  which  is  not  efjiialled  by  the  results  obtained 
from  the  administration  of  any  other  remedy.  l>igita!is  is.  in  a  large  number 
of  cases,  given  in  too  large  doses.  Not  infrequently  as  much  as  10,  or  even 
20  minims  of  the  tincture  are  given  three  times  a  day,  with  the  result  that  in 
the  course  of  a  few  <lays  the  heart  is  4)verstinudated  by  the  drug;  its  cunui- 
luti%-e  effect  is  produced,  and  instead  of  doing  good  it  may  do  serious  harm. 
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I  have  known  of  cases  in  which  the  use  of  full  doses  of  digitalis^  persisted 
in  for  a  considerable  period  of  time,  have  resulted  in  the  sudden  death  of 
the  individual. 

When  digitalis  is  given  in  overdoses  it  produces  a  curious  irregularity  of 
force  and  rhythm  in  the  heart,  with  imperfect  systole,  followed  by  wide 
diastole,  and  this  causes  a  hobbling  pulse.  The  urine  may  also  be  x^uced 
in  amount  instead  of  increased,  as  it  should  be,  under  the  influence  of  the 
remedy. 

It  has  been  my  experience  that  if  the  patient  is  made  to  rest,  small  doses 
of  digitalis  produce  satisfactory  results,  not  more  than  5  drops  of  the  tincture 
being  given  three  times  a  day.  The  only  conditions  in  which  I  think  that 
the  use  of  large  doses  is  justified  are  when  the  condition  of  the  heart  is 
found  to  be  exceedingly  feeble,  and  the  patient's  condition  so  critical  that 
immediate  stimulation  is  necessary;  and  again,  when  because  of  idiosyncraqr 
or  other  cause  the  heart  is  found  not  to  respond  to  smaller  doses.  In  the 
first  class  of  cases  it  has  been  my  experience  that  it  is  better  to  overcome 
pressing  cardiac  weakness  by  more  rapidly  acting  and  diffusible  stimulants 
such  as  Hoffmann's  anodyne,  strychnine,  and  caffeine  for  the  first  twenty- 
four  of  forty-eight  hours  until  the  digitalis  has  a  chance  to  act;  for  it  must 
always  be  remembered  that  digitalis  is  a  drug  which  produces  its  effects 
very  slowly,  and  maintains  these  effects  for  some  time  after  its  use  has  been 
stopped.  When  large  doses  are  given,  it  has  been  my  experience  that  th^ 
may  be  decreased  to  about  one-half  or  one-quarter  the  original  quantity  at 
the  end  of  a  few  days,  and  their  effects  maintained  by  the  use  of  smaller 
quantities.  I  do  not  think  that  I  am  exaggerating  the  case  when  I  state 
that  digitalis,  through  its  abuse,  does  almost  as  much  harm  as  it  does  good. 
(See  my  Text-book  of  TherapeiUicSy  article  "Digitalis.") 

The  fluid  extract  of  digitalis  may  be  given  in  the  dose  of  from  J  to  6 
minims,  according  to  the  needs  of  the  case.  One-half  to  1  minim  every 
eight  hours  is  usually  sufficient.  A  physiologically  tested  preparation  should 
always  be  employed. 

When  dropsy  is  present  it  has  been  held  that  the  infusion  of  digitalis  is 
the  best  preparation  on  the  ground  that  it  is  more  diuretic.  But  any  slight 
increase  in  diuretic  power  is,  I  think,  counterbalanced  by  the  fact  that  it  is 
much  more  apt  to  disor<ler  the  stomach,  which  is  in  a  disturbed  condition 
in  any  case  of  grave  disease,  and  particularly  so  in  heart  disease. 

When  digitalis  has  been  given  in  full  doses  to  a  patient  suffering  from 
ruptured  compensation,  he  should  be  warned  against  getting  up  suddenly, 
and  particularly  against  evacuating  the  bladder  when  in  a  standing  posi- 
tion, as  dangerous  syncope  may  occur  under  these  circumstances. 

Before  deciding  upon  the  administration  of  any  cardiac  stimulant  in 
a  case  with  ruptured  compensation,  the  physician  should  make  a  careful 
study  of  the  state  of  the  bloodvessels,  and  if  the  arterial  tension  is  higher 
than  normal  he  should  remember  that  the  use  of  nitroglycerin  to  reduce 
this  tension,  and  thereby  diminish  the  work  of  the  heart,  is  a  more  important 
therapeutic  procedure  than  the  administration  of  a  stimulant  which  simply 
urges  the  heart  to  do  more  work  in  the  face  of  vascular  obstruction. 
In  such  a  case  the  fact  that  digitalis  stimulates  the  vasomotor  ^^stem  and 
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raises  arterial  tension  should  also  be  reraemljeretl.  Nitroglycerin  can  often  be 
given  to  uilvanta^'  to  |)reveiit  this  arttrial  effect  of  the  drug.  Stro|>hHiithuSi 
which  is  a  much  less  powerful  stinudant  than  digitalis,  possesses  the  advan- 
tage that  it  does  not  raise  arterial  pressure  by  stimulating  the  vasomotor 
system,  and  can  often  be  given  in  the  dose  of  5  to  10  minims  of  the  tincture 
every  eight  hours  with  advantage-  Large  doses  of  strophanthus  are  prone 
to  pro<luce  an  irritative  diarrhiea. 

There  is  a  host  of  drugs  which  have  been  recommended  for  ruptured 

'compensation,  but  none  of  them  approach  these  three  in  value,  and  often 

when  these  fail  the  failure  is  due  to  a  mistake  in  the  dose  rather  than  to 

'a  fault  of  the  flriig.    Should  there  be  any  tendency  to  hypostatic  congestion 

of  the  lung^;  or  puliaojiary  ir^lema,  digitalis  may  l>e  freely  given,  and  strych- 

iiinne  an<J  atro])ine  administered  as  vasomotor  stimulants.     Two  or  three 

I  dry  cups  over  the  base  of  each  lung  are  also  useful  muter  these  circum- 

I stances,  and  sometimes  a  sharp  purgative  may  do  good  if  dropsy  is  present; 

but  the  possibility  of  the  purge  weakening  the  patient  must  always  Ix^  borne 

in  mind. 

Attacks  of  acute  cardiac  failure  are  to  be  combated  by  HofTniann's  anodyne 

in  the  dose  of  1  or  2  drachms  every  hour  or  two,  or  aromatic  spirit  of  ammonia 

'in  the  dose  of  \  to  1  drachm.     If,  associnted  with  the  cardiac  failure,  there 

y  Is  high  arterial  tcnsi^in,  the  nitroglycerin  should  be  used  hyp<u!erniieally 

in  the  dose  of  ^^  to  y-J-^  of  a  grain,  and  repeated  every  half-hour  until  the 

tension  is  lowered. 

Wlien  marked  dropsy  is  present,  the  use  of  magnesium  sulphate  in  con- 
centrates! solution,  a  heaping  teaspoonful  to  one-half  glass  of  water  taken 
before  breakfast,  will  often  do  good  by  removing  large  quantities  of  fluid 
from  the  patient's  l>ody.  A  very  useful  remedy  in  cardiac  dropsy,  hoth 
bv  reason  of  its  action  on  the  heart  an<l  l>ecause  of  its  diuretic  effect,  is 
apocynum  cannabirnmi  given  in  tlie  dose  of  from  5  to  30  minims  of  the 
tincture  twice  4:>r  thrice  a  day  until  it  produces  slight  pin'galion.  Care 
should  betaken  that  a  fluid  extract  of  real  apocynum  cannabinurn  isobtainetl, 
^luch  of  that  on  the  market  is  apocynum  androsima-foliuni,  which  has  no 
such  therapeutic  properties,  but  which  so  closely  reseml>lesii|x>cYnum  canna- 
binum  that  its  leaves  are  often  unintentionally  substituted  for  the  true  tlrug. 
Another  very  useful  prescription  in  cardiac  dropsy  is  a  tablet  composed  of 

Extract  of  sourwood  leaves        ......  2  grains. 

Extract  of  elder  flowers     .......  2  grains. 

Extract  of  squill i  grain. 

Take  one  or  two  tablets  three  times  a  day. 

For  generations  physicians  have  been  in  the  habit  of  employing  a  pill 
composed  of — 

Powdered  squiU 1  grain; 

Powdered  digitalis  leaves 1  grain; 

Calomel I  grain; 

rthree  times  a  day  in  the  treatment  of  cardiac  dropsy,  for  its  stimulant  and 
[diuretic  effect.     If  free  diuresis  is  not  pro<]uced  by  this  pjll  at  the  end  of 
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the  thinl  *hiy  it  should  be  stop[ic<l,  and  a  saline  purgative  admimste 
to  sweep  out  the  calomel  from  the  alimentary  canal. 

In  many  cases  of  cardiac  disease,  particularly  if  the  presence  of  aneeinia 
is  marked,  iron  and  arsenic  are  indicated,  both  on  j^eneral  princi]>les  and 
because  wc  cannot  expect  to  improve  the  nutrition  of  the  heart  when  it  is 
supplied  by  impoverished  blood. 

It  is  important  to  remember  that  in  nearly  every  case  of  failing  compensa- 
tion there  is  a  certain  amount  of  hepatic  congestion.  This  is  best  relieved 
by  the  use  of  5  or  10  jjruins  of  blue  mass  given  every  week  or  ten  days. 
Frequently  digitalis  ami  other  stimulants  will  act  much  better  after  the 
liver  has  been  unloadetl  by  the  mercury  than  they  will  when  tliis  gland  is 
congested. 

When  the  rupture  of  compensation  has  resulted  in  dyspncea  and  nnxietr, 
morphine  proves  Itself  a  most  vahiahle  remedy.  It  should  not  be  given  except 
in  cjise.s  in  which  there  is  dire  nectl  of  rest,  since  if  used  too  frequently  it 
loses  its  good  effects,  and  frequently  causes  constipation  and  disorder  of 
digestion.  On  the  other  huufl,  the  quiet  and  rest  produced  by  ^  to  J  of  a 
grain  r>f  morphine  will  often  cause  marvellous  impn>vement.  It  has  seemed 
to  me  that  it  is  most  satisfactory  in  niitnd  lesions.  If  dropsy  is  present,  it 
cannot  l>e  given  hy|^M)dermically  because  it  will  not  be  absorbed. 

When  there  is  great  engorgement  of  the  jugular  veins,  and  manifest  dis- 
tention of  the  right  side  of  the  heart  with  pulmonary  congestion,  vene- 
section  to  the  extent  of  al)out  S  ounces  to  a  pint,  according  to  the  size 
of  the  individual,  is  often  very  valuable  as  a  means  of  relief.  It  also 
is  a  remedy  which  is  to  be  reserved  for  somewhat  desperate  conditions,  as 
manifestly  it  is  not  proper  to  bleed  frequently. 

It  is  generally  consiclereil  that  digitalis  docs  less  goo<l  in  cases  of  aortic 
regiH'gitalion  than  in  other  valvular  lesions,  and  I  !>elieve  this  opinion  is 
correct.  Some  hjive  tiin^ht  that  it  is  contmindicated  in  aortic  regurgitation. 
While  this  may  be  the  general  rule,  every  now  and  then  we  meet  with  cases 
in  which  cautious  use  of  the  drug  in  this  state  produces  excellent  results, 
provide<l  compensation  is  ruptured. 

In  some  instances  when  the  heart \s  action  is  very  irregular  and  e:(citable 
an  ice-bag  applied  over  the  pra'cordinm  is  advantageous. 

When  the  patient  has  lia*!  sypliilis,  chronic  rheumatism,  or  gout,  or 
manifests  evidences  of  arterial  capillary  fibrosis,  iodide  of  sodium  or  iodide 
of  potassium  in  the  dose  of  10  or  15  grains  a  day  is  advantageous. 

The  diet  in  cases  of  valvular  disease  should  be  simple,  but  nutritious. 
The  patient  had  better  eat  four  or  five  small  meals  a  day  tlian  two  or  three 
hearty  ones,  and  the  greatest  possible  care  should  be  tiken  that  fowls 
which  are  prone  to  produc^e  gaseous  distention  of  the  stomach  and  bowels 
are  avoided.  Fatty  substances  are  very  a[)t  tu  produce  such  symptoms,  as 
are  also  the  starches,  when  they  remain  in  the  stomach  undigested  for  a 
considerable  period  of  time.  This,  however,  can  be  put  aside  in  the  case 
of  the  starches  by  the  use  of  taka-<liastase  or  pancreatin  and  by  the  use 
of  powdered  capsicum,  either  in  pill  or  upon  the  foot!,  for  the  purpose  of 
stimulating  the  gastric  mucous  membrane,  which  is  often  atonic  or  catarrhal 
as  a  result  of  the  impaired  hepatic  circulation. 
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Definition. — By  neuroses  of  tlie  heart  it  is  meant  to  include  a  number 
of  conditions  widely  separated  in  their  actual  causes,  but  depending  upon 
a  disorder  of  the  nen'e  supply  of  this  organ,  so  tl»at,  witliout  there  being 
necessarily  present  any  grave  organic  lesions,  its  functional  activity  is 
impaircfl  or  perverted. 

Palpitation. — Palpilatioii  of  the  heart  may  be  due  to  any  of  the  valvular 
or  other  lesions  that  cause  the  heart  to  beat  rapidly  or  irregidarly  when 
the  individual  takes  exercise.    In  other  cases  it  arises  from  the  accumulation 
of  gas  in  the  stomach  or  colon,  which  by  its  pressure  causes  cardiac  dis- 
turbance.    In  other  instances  it  is  due  to  intense  nervous  erethism,  and  in 
still  otiiers  it  arises  from  the  excessive  use  of  tobacco  or  of  coffee  or  tea. 
So,  too,  sudden  nervous  shock  may  cause  rej>cated  attacks  of  this  character. 
Probably  die  most  frequent  cause  of  cardiac  pnlpitution  is  not  connected 
with  the  nerves  supplying  the  heart,  l>ut  is  duo  to  irregularities  in  the  nervous 
control  of    the  vasomotor  system,   whereby  the  tension  of    the  vessels  is 
relaxed  and  as  a  result  the  heart  beats  rapidly  because  the  ordinary  pressure 
in  the  arteries  is  suddenly  removed.     It  is  remarkable  how  cases  of  palpi- 
tation get  well  if  attention  is  paid  to  the  state  of  the  bloodvessels  rather  than 
the  heart.     The  so-called  **  irritable  heart  of  soldiers,"  first  described  by 
J.  ^I.  Da  Costa,  is  due  in  all   probability  to  this  cause  as  well  as  to  the 
imperfect  action  of  the  vagus.     Associated  with  (he  disordered  cardiac  action 
it  will  often  be  found    that  the    peripheral    capillaries    sutldenly  become 
dilated,  so  that  the  blood  ean  flow  more  rapidly  than  normal  into  them. 
Profuse  diuresis,  in  which  the  uritie  is  founrl  to  l>e  pale  and  clear,  shows 
that  a  similar  relaxation  of  tlie  renal  vessels  has  ensued.     These  symptoms 
often  cause  the  patient  great  alarm  antl  bring  him  at  once  to  the  physi- 
cian with  the  statement   that    licart   disease  is  feared.      It  is  usually  (he 
case  that  a   patient  who  says    he  has  heart  disease  has  only  a   neurosis, 
unless  some  physician  has  found  a  real  lesion  and  told  him  of  its  existence. 
Tachycardia. — Many  cases  of  neurosis  are  closely  allied,  if  not  identical, 
with  that  comlitinn  of  rapid  heart  called  tachycardia.     ITiis  may  be  due 
to  vasomotor  palsy,  to  a  deficient  action  of  the  vagus  nen'cs,  or  to  some 
central  nervous  lesion.     (The  tachycardia  of  exophthalmic  goitre  is  not 
considered  here.) 

Such  attacks  occur  in  young  hysterical  women  and  arc  called  "pseudo- 
angina,"  because  a  sense  of  cardiac  expansion  is  often  present  with  (he 
rapid  beating  of  the  heart.  They  also  apf)ear  in  womeTi  near  (lie  Tneno[)ause, 
nnd  in  men  who  have  been  guilty  of  excessive  sexual  abuse,  A  tew  cases 
in  men  are  apparently  <luc  to  some  organic  nenous  lesion.  The  pulse  may 
rise  as  high  as  220.  The  tachycardia  may  be  paroxysmal  or  continuous. 
In  a  case  under  my  care  in  18(^*0,  a  woman  who  had  seen  her  luisband  and 
sons  drowned  in  the  great  Johnstown  flood,  and  ha<l  been  swept  from  the  n^of 
of  her  floating  cottage,  presented  a  pulse  rate  which  was  uncountable,  it 
was  so  fast.  This  persisted  for  months  and  was  present  two  years  after 
the  catastrophe. 
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Rapidf  feeble  heart  sounds,  in  which  the  first  and  second  sounds  appear 
alike,  arc  met  with  in  prolonged  exhjiiisting  fevers  such  as  severe  typhoi<! 
fever,  and  to  i\\is  state  is  given  the  name  "fetal  heart  sounds*'  or  '*  eiq^^ 
bryocardia/'  |^| 

Bradycardia.^Great  sloi^Tiess  of  the  heart's  action  (bradycardia)  is  causea^^ 
to  some  extent  at  least,  by  conditions  which  are  the  antithesis  of  those  that 
cause  tachycardia.  A  sudden  or  persistent  rise  of  arterial  pressure  may  cause 
a  very  slow  pulse,  as  the  heart  endeavors  to  force  blood  through  tightly 
contracted  vessels,  This  may  be  called  vascular  bradycardia.  Again,  it 
occurs  as  the  result  of  irritation  of  the  vagus  nerves  by  poisons  such  as 
digitalis  and  opium,  or  in  chronic  lead  poisoning,  or  again  in  cases  of  jaun- 
dice when  tlie  slowing  is  due  to  the  biliary  salts  in  the  blood.  It  is  also 
met  with  in  cases  of  apoplexy,  cerebral  tumor,  ami  in  the  coma  foUowic 
epilepsy. 

A  pulse  below  00,  or  even  as  low  as  40,  is  sometimes  felt  after  a  woma 
has  given  birth  to  a  child. 

Occasionally  cases  are  met  with  in  which  the  bradycarflia  become 
extraordinary.  The  late  D.  W.  Prentiss  reported  to  the  Association 
American  Physicians  in  1S89,  181K),  and  1891  tl*e  case  of  a  man  whose 
pulse  at  times  fell  to  11  per  minute  and  rarely  rose  over  40  per  minute 
for  two  years.  In  this  case  no  very  distinct  morbid  lesions  were  found  at 
autopsy,  although  the  patient  died  suddenly  in  an  attack.  (See  Stokes- 
Adams  Disease. 

Arhythmia* — There  are  other  cases  met  with  in  which  cardiac 
arhythmia — that  is,  irregularity  as  to  the  speed  and  the  force  of  the 
heart  beats — occurs.  In  many  cases  this  is  due  to  a  neurosis  of  the 
vagus.  It  is  very  commonly  met  with  in  persona  who  have  taken 
excessive  doses  of  digitalis,  and  it  is  also  a  common  sjinptom  in  mitral 
stenosis  with  ruptured  coin|>ensation.  The  so-called  gallop  rhythm  may 
appear  in  these  cases.  (See  IVIitral  Stenosis.)  Occasionally  arhythmia  is 
a  notable  symptom  in  cases  of  myocardial  degeneration,  but  cases  are 
recordefl  in  wliich  arhythmia  has  lasted  for  several  decades  in  seemingly 
healthy  men. 

Treatment  of  Cardiac  Neuroses. — In  the  treatment  of  the  various  cardiac 
neuroses  it  is  essential  that  the  physician  shall  first  determine  what  portion 
of  the  circulatory  system  is  chiefly  affected  by  disordered  innen'ation.  Not 
infrequently,  however,  it  will  l>e  found  that  both  the  heart  and  vasomotor 
system  arc  out  of  order,  and  therefore  the  treatment  will  have  to  be  devoted 
to  regulating  the  nerve  supply  of  tlie  functions  of  both  of  these  important 
vascular  areas. 

WTien  it  is  believed  that  attacks  of  tachycardia  have  their  origin  in  a 
condition  in  which  the  pueumogastric  ner\"e  fails  to  control  the  action  of 
the  heart,  digitalis  is,  of  course,  a  valuable  remedy  in  that  it  exercises  a 
powerful  stimulating  influetiee  upon  the  pneumoga.stric  nerves.  In  some 
instances,  however,  the  action  of  the  heart  is  already  sufficiently  \'igorou3 
and  the  adminislratiou  of  digitalis,  while  stimulating  the  pneumogastric 
nerve,  also  stimulates  the  heart  to  such  an  excessive  degree  that  its  action 
becomes  too  violent.    Under  these  circumstances  it  is  well  to  combine  with 
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the  digitalis  a  littte  aconite,  which  drug  also  stimulates  the  pneumogastric 
nerve,  and  thereby  aids  the  <ligita]is  iu  controlling  (he  heart,  and  at  the 
same  time  combats  the  iidluence  of  the  digitalis  upon  the  heart  muscle 
itself,  thereby  preventing  overstimulation.  A  prescription  made  up  as  follows 
will  often  be  of  advantage,  the  quantities  of  the  ingredients  being  varied 
to  suit  the  needs  of  the  individual  cose: 

B.— Tinct.  digitalis  (physiologically  tested)      .         .         •     f  3  j    (**.0). 

Tinet.  flconiti f  3ss  (2,0). 

Tinct.  bellfldoiiiiffi f^ij  (8.0). 

Tinct.  cardamom,  comp.  .  q.  s.  ad    f^iij. 

\  tcaspoonful  to  :i  dessertspoonful  tliree  or  four  times  a  day. 

The  efficiency  of  this  prescription  may  be  increased  by  the  application  of 
a  Ix^lladoima  plaster  over  the  heart. 

In  those  cases  in  wliich  the  cardiac  irregularity  depends  chiefly  upon 
altcmatc  spasm  and  relaxation  of  the  bloodvessels,  so  that  they  are  at  one 
moment  offering  too  much  resistance  and  at  another  too  little  resistance 
to  the  flow  of  blood,  much  benefit  can  be  producetl  by  hydrotherapeutic 
measures,  such  as  directing  that  the  patient  shall  take  an  alternate  hot  and 
cold  sponging  in  the  morning  on  getting  up;  (irst,  drenching  himself  with  a 
sponge  dippe<l  in  as  hot  water  lus  he  can  in^ar,  and  next  drenching  himself 
with  a  sponge  dippeil  in  cold  water.  In  this  way  he  does  not  become  chilled, 
but  the  elasticity  and  tone  of  the  bloodvessels  is  much  improved.  The 
prescription  just  recommended  is  also  beneficial  in  many  of  these  cases,  and 
not  infrequently  moderate  doses  of  tincture  of  nux  vomica  are  advantageous. 
When  the  disorder  depends  uj>t_)n  the  excessive  use  of  tobacco,  ihis  drug 
must,  of  course,  be  prohibited;  and  if  the  patient  is  overworked,  and  suffer- 
ing from  nervous  strain,  he  must  he  sent  away  on  a  vacation;  or,  if  his  con- 
dition is  grave,  be  given  a  "  rest  cure/'  Wlien  a  disordereil  circulation  is 
associated   with   pain   in   the   neighborhood   of  tlie   heart,  small  iloses  of 

_     antipjTin,  2  to  3  grains,  are  often    useful;    and    if   tiie    tension    is    high, 

I    nitroglycerin  should  be  given. 

Definition.— By  angina  pectoris  is  meant  a  condition  in  which  a  patient, 
usually  in  or  jiast  middle  life,  is  sei/cd  by  a  severe,  agonizing  pain  in  the 
cardiac  area,  which  extends  In  most  ciuses  down  the  left  arm  even  to 
the  vrrist,  and  suffers  from  intense  mental  anxiety  and  a  sense  of  im- 
pending dissolution.  It  is  important  that  pseudoangina  he  not  confused 
with  it. 

Etiology  and  Pathology. — The  cause  of  true  angina  pectoris  is  usually 
atheromatous  chan^  in  tiie  coronary  arteries,  although  this  is  by  no  means 
always  the  case.  Thus,  Potain  found  stenosis  of  both  coronary  arteries  in 
20  out  of  45  cases  at  autopsy,  and  Huchard  in  38  out  of  70  eases.  It  is 
distinctly  a  disease  of  the  brain-worker  rather  than  of  him  who  gains  his 
bread  by  manual  labor.    The  laborer  and  artisan  present  to  us  very  com- 
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inonly  the  most  surprising  degenerative  changes  in  their  arteries  in  the 
way  of  calcification  of  their  radials  and  temporals,  but  they  rarely  have 
true  angina.  On  the  otlier  hand,  the  man  who  is  subjected  to  ner\'0U3 
strain  rarely  shows  extraordinary  calcareous  changes,  but  he  is  tlie  unfortu- 
nate victim  of  this  terrible  malady.  Physicians  are  peculiarly  prt^ne  to  it. 
The  number  of  deaths  among  the  leaders  of  the  profession  in  Philadelphia 
during  the  last  decade  from  this  cause  is  extraortlinary.  Mental  strain 
with  a  sedentary  life  are,  therefore,  causes.  Gotit,  syphilis,  and  renal  disease 
are  also  causes,  The  disease  affects  men  much  oftener  than  women.  Out 
of  6.5  cases  collected  by  me  only  4  occurred  in  women,  and  out  of  290  cases 
collected  by  Forbes,  Huchiinl,  and  Lartipie  only  47  occurred  in  women. 
Aside  from  the  narrowed  and  thickened  roronary  arteries  and  the  fibroid 
changes  in  the  heart  wliirh  result  from  their  state»  there  are  no  characteristic 
lesions  of  true  angina  pectoris.  Among  the  exciting  causes  of  an  attack 
are  to  be  named  nervous  wear  and  tear,  anger,  or  muscular  exertion,  par- 
ticularly if  it  l)e  made  in  tlie  face  of  a  cold  wind,  which  contmcts 
the  capillaries  and  so  increases  still  more  the  lal>or  of  the  heart.  S«>,  too, 
errors  in  diet,  by  causing  gastric  disorder,  may  reflexly  cause  an  attack. 

Sir  Douglas  Powell  and  Merklen  give  the  age  incidence  for  true  angina 
at  twenty  to  forty  years.  This  is  probably  too  young.  The  actual  a^?  is 
forty  to  sixty  years. 

Symptoms. — When  angina  pectoris  is  well  developed  there  is  no  symptom- 
complex  so  characteristic  and  flramatic.  Seize<l  on  a  sudden  or  with 
but  a  few  moments'  warning,  the  patient  stands  or  sits  transfixed  with 
pain  and  fear.  It  is  diliicuH  to  tell  whether  his  arrested  respiratum  is 
controlled  by  the  <li.sejise  or  his  own  will-[)ovver.  The  ttcnsc  of  dt'tisolu/ion 
or  of  imiK-nding  death  is  so  real  that  the  patient  expresses  the  l>clief  that 
death  is  at  hand,  if  he  can  find  breath  to  speak.  The  expression  of  the  fare 
is  one  of  I'ntensr  a njct'ety  or  horror,  the  skin  is  jniUid  to  the  degree  of  cada%'eric 
hue.  and  the  brow  is  marble  white  and  perhaps  lM.^dewe<l  with  sweat  as 
the  attack  advances.  The  pidse  (hiring  ati  attack  is  usually  slow,  smalls  and 
very  tense,  becoming  feebler  and  more  rcla.xed  as  the  pamxysm  passes 
away.  The  pain  is  often  beyond  the  patient's  power  of  description  after 
his  recovery,  both  as  to  severity  and  character.  Scjme  patients  say  that  the 
heart  feels  as  if  it  were  being  crushed  in  a  vice;  others  that  a  huge  stone 
is  crushing  the  che^it  wall;  others  that  a  heavy  bar  of  steel  is  laid  across  the 
thorax.  At  times  the  pain  not  only  extends  down  the  left  arm  to  the  fingers, 
but  to  the  right  arm  as  well.  .Vs  the  attack  passes  off  the  patient's  expression 
of  keen  suffering  is  mo<lificti.  A  fhish  may  supplant  the  pallor  and  a  sigh 
reveals  that  the  seizure  has  passed.  At  this  time  the  patient  not  rarely 
l)elches  up  large  volumes  of  ga.s,  and  this  seems  to  give  much  relief.  It  is 
this  which  gives  rise  to  the  euphemistic  diagnosis  of  '* acute  indigestion"  in 
some  of  these  cases.  Sometimes  more  than  one  attack  nuiy  occur  in  an 
hour,  hut  this  is  rare. 

Mollified  forms  of  severe  angina  are  constantly  met  with  in  which  the 
pain  is  not  so  severe  as  in  the  cases  just  described.  The  degree  of  modifica- 
tion may  be  so  great  that  little  or  no  pain  is  felt,  this  form  being  culled 
angina  pectoris  sine  dolorc. 
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XHagooflis. — When  angina  pectoris  presents  itself  in  its  well-developed 
form,  there  cannot  be  much  doubt  as  to  its  true  character.  The  question 
of  the  character  of  an  attack  is,  however,  often  in  doubt  when  the  symptoms 
are  not  all  present.  While  it  is  a  rule  that  valvular  disease  of  the  heart 
rarely  causes  pain,  it  is  a  fact  that  attacks  of  anginoid  pain  are  occasionally 
met  with  in  cases  of  aortic  regurgitation,  particularly  if  dilatation  of  the 
heart  is  marked.  This  state  can  be  determined  by  the  diastolic  murmur 
and  the  "Corrigan  pulse."  Again,  aortitis  may  cause  symptoms  practically 
identical  with  those  of  true  angina,  and  it  may  be  impossible  to  separate 
the  disease  of  the  aorta  from  that  of  the  coronary  arteries  because  the  lesion 
spreads  from  the  aorta  to  the  openings  of  these  vessels. 

It  is  of  some  importance  to  differentiate  the  angina  pectoris  due  to 
ordinary  coronary  sclerosis  and  secondary  myocardial  change  from  that  due 
to  syphilis.  This  is  probably  impossible  by  the  physical  signs  in  the 
circulation,  but  can  be  made  if  a  history  of  late  syphilis  can  be  obtained, 
or  if  the  patient  is  prematurely  aged.  WTiile  these  changes,  when  due  to 
syphilis,  cannot  be  treated  as  successfully  as  can  secondary  syphilis,  for 
they  are  of  the  nature  of  parasyphilitic  affections,  more  aid  can  be  given 
by  the  use  of  the  iodides  than  in  those  cases  which  present  changes  in  the 
coronary  arteries  from  other  causes. 

A  form  of  pseudoangina  is  occasionally  seen  in  nervous  women  and  in 
men  who  resort  to  wine,  tobacco,  and  women  to  excess.  It  differs  from  true 
angina  pectoris  in  the  facts  that  the  man  is  usually  under  thirty  years 
ratiier  than  over  forty  years  of  age;  his  vessels  are  usually  in  fair  con- 
dition; there  is  a  history  of  neurosis  or  excessive  venery  and  of  the 
excessive  use  of  tobacco,  and  the  sensation  about  the  heart  is  that  of 
distention  instead  of  constriction. 

Prognosis. — From  what  has  been  said  as  to  the  state  of  the  vessels  and 
the  heart  muscle  in  true  angina  pectoris  it  must  be  evident  that  the  prog- 
nosis is  most  grave,  for  death  may  ensue  in  any  attack  and  an  attack  may 
come  on  at  any  time.  On  the  other  hand,  patients  sometimes  go  long 
periods  without  an  attack,  particularly  if  the  mode  of  life  can  be  quiet  and 
the  pulse  tension  can  be  reduced  by  the  iodides  and  nitroglycerin.  Much 
depends  in  prognosis  upon  the  degree  of  vascular  and  myocardial  change 
which  can  be  found.  In  many  of  these  cases  the  feeble  first  sound  shows 
how  weak  and  dilated  the  ventricles  have  become. 

Treatment. — The  treatment  of  angina  pectoris  may  be  divided,  into  that 
which  is  devoted  to  the  improvement  of  the  circulatory  condition' with  the 
object  of  preventing  paroxysms  of  the  disease,  and  to  that  which  is  devoted 
to  the  rehef  of  the  patient  during  the  paroxysm.  As  the  treatment  of  a 
paroxysm  requires  very  active  procedures,  it  will  l)e  considered  first.  If 
seen  as  a  paroxysm  is  commencing,  the  patient  should  inhale  from  3  to 
5  minims  of  nitrite  of  amyl,  or  if  this  drug  is  not  at  hand  a  few  whiffs 
of  chloroform  should  be  used.  Nitroglycerin  should  also  be  given  hyi)o- 
dermically  in  the  dose  of  y^  or  even  -^^  of  a  grain.  If  the  patient  has 
become  accustomed  to  this  remedy,  larger  doses  are  indicated.  Sometimes 
it  is  advantageous  to  give  simultaneously  with  the  nitroglycerin  \  of  a  grain 
of  morphine;  but  in  those  cases  in  which  the  paroxysm  is  not  of  long  duration, 
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the  attack  commonly  passes  away  before  the  morphine  has  an  opfK>rtunity 
to  exercise  its  pain-relieving  infinences.  If  the  patient  can  swallow,  a  very 
useful  remedy  is  1  or  2  drachms  of  Hoffmann's  anodyne  pven  in  a  little 
cracked  ice  and  water;  or,  if  this  is  not  at  hand,  k  to  I  drachm  of  spirit 
of  ch!on>forin  may  l»e  ^iveu  in  a  similar  manner.  The  employment  of 
nitrite  of  amyl,  nitroglycerin,  and  chloroform  is  useful  in  direct  proportion  to 
the  degree  of  arterial  spasm  which  is  present.  In  that  somewhat  unusual 
class  of  cases  in  which  attacks  of  angina  occur  with  a  state  of  low  arterial 
tension,  these  tirugs,  manifestly,  cannot  l)e  of  the  same  value  as  in  those 
patients  in  which  the  systemic  arteries  are  lightly  contracted.  Should  the 
patient  be  seen  in  a  paroxysm  and  the  physician  possesses  none  of  the 
remedies  just  named  for  hLs  relief,  a  drink  of  hot  water,  containing  some 
capsicum,  or  some  brandy,  may  be  given,  since  thus  not  infrequently  causes 
the  belching  up  of  a  considerable  tjuuntity  of  gas  followed  by  some  degree 
of  relief  to  the  patient. 

The  treatment  betueen  the  paroxysms  is  dietetic,  liygienic,  and  medicinal. 
The  patient  must  take  a  sufficient  quantity  of  food  for  the  purpose  of 
maintaining  his  nutrition,  and  must  be  forbidden  to  eat  anytliing  more 
than  is  absolutely  tiecessary  for  t\i\s  purpose.  Sweet  and  fatty  articles  of 
diet  should  be  entirely  avrnded,  as  shouhl  he  chatnpagne  and  all  sweet 
wines.  If  any  alcoholic  stimulant  is  requiretl,  Scotch  or  rye  whiskey,  or 
a  dry  gin  with  lime-juice  a!iil  s|)arkling  water  should  Ije  ordered.  There 
is  no  objection  to  the  diet  being  largely  one  of  meat,  if  the  kidneys  are  in 
a  fairly  healthy  atate,  the  more  so,  as  starchy  foods  are  prone  to  cause  the 
formation  of  gas  in  the  stomach  and  bowels,  which  may  reflexly  upset  the 
cardiac  balance  and  precipitate  an  attack. 

The  liygienic  treatment  consists  in  liaving  the  patient  take  as  much 
sunshine  and  fresh  air  a-s  possible;  in  forbidding  him  to  expose  himself 
to  blustering  winds,  anil  to  warn  him  that  if  his  peripheral  circulation  is 
chilled  the  consefjuent  contraction  of  his  capillaries  may  result  in  an  attack 
of  heart  pang.  Flannel  shonhl  be  worn  next  the  skin  Ixith  winter  and 
summer.  Sudden  effort,  as  going  up  stairs  rapidly  or  running  for  a  car, 
or  entering  into  any  heated  debate,  either  in  ctJurt  or  in  a  business  argument, 
should  be  avoiileil. 

As  distention  in  the  stomach  sometimes  causes  an  attack,  it  is  often 
necessary  to  feeil  the  patient  with  small  quantities  of  fo<xl  four  or  five 
times  a  day  rather  than  to  permit  hirn  to  eat  two  or  three  hearty  menls. 

Care  must  be  taken  that  (he  bowels  do  not  become  overloaried  \*'ith 
feces,  and  that  they  be  moved  every  day  by  some  vegetable  hixative  or  one 
of  the  mild  stiline  waters. 

The  medicinal  treatment  consists  in  the  administration  of  iwlides  in  as 
large  doses  as  the  patient  can  readily  bear  without  danger  of  disordering 
his  digestion.  If  there  is  a  history  of  syphilis  in  the  case,  larger  doses  are 
nee«led  than  if  the  history  is  not  specific.  The  patient  should  take  at  least 
GO  grains  a  day  of  the  iodide  of  so^lium  or  iodide  of  strontium  if  possible, 
divided  into  four  doses,  which  should  be  taken  one  hour  after  food.  In 
some  cases  syrup  of  hydriodic  acid,  in  the  dose  of  J  to  2  drachms  three  or 
four  times  a  day,  may  l>e  given  with  advantage,  well  diluted  with  water. 
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The  iodides  under  these  circumstances  lower  arterial  tension  and  Ho  what- 
ever can  be  done  toward  arresting  the  process  of  fibroid  overgrowth  in  the 
bh>odvessels.    The  patient  will  also  be  much  bcnefitcil  if  he  receives  nitro- 

Jflycerin  in  the  dose  of  yItj  ^^  ^  ^vtihx  four  or  five  times  througli  the  twenty- 
our  hours,  the  dose  being  contr4>llcd,  not  by  tlie  nnmbt^r  of  doses  admin- 
istered, but  by  the  effects  which  it  produces  upon  arterial  tension.  In 
some  instances  it  is  wise  to  alternate  the  nitroglycerin  and  iodide.  If  tlie 
heart  muscle  is  very  feeble,  full  iloses  of  nux  vomif*a»  10  or  20  drops  of  the 
tincture,  or  moderate  doses  of  digitalis — say,  5  minims  of  the  tincture — 
may  be  given  three  times  a  day;  the  nitroglycerin  being  actively  employed 
at  the  same  time  to  prevent  these  tlrugs  from  raising  arterial  tension  while 
they  are  stimulating  the  heart.  The  patient  should  he  instructed  to  carry 
glass  pearls  of  nitrite  of  amyl  in  his  pocket  and  to  crush  one  and  inhale 
Its  contents  if  at  any  time  he  feels  threatened  by  an  attack. 

Symptoms  of  gastrointestinnl  dyspepsia  are  to  be  relieved  not  only  by 
regulating  the  diet  in  the  way  indicate<l,  but  by  the  use  of  pancreatin  and 
taka-diastase  to  aid  digestion.  A  very  useful  capsule  under  these  circum- 
stances is  one  which  ctjntains  2  grains  of  takaHliastase,2grainsof  pancreatin, 
1  grain  of  capsicum,  and  |  grain  of  extract  of  mix  vomica.  This  should 
be  taken  thrice  daily. 
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Two  abnormal  conditions  may  arise  in  the  heart  of  the  foetus  and  persist 
after  birth,  namely,  defects  of  development  and  <lefect.s  produced  by  an 
attack  of  endocarditis.  In  some  instances  the  endoearditis  is  responsible 
for  the  defect  in  development.  The  most  common  of  these  defects  is  the 
persistence  of  the  foramen  ovali\  which  permits  the  bitiod  to  make  a  short 
circuit  through  the  interauricular  septum  instead  of  passing  into  the  right 
Ventricle  and  thence  througli  the  lungs.  Sometimes  this  opening  is  partly 
guarded  by  a  membrane,  hut  in  other  cases  no  such  membrane  is  present. 
If  the  opening  is  large  and  entirely  unguarded  by  a  membrane  the  patient 
Js  apt  to  present  intense  cyanosis,  particularly  if  any  effort  is  made;  but 
in  some  cases  the  defect  docs  not  priMhice  this  symptom  and  the  patient 
fives  to  adult  years,  no  one  suspecting  the  presence  of  such  a  defect,  the 
Existence  of  which  is  reveale*l  only  at  autopsy.  Thus,  my  collengue, 
Coplin,  made  an  autopsy  upon  a  woman,  dead  of  croupous  pneimiouia. 
During  her  life  anil  in  her  final  illness  there  were  no  signs  of  cardiac  <lis- 
ease,  but  at  the  autopsy  a  twenty-five-cent  piece  could  be  <b'op])ed  flatwise 
through  the  foramen  ovale.  More  or  less  obht|ne  communications  between 
right  and  left  auricles  are  present  in  alniut  2  to  5  per  cent,  of  adult  hearts, 
j  A  much  more  rare  condition  is  that  in  which  there  is  an  absence  of  the 
aeptum  l>etween  the  riglit  and  left  si<Jes  of  the  heart,  and  as  a  result  "bilocular 
heart"  is  present.  In  others  again  the  absence  vf  nn  interventricular  septum 
broduces  a  "trilocular  heart/'  At  times  a  condition  is  met  with  in  which 
i  perforation  exists  in  the  upf>er  part  of  the  ventricular  septum,  in  the 

calleil  "undefended  space." 
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Valvular  anomalies  also  occur.  The  three  aortic  semilunar  valves  may  be 
replaced  by  two  leaflets.  This  state  while  not  at  all  incompatible  with  life 
is,  nevertheless,  prone  to  become  grave,  in  that  the  semilunar  valves  usually 
become  thickened  and  distorted.  The  pulmonary  valves  are  much  more 
rarely  abnormal,  and  the  valves  protecting  the  auriculoventricular  orifices 
on  both  sides  of  the  heart  are  even  more  rarely  anomalous  from  defective 
development.  These  valves  may,  however,  be  the  subject  of  endocardial 
disease  prior  to  birth,  and  the  result  is,  in  one  sense,  not  very  different 
from  that  met  with  in  the  heart  of  the  ordinary  individual  who  suffers 
from  rheumatic  endocarditis;  for  we  find  the  auriculoventricular  valves 
thickened  and  the  chordse  tendinese  broadened  and  shortened  so  that  they 
interfere  with  the  free  action  of  the  valves.  That  form  of  acute  or  chronic 
endocarditis  which  results  in  the  production  of  granular  or  warty  nodules 
on  the  valves  is  rarely  encountered  in  fetal  endocarditis. 

The  orifice  of  the  pulmonary  artery  is  very  commonly  found  to  be  in  a 
state  of  stenosis,  as  a  result  of  gluing  together  of  the  valves  and  contraction 
of  the  ring  around  the  orifice  itself.  The  agglutination  of  the  segments 
may  be  so  perfectly  accompUshed  as  to  leave  a  smooth,  funnel-like  open- 
ing, or  the  valves  may  be  roughened  by  vegetations.  Patients  with  this 
defect  may  live  for  years,  but  it  is  a  curious  fact  that  they  are  very  prone 
to  die  of  pulmonary  tuberculosis. 

Stenosis  of  the  right  coims  arteriosus,  of  the  pulmonary  artery,  and 
of  the  pulmonary  orifice  are  often  associated,  and  form  a  large  propor- 
tion of  the  congenital  lesions  seen  at  autopsy  in  persons  who  have  suffered 
from  these  defects,  but  lived  for  years.  It  is  a  noteworthy  fact  that  these 
lesions  are  not  rarely  complicated  by  a  patulous  interventricular  septum, 
an  open  foramen  ovale,  and  an  open  ductus  arteriosus.  Considerable 
hypertrophy  of  the  right  ventricle  is  naturally  found  in  these  cases  if  life 
is  prolonged. 

Narrowing  of  the  aortic  orifice  is  a  rare  congenital  defect.  Malposi- 
tion or  transposition  of  the  heart  is  sometimes  seen.  Transposition  is 
always  associated  with  transposition  of  the  other  viscera. 

Occasionally  ectopia  cordis,  a  state  in  which  the  heart  is  not  protected 
by  the  chest  wall,  is  met  with.  The  heart  has  also  been  found  in  the  abdom- 
inal cavity.  Peacock  reported  one  such  case  in  a  man  of  forty-seven 
years,  and  Rezek  one  in  a  man  of  thirty-two  years. 


DISEASES  OP  THE  ARTERIES. 

The  tubes  carrying  blood  are  subject  to  many  alterations,  some  of  which 
depend  upon  changes  in  the  perivascular  tissues,  including  with  these 
para-arterial  inflammations,  infection,  trauma,  etc.  The  most  important 
group  of  vascular  changes,  however,  result  from  alterations  in  stress  and 
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lensioD  under  which  the  circulation  is  maintainefj.  and,  to  a  greater  degree, 
are  the  resuhsof  the  irritunt  action  of  poisons  circulating  in  the  blood.  The 
intravascular  irritants  may  be  bacterial  or  of  bacterial  origin  (toxins), 
■unusual  quantities  of  normal  salts,  or  the  presence  of  abnormal  compounds 
,tliat  irritate  the  endothelium. 

Of  the  acute  and  subacute  inflammations  involving  the  intima  (end- 
arteritis), and  the  relation  4)f  this  cliange  to  later  alterations  in  the  vessels, 
we  are  at  present,  through  the  studies  of  Thayer  and  others,  beeoming 
more  familiar.  The  clinical  inipmrtance,  however,  of  these  alterations  is 
not  as  yet  fully  a[)preciatcd.  Hyaline  and  fatty  degenerative  changes  occur 
in  the  intima  and  suhintimul  tissues  iu  a  uumlfer  of  |vithologicul  pnxresses. 
The  deposit  of  pigment  in  the  vessel  walls,  irdiltration  by  lime  salts  (calcifi- 
cation), and  amyloid  disease  are  rarely,  if  ever,  primary  in  the  vessels,  but 
depend  upon  a  numl>er  of  primary  conditions,  an<l  tlioref<jri?  are  rarely,  if 
ever,  recognized  indepentlcntly  of  the  conditions  by  which  they  are  caused. 
Infections  acting  within  the  vessels  give  rise  to  proliferative  or  necrotic 
changes  in  the  enchithelium  with  the  formation  of  thrombi  (thrombo- 
arteritis  and  thrombophlebitis),  which,  by  mechanical  interference  of  the 
circulation,  influence  the  nutrition  of  the  organs,  or,  by  causing  embolism 
and  distribution  of  infectious  nuiterial  through  the  system  at  large,  constitute 
the  basis  of  septicemia  and  pytemia  as  already  considered. 

ARTERIOSCLEROSIS. 

Definition. — Arteriosclerosis,  as  we  understand  it  to-day,  evidently  com- 
prises a  number  of  pathological  processes,  the  exact  relation  of  which »  one 
to  the  other,  is  still  somewhat  uncertain.  Two  important  processes,  often  if 
not  constantly  associated,  are,  first,  an  aflection  involving  particularly  the 
smaller  arteries  (arterioles),  and  commonly  termed  arteriocapillary  fibrosis; 
land,  second,  a  type  of  arterial  change  involving  particularly  the  larger  vessels 
and  called  atheroma,  or,  on  account  of  the  changes  in  the  confonnation  of 
tlie  afl^ected  vessels,  arteritis  deformans.  Writers  are  not  agreed  tluit  these 
two  processes  are  independent,  but  they  are  very  constantly  associated,  and 
the  clinical  picture  embraced  under  the  term  arteriosclerosis  includes  them 
both. 

Etiology. — Certain  individuals,  and  often  whole  families,  seem  peculiarly 
liable  to  arteriosclerosis.  The  change  is  often  a  manifestation  of  age,  and 
the  trite  but  true  saying  "that  a  man  is  as  old  as  his  vessels"  indicates  the 
belief  in  preliminary  aging  of  those  in  whom  arterial  change  occurs  in  early 
life.  Alcohol,  and  intemperance  in  work  and  eating,  and  overexertion, 
mental  or  physical,  are  also  causes.  The  autointoxications,  lead  poisoning, 
syphilis,  and  gout  are  important  factors  in  the  production  of  arterial 
disease.  Certain  forms  of  chronic  interstitial  nephritis  may  precede,  ac- 
company, or  follow  arterial  change.  (See  Etiology  of  Chronic  Interstitial 
Nephritis.) 

Recent  studies,  experimental  and  pathological,  seem  to  indicate  that 
possibly  arteriosclerosis  may  bear  some  definite  relation  to  morbid  processes 
affecting  the  adrenals.  Josud,  Ziegler,  Erb,  Pearce,  and  others  have 
34 
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produced  atheroma,  or  a  closely  allied  lesion,  by  the  intravenous  injeclii 
of  adrenalin.   Vaquez  reported  an  instance  of  adenoma  of  tlie  adrenal  as; 
elated  with  heightened  arterial  tension,  and  Josu6  and  Bernard,  and,  mo 
recently,  my  colleague,  Cophn,  luive  shown  that  in  patients  having  arterio- 
sclerosis the  aflretudts   rareiv,  if  ever,  a  normal  organ.    The  observations 
are  not,  however,  as  yet  conclusive. 

The  relation  of  heightened  stress  to  arteriosclerosis  is  one  of  the  prol>lems 
upon  which  authorities  are  not  agreed.     AUbutt  recognizes  a  mechanical 
arteriosclerosis  depending  uj>on  prolongal  high  tension  of  whatsoever  origi 
There  can  he  no  doubt  that  in  some  crises  prolongeil  stress  is  an  iinporta 
etiological  factor,  as  is  shown  by  the  fact  tl»at  typicid  arteriosclerosis  is  ra 
in  the  puhnonary  artery  and  its  branches,  except  wl»en  mitral  disease  or  pul- 
monary iesitms  increase  the  tension  in  this  vessel,  under  which  circumstance 
sclerotic  changes  are  not  of  infref|uent  occurrence.    Heightened  stress  in  the 
veins  also  tends  toward  the  development  of  phlel)osclerosis,  as  is  shown  by 
the  occurrence  of  this  lesion  in  the  veins  of  the  lower  extremity,  when  for 
any  reason  the  tension  in  these  tubes  is  heightened,  and  also  by  the  devolo|)- 
ment  of  similar  changes  in  the  portal  area  in  cirrhosis  of  the  liver  wi 
venous  obstruction. 

Patholo^  and  Morbid  Anatomy.  Lesions  in  the  Tenninal  or  Sm/i 
Arteries. — Tlie  change  in  the  arterioles  is  characterized  by  proliferation  of 
the  endothelium  and  .sul>em!othclial  tissues,  fragmentation  of  the  elastica, 
and  alterations  in  the  media.  There  has  been  much  dispute  as  to  the 
primary  alteration  in  the  nmscle  layer,  some  holding  that  there  is  evidence 
of  a  tlistinct  hy[>ertrophy,  which  others  fail  to  recognize.  Whether  or  ni 
there  be  an  iniliid  iniTcase  in  the  muscle  layer  of  the  arteriole,  there  i; 
sooner  or  later,  if  the  condition  persists,  a  degenerative  change,  hyaline  in 
tendency,  with  loss  of  elasticity,  thickening  of  the  intimal  and  subintimal 
tissues,  and  narrowing  of  the  lumen,  and  hence  increased  peripheral 
resistance. 

Lesions  in  the  Larger  Arterial  Trunks. — Tn  the  second  conspicuous  alter- 
ation of  arteriosclerosis  there  develops  in  the  larger  arteries  a  succession  Q^H 
changes  greatly  influencing  the  elasticity  of  these  structures.     Councilmai^^ 
recognizes  at  least  three  divisioris  of  this  tyj>e  of  arterial  change.     In  the 
nodular   form   a   cellular  infiltration   occurs  around   the  vasovasorum, 
originally  pointcil  out  by  Martin,  extending  into  the  media  and  subintima 
layers.     Fragmentation  of  tlie  elastica  with  efforts  at  production  of  nel 
elastic  tissue  occurs.     Later  necrotic  and  degenerative  changes  weaken  th<i 
wall  and,  as  pointed  out  by  Thoma,  endothelial   proliferation  tends  to 
restore  the  smooth  lumen.     The  cells  forming  tlie  node  undergo  hyaline 
and  fatty  degeneration,  giving  rise  to  a  mass  of  cellular  detritus  cotistituting^ 
the  so-calle<i  atheromatous  abscess.    Should  the  overlying  endothelium  givilH 
way  an  atheromatous  ulcer  is  formed;  these  areas  are  particularly  prone 
to  develop  around  smaller  branches  given  off  by  relatively  large  trunks, 
and  lessen  the  blood-carrjMng  capacity  of  the  affected  branches.  ^| 

The  nodules,  seen  on  the  vascular  surface  of  the  larger  arteries,  are  elevated,^" 
yellowish,  and  often  soft  from  degenerative  changes,  and,  later,  are  infil- 
trated by  calcareous  material,  becoming  rigid  so  that  they  break  when  ben^ 
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Often  associated  with  this  noilular  form  is  a  difTuse  arteriosclerosis,  which 
may  abo  occur  imlependently.  The  affected  vessels  are  (lilaterl,  thin- 
walled,  with  irregular  elevations  at  points,  taking  on  more  or  less  fully  the 
character  of  the  nodules  already  described.  Sometimes  the  intima  is  almost 
unchanged. 
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Left  coronary  lu-tery.  Advanced  artcrio^clercrais,  from  a  cohc  of  fatal  anfrfoa  pectoris.  MufcniAed  SO 
^Uimetcro.  But  littWof  thi*  ndvcntitm  is  fihown.  Th«  iikmUa  is  thinnvd  niul  at  point«  eneron4:-beti 
^(Hin.  but  thr  rntMil  c-(>tiHpk>iioii.i  chancre  U  in  the  inttma,  beneath  tite  viidothelinl  layer  of  wtiic-h  there 
h««  b««n  rxWiuJve  i>ivil)frTntivn  and  luukocytic  a^vumtilatton,  most  marked  in  the  upper  eegnientt 
xrcotly  altering  the  lumen  of  the  vesH«l.  IrsMuninK  its  carrying  ca|)aclty,  and  ren<leHng  it  practically 
tneloatlc.     There  was  a  oinrketl  flhrtild  tnyr>rarHititii  in  the  area  Mipphcnl  liy  thv  vcjuiel. 


The  senile  arteriosclerosis  so  classjficfl  by  Conncibnan  would  appear  to 
represent  that  late  stage  of  the  norluUir  ty|}c  in  which  so-callc<I  atheromatous 
ulcers  and  abscesses  form  with  calcareous  scales,  giving  rise  to  rigid  "pipe- 
stem"  or  **slate-|>encir'  vessels  that  can  he  rolled  umler  the  fingers  as 
tortuous,  inelastic.  riL'id  tubes.  The  hl(:MKl-<.:arryirig  capacity  of  such  vessels 
IS  materially  dimiiiishetl,  and  the  resistance  offered  to  the  circulation  pro- 
portionately increa5eib 

Theae  briefly  described  alterations  in  the  arteries  may  be  associated  with 
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similar,  though  usually  much  less  marked,  changes  in  the  veins  (phlebo- 

sclerosis),    the    combined    arterial    and    venous    lesions   constituting   what 
Tlioma  has  called  aiigiosclerosis. 

The  thoracic  aorta  is  the  large  vessel  of  all  others  which  usually  presents 
the  greatest  atheromatous  change.  Its  entire  inner  surface  may  he  so 
roughened  that  it  no  longer  presents  any  of  the  appearances  seen  in  healtli. 
In  other  cases,  in  which  the  process  has  not  gone  so  far,  we  find  patches, 
or  plaf|Lies,  of  atheromatous  change  all  over  its  lining.  These  patches 
may  cover  areas  of  softening  or  areas  of  calcification,  and  on  them  thrombi 
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AtberomatouB  plmquei  on  the  lininK  of  the  aorta.    (GraupDer  and  Zimmermann.) 

may  form.     They  are  particularly  prone  to  appear  about  the  origin  ol 
branch  vessels,  and  this  is  the  reason  that  fatal  disease  of  the  coronary*' 
arteries  so  often  occurs  as  part  of  the  aortic  changes. 

In  vessels  of  the  intermediate  class  and  in  the  aorta  these  changes  may 
so  weaken  tlie  resistance  of  the  vessel  wall  that  it  yieltls  to  pressure  and 
an  aneurysm  develops. 

When  changes  occur  in  the  small  vessels  their  intima  becomes  thickened 
by  an  outgrowth  of  the  endothelial  cells,  and  the  connective-tissue  cells 
in  the  media  also  proliferate,  so  that  the  vessel  becomes  fibroid,  the  elastic 
coat  being  rendered  rigid  and  the  calihre  of  the  vessel  tliminished.  If  this 
process  proceeds  far  it  causes  an  obliterative  endarteritis. 

Tlie  secondary  effects  of  these  vascular  changes  have  already  been  largely 
considered  when  discussing  the  causes  of  cardiac  hypertrophy  and  myo- 
carrlial  degeneration.    The  heart,  if  its  own  tissues  are  not  invaded,  under- 
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jgoes  hypertrophy  to  enable  it  to  piiiiip  bloo<l  through  rigid,  unpelding 
vessels^  and  finally,  when  tlie  pressure  becomes  too  high,  develops  a  leak 
at  the  mitral  valve  to  relieve  pressure,  or  breaks  down  and  fails,  suddenly 
or  gratlually,  under  the  strain  thrown  upon  it.  The  hypertrophy  chiefly 
laffects  tiie  left  ventricle,  because  it  is  upon  this  part  that  the  strain  falls. 

Symptoms. — If  the  heart  is  examined  the  apex  will  be  found  displaced  a 
little  downward  and  to  the  left,  and  palpation  will  show  that  the  impulse 
Against  the  chest  wail  is  forcible  if  liypertrophy  is  present. 

A  symptom  of  equally  great  importance  is  the  accentuation  of  the  aortic 
second  sound  at  the  second  right  costal  cartilage,  and,  indeetl,  wherever 
'it  is  heard  elsewhere  in  the  chest.  If  the  railial  or  tempijral  arteries 
.are  palpated  they  are  found  thickened  and  corded,  often  elongated  and 
tortuous  and  so  rigid  it  is  <lifiicidt  to  extinguish  the  pulse  by  pressure. 
This  high  arterial  tension  is  one  of  the  most  ini|>ortant  clinical  condi- 
tions that  can  be  estimated  by  the  physician. 

A  patient  presenting  these  signs  and  symptoms   may  continue   in   ap- 
'  parently  excellent  health  for  several  years,  but  as  life  progresses  the  cardio- 
vascular changes  also  progress,  and  canHac  failure,  attacks  of  angina  pec- 
toris, or  renal  disease  ensue.      Much  dej»ends  in  these   cases    upon    how 
widespread    the   lesions  are  and  where  they  are  most  developed.     If   the 
coronar}'   arteries   are    the  parts   chiefly  affected,  angiiioid  attacks  soon 
'  come  on.    If  the  cerebral  arteries  are  calcareous  a|)oplexy  ends  existence, 
tor,  if  the  stroke  be  mild,  it  were  l^etter  for  the  [)atient  if  death  ensued. 
Not  rarely  attacks  of  vertigo,  of  fleeting  monoplegia  or  hemiplegia,  and 
aphasia  may  take  place  as  the  result  of  the  arteriocapillary  fibrosis,  with- 
out being  due  necessarily  to  rupture  of  a  cerebral  vessel.     If,  again,  the 
\  renal  vessels  are  involved,  then  the  general  manifestations  of  chronic  con- 
tracted kidney  are  produced. 

Among  the  complications  may  be  named  cerebral  and  pulmonary  embolus, 
and  gangrene  of  the  extremities  from  the  sjime  cause. 

Treatment. — The  treatment  consists  in  the  use  of  the  iodides,  whether 
there  be  a  histor}'  of  syphilis  or  not.  in  the  udiniiustration  of  nitroglycerin 
to  lower  arterial  tension  antl  relieve  the  heart  of  labor,  and  in  the  use  of 
'  gentle  exercise  and  warm  bathing  in  nuxlcration  to  flusli  (he  capillaries 
■  with  blood.  After  the  circulation  liegins  to  fail  in  the  advanced  stages  of 
the  disease  str}*chnine  and  <ligitalis  may  lie  urgently  required.  Alcohol  in 
any  form  must  be  avoi(fe<l  as  if  it  were  pois<»n.  Highly  seasoned  dishes 
are  also  to  be  avoided.  If  the  heart  is  tired,  strophanthus  is  to  l>e  given 
to  support  this  organ.  High  altitudes  are<langerous  for  such  patients.  Great 
muscular  and  mental  strain  are  dangerous  becau.se  the  increased  arterial 
pressure  may  rupture  a  vessel  or  weary  the  fieart. 

As  chronic  interstitial  nephritis  is  nearly  always  present  the  treatment  for 
that  stale  should  be  instituted  if  any  sign  of  renal  disease  can  be  discovered. 
(See  Chronic  Interstitial  Nephritis.) 
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ANEURYSM. 

Definition. — An  aneurysm  is  a  localize<J  dilatation  of  an  artery  and  depends 
upon  II  weakening  of  its  wall  so  that  it  is  unable  to  withstand  the  pressure 
of  the  bloiwl.  This  *lilatation  may  involve  the  entire  circumference  of  the 
vessel,  forininr^Mi  cylindrical  or  fusiform  aneurysm,  or  it  may  chiefly  affect  only 
a  part  of  the  circumference,  forming  a  sacculated  aneurysm.  The  walls 
of  the  aneurysm  are  composed  of  the  tlunned  coats  of  the  vessel,  but  as  the 
sac  develops  some  of  these  may  in  part  disappear. 

The  tertn  **disseHin(f  aneiiryfun'*  is  applied   to  that  form  in  which  the 
l>looi!  escapes  throu<,'h  the  intima  and  forces  a  pas.sage  for  itself  into  the 
miildle  area  of  the  vessel  wall,  between  the  media  and  the  adventitia.     Bjr^ 
^'  faLte  aneurifsm"  is  meant  a  state  in  which  all  the  coats  of  the  ve^el  giv^f 
way  so  that  the  blood  escapes  into  the  surrounding  tissues,  where  a  pulsatinf^ 
sac  usually  forms,  owing  to   the  development  of  fibrous  tissue  around   it. 
An   ** aneuryfFjnal  varix/^  or  "varicose    aneurysm/'  is  one    in    which    the 
artery  communicates  with  a  vein  through  an  abnormal  opening,  so  that 
the  vein    and    its  neighboring  veins  are  distended  with   pulsating  bloo(i. 
An  "embfilic  aneurysm*'  is  one  in   which  a  vessel  is  plugged  by  an  enilK)Ius 
an<l  then  undergoes  dilatation  in  its  proximal  part.     *'  Mycotic  aneurysm" 
is  often  multiple  and  occurs  as  a  result  of  the  infection  of  the  vessel  bj|^| 
micro-tirganisms,  as  in  idcerative  endr>cHrditis.  ^^ 

Etiology. — Aneurysm  is  due  to  arterial  degenerative  changes  whereby  the 
normal  elasticity  of  the  vessel  is  impaired  an*l  its  lining  membrane  injure*!. 
(See  Arteriosclerosis.)  The  primary  causes  of  aneurysm  are,  therefore,  identi- 
cal with  those  of  ordinary  arterial  disease,  and  consist  in  syphilis,  alcoholism, 
and  excessive  toil  or  sudden  strain.  Thus  syphilis,  for  example,  weakens 
the  ve.ssel  nm]  a  strain  causes  it  to  give  way.  There  are  also  cases,  not  so 
coiumonly  met  with,  in  which  congenital  defects  seem  to  exist  in  the  vessel 
walls.  Thus,  I  saw  a  few  years  ago  a  young  man  of  alH)Ut  twenty-eight 
years,  who  develo[>e<l  a  popliteal  aneurysm  and  then  a  thoracic  aneurysm 
and  finally  died  of  cerebral  aneurysm,  but  who  at  no  time  suffered  fron 
syphilis  or  from  strain.  It  may  also  arise  from  injury,  as  when  a  vesse 
is  damaged  by  a  stab  wound  or  by  a  bullet,  antl  these  injuries  may  resuli 
in  the  ilevelopment  of  the  aneurj'sm  many  years  after  the  injury,  and  onlyT 
when  the  arterial  changes  of  advancing  age  ^itill  further  weaken  the  area 
which  was  damageil.  In  other  cases  the  acute  infectious  diseases,  without 
aeusing  general  or  widespread  arterial  change,  may  produce  localized 
vascular  inflammation  anil  necrosis. 

Pathology  and  Morbid  Anatomy. — In  fimform  ancunf»m  the  wall  of  the 
vessel  dilates  in  its  full  circumference,  but  certain  spots  give  way  more 
rapidly  than  others,  so  that  the  surface  of  the  dilated  vessel  is  slightly  no<lular 
or  uneven.  As  it  increases  in  size  its  walls  l>ee<^)me  thinner,  but  if  an  inflam-_ 
mator)'  process  is  set  up  in  the  surrounding  tissues  the  actual  thickness 
the  wall  may  be  increased,  and  finally  a  marked  deposit  of  lime  salts  ma| 
take  place. 

In  sacculated  atieurysm  the  dilatation  may  originate  in  at  least  two  ways. 
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In  one,  the  entire  vessel  having  become  weakene<l,  dilates,  and  the  middle 
coat  atrophies.  This  process  of  atrophy  beconjt^s  further  advanced  in  one 
area  than  in  another,  and  here  biilginj;  rapidly  progresses.  In  oilier  cases 
ihe  low-grarle  inflamnuitory  process  results  in  defeneration  of  the  tissues 
hing  under  the  intiina,  thereby  greatly  weakening  the  sustaining  lamina, 
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Doabl»  ««C(rulnt<!(l  Anour>'"m  <)'  lhr>  thoraric  aniift.  ihe  upprr  *ac  nipturinjt  inlu  tbe  pleura.  On  tbe 
rigbt  19  the  acTttt.  in  wluch  con  bo  mjcii  the  two  oval  ii\tvuiu^^  cuniiituiiii-'utiiiic  wiiti  ibt»  aiieurynnial  sacs. 
Tbe  infennr  nmrcia  of  ihe  lower  sac  bos  beeu  pu»betJ  upworij,  ^bowing  tho  oroaion  of  tbe  body  of  ih« 
vN'i^hra.   wtiirh,  above  the  puiut  abuwu,  baaaxpoeed  the  sptoaJ  caaa!,  but  had  Dot«  in  ihb   case,  com- 

pfesiec<I  the  cord. 

which  eventually  yieltis,  so  that  the  fibrous  sheath  of  the  vessel  may  be 
all  that  is  left  of  the  arterial  wjdl.  In  either  case,  however,  a  process 
of  compensation  or  repair  may  develop  and  the  sac  become  fiited  with 
a  clot  which  is  usually  laminated  and  remarkably  tough.  Such  aneurysmal 
sacs  often  grow  to  an  enormous  size,  becoming  as  large  as  a  child's  head. 

Frequency. — The  relative  fret^uency  of  aneurysm  as  compare<l  to  other 
diseases  is  not  of  much  interest,  and  there  are  no  very  large  statistics  which 
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deal  with  this  point.  There  is,  however,  interesting  information  at  hand 
in  regarti  to  the  relative  frequency  of  the  most  frequent  and  important 
forms  of  aneurysm.  Thus,  at  St.  Bartholomew's  Hospital,  Browne  found 
that  in  thirty  years  there  were  468  cases  of  aortic  aneurysm,  80  of  popliteal 
aneurysm,  21  of  femora!  aneurysm,  14  of  subclavian  aneurysm,  8  oi  carotid 
aneurysm,  and  6  of  external  iliac  aneurysm. 

Aneurysm  of  the  Thoracic  Aorta.^Not  only  is  aortic  aneurysm  the  most 
conunon  lesion,  but  it  is,  by  reason  of  the  importance  of  this  vessel  and  of 
the  tissues  about  it,  capable  of  causing  very  characteristic  and  also  ver 
obscure  symptoms,  botli  by  disturbing  the  circulation  and  by  pressiu^  on 
neighboring  organs. 

For  convenience  of  study  the  aorta  is  usually  divided  into  three  parts: 
the  ascending,  the  transverse,  and  the  descending.  Each  of  these  may  l>e 
the  seat  of  an  aneurysm,  but  the  ascending  portion  is  most  frequently 
affected.  Some  years  ago  one  of  my  assistants,  Holder,  and  myself  studied 
the  statistics  derived  from  953  cases  of  aortic  aneurysm,  and  obtaine<J  the 
following  results.  No  less  than  570  of  these  were  ca-ses  of  aneurysm  of 
the  ascending  portion  of  the  arch.  Of  these,  544  were  sacculateri  and  466 
occurre<l  in  males  and  7S  in  females.  The  remaining  26  cases  were  fusi- 
form, and  all  of  these  2G  cases  occurred  in  males.  These  statistics  em- 
phasize very  forcibly  the  far  greater  frequency  of  sacculatetl  aneurysm  than 
the  fusiform  variety.  When  we  consider  that  of  nearly  1000  cases  analyzed, 
aneurysm  of  the  ascending  aorta  occurre<i  no  less  than  570  times,  while 
aneurysm  of  the  transverse  portion  occurred  only  104  times,  and  of  the 
desceniling  portion  110  times,  the  great  diHerence  in  the  relative  frequency 
of  the  lesion  in  different  parts  of  the  aorta  is  also  marked.  i 

Of  the  4(36  cases  of  sacculated  aneurysm  occurring  in  males,  it  is  inter-^| 
esting  to  note  that  the  gre^it  majority  of  them  occurred  in  persons  betwecn^i 
thirty-five  and  forty-five  years  of  age,  that  the  next  greatest  frequency  was 
in  persons  l)etween  twenty-five  and  thirty-five,  then  l>etweeii  forty-five  and 
fifty-five. 

When  we  come  to  the  consiileration  of  aneurj'sms  involving  tlie  second 
or  transverse  portion  of  the  aorta  we  find,  once  again,  that  the  most  com- 
mon age  for  the   development   of   this    lesion   is   between    thirty-five  and      « 
forty-five;  for  ruit  of  88  males  suffering  from  this  lesion  37  were  betweei^H 
these  ages,  21  between  forty-five  and  fifty-five,  14  between  twenty-five  and^^ 
thirty-five,   10  between  fifty-five  and  seventy,  and  2  between  fifteen  and 
twenty-five.    The  same  facts  as  to  age  also  hold  true  for  aneurysm  of  the 
descending  arch.     It  is  evident,  therefore,  that  aneurysm  is  not  a  disease 
of  old  agCf  hut  of  the  middle  period  of  life.    As  Coats  has  well  expressed 
it,  "aneurysm  occurs  when  the  perio<l  of  greatest  bo^lily  vigor  overlaps 
the  period  of  occurrence  nf  atheroma." 

Symptoms. — Aneurysm  of  the  aortic  arch  not  infrequently  lasts  for  some 
time  before  pnxlucing  uny  symptoms,  and  is  then  spoken  of  as  a  "latent 
aneurysm."  In  other  instances  it  causes  symptoms  almost  as  soon  as  it 
develops,  and  the  difference  in  the  promptness  with  which  the  signs 
appear  depend  largely  upon  the  site  of  the  growth  and  the  parts  pressed 
upon. 
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When  the  convex  surface  of  the  ascending  arch  is  involved  we  find  the 
patient  presenting  etigorgement  of  the  veins  of  the  head,  neck,  and  arm 
on  the  right  side,  and  the  voice  is  often  altered  or  lost  from  the  pressure 
upon  the  recurrent  laryngeal  nerve  of  the  right  side.  The  pupil  of  the 
right  eye  may  be  dilated,  due  to  irritation  of  the  sympathetic;  or  it  may 
be  contracted  l>ecause  tlie  ciliospinal  nerves  are  paralyzed  by  pressure. 
There  is  often  severe  pain  due  to  pressure,  and  attacks  of  anginoid  pain 
may  l>e  present. 

'Vhe  physical  signs  are  dulness  on  percussion  over  the  second  right  inter- 
space, a  bruit,  or  roaring  sound,  produced  by  the  passage  of  blood  through 
the  sac,  and  perhaps  bulging  of  the  first,  second,  or  third  interspace  on  the 
right  side.  If  the  hand  is  placed  over  the  area  of  bulging,  a  distinct,  expansile, 
heaving  movement  is  felt.  Some  displacement  and  hypertrophy  of  the 
heart  is  often  present,  and,  if  the  sac  is  a  large  one,  the  apex  beat  of  the 
heart  may  be  far  below  and  outside  the  normal  spot  near  the  nipple.  If 
the  sac  develops  on  the  concave  part  of  the  arch,  then  the  downward  dis- 
placement of  the  heart  is  still  greater,  for  obvious  reasons. 

Hypertrophy  of  the  heart  is  by  no  means  a  constant  sequence  to  aneurysm. 
Not  rarely  the  heart  is  not  increased  in  size  at  all,  but  its  apex  may  be 
displaced  and  the  impulse  transmitted  to  the  cJiest  wall  more  markedly 
tlian  normal  because  of  the  pressure  produced  by  the  aneurysmal  sac. 

Wlien  we  come  to  the  consideration  of  the  direction  in  which  sacculated 
aneurysms  of  the  ascencJing  arch  most  commonly  rupture,  or,  in  other 
words,  when  we  study  the  neighboring  tissues  Into  wliich  the  blood  forces 
its  way  when  the  wall  of  the  aneurysm  bursts,  we  find  that  the  vast  majority 
rupture  into  the  pericardium.  Thus,  out  of  2S9  cases  in  which  death  was 
stated  to  have  been  due  to  rupture  in  males,  75  ruptured  into  the  peri- 
cardium and  5S  into  the  pulmonary  artery;  23  ruptured  into  the  right 
auricle,  3  of  these  taking  place  some  time  before  death;  23  ruptured  exter- 
nally; 14  nipturetl  into  the  superior  vena  cava;  11  into  the  a^sophagus; 
9  into  the  left  auricle;  S  into  the  right  ventricle;  8  into  the  trachea;  6  into 
the  left  ventricle;  6  into  the  left  pleura,  and  ;>  into  the  right  lung;  3  burst 
in  the  posterior  mediastinum  an<l  1  burst  simultaneously  into  the  trachea 
and  oesophagus;  in  20  others  no  statement  was  raatle  as  to  the  direction  of 
the  rupture.  It  is,  however,  a  fact  that  death  is  much  more  commonly  due 
to  pressure  symptoms  than  to  rupture. 

Aneurj'sni  of  tiic  trans-verse  portion  of  the  arch  usually  causes  a  ringing, 
brassy  rough,  dysphagia,  expansile  pulsaiimi  in  the  suprasternal  notch,  and 
dvlness  on  percussion  on  the  first  and  second  left  intercostal  spaces.  Its 
pressure  on  the  innominate  vein  may  cause  congestion  of  the  left  side  of 
the  face  and  neck.  Dyspnoea  from  tracheal  pressure  maybe  present. and 
there  may  be  aphonia  from  paralysis  of  the  left  vocal  conl,  arising  from 
pressure  on  the  left  recurrent  laryngeal  nerve.  If  the  growth  is  so  situated 
that  it  passes  from  the  left  bronchus  it  may  cause  bronchiectasis  and  even 
bronchial  suppurutitm  by  preventing  drainage.  Again,  if  the  sac  be  a  large 
one,  it  may  involve  the  innominate  artery,  the  left  carotid,  and  even  the 
subclavian,  and  in  this  manner  the  radial  pidse  may  be  absent  on  one  side. 
Even  the  pulse  in  thearteries  of  the  trunk  and  lower  extremities  may  be  greatly 
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lessened  in  vigor.  The  bruU  may  be  loud  and  angry,  but  if  the  laminated 
clot  be  large  it  is  often  absent.  The  aortic  second  sound  is  usually  accent' 
uaied  or  ringing  in  character  unless  aortic  regurgitation  is  present. 

When  the  descending  arch  is  affected  it  often  occurs  tliat  the  aneiirjsn 
extends  posteriorly^  and  the  bruit  and  pulsation  are  found  in  the  bad 
between  the  scapula  and  the  spinal  column  on  the  left  side.  In  thes 
ciises  severe  pain  due  to  pressure  on  the  intercostal  nerves  is  often  present, 
and  the  pressure  on  the  vertehne  may  cause  erosion  and  even  paraple 
by  destroying  the  spinal  cord. 

Fio.  78 
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ADeuryptn  uf  ihc  ascendioft  And  iraoaversc  port  of  iho  aortic  arch,  wiUi  erosion  of  the  cheei  waU. 

Aneurysms  of  the  ascending  and  transverse  portion  of  the  aorta  often 
produce  an  extraordinary  degree  of  erosion,  and  so  pass  through  the  wall 
of  the  chest  by  causing  the  absorption  of  the  bony  tissues,  and  by  pushing 
the  fragments  of  the  ribs  to  one  side.  This  is  well  shown  in  the  accompany 
ing  cut.  The  surface  of  this  tumor  is  often  shining  from  distention  of  th€ 
skin,  it  is  discolored  by  blood,  and  the  surface  may  weep  bloody  serum  for 
days  as  the  end  approaches. 

Under  the  name  tracheal  tugging  a  symptom  of  aortic  aneurysm,  which 
consists  in  the  transmission  of  a  tugging  sensation  to  the  trachea,  has  been 


ANEURYSM 


530 


described  by  Oliver  and  studied  by  MacDoiinelK  To  make  this  test,  the 
patient  stands  erect  with  his  head  sHglitly  tipped  backward,  so  as  to  stretch 
the  tissues  of  the  front  of  the  neck.  The  cricoid  cartilage  is  now  grasped 
by  the  thumb  and  finger  and  drawn  toward  the  chin,  when  if  aneurysm  is 
present  a  tugf^ng  sensation  will  sometimes  be  felt  with  each  beat  of  the 
heart.  Sewall  has  shown  that  this  sign  is  present  in  cases  which  have 
adhesions  in  the  left  pleura,  and  in  some  healthy  persons  when  they  take  a 
deep  inspiration. 

Occasionally  in  aortic  aneurysm  incurvation  of  the  finger-nails  and 
clubbing  of  the  finger-tips  on  one  side  may  be  present. 

Blood-spitting  is  due  to  the  formation  of  an  erosion  of  the  mucosa  at  the 
spot  in  the  bronchial  tube  where  the  tumor  causes  pressure.  Such  a  cause 
produces  only  a  slight  Ijlood  stain  of  the  sputum.  When  the  blood  passes 
by  a  process  of  leakage  through  tlic  wall  of  the  sac  and  escapes  into  a 
bronchus  it  may  be  in  considerable  amount,  and  death  may  he  dne  to  a 
free  hemorrhage  of  this  sort. 

Very  rarely  there  develops  in  tlie  chest,  as  the  result  of  aortic  aneurysm, 
an  adhesion  between  the  sac  and  the  superior  vena  cava,  so  that  on  the 
development  of  ulceration  a  communication  between  the  two  vessels  is 
established,  forming  on  a  large  scale  an  arteriovenous  aneurysm.  The 
most  exhaustive  study  of  this  state  has  been  made  by  Pepper  and  Griffith, 
and  was  reported  to  the  Association  of  American  Physicians  in  1890.  They 
could  find  only  28  cases  in  literature  in  atldition  to  the  one  they  obsen-ed. 
Less  commonly  the  aneurysm  communicates  with  the  pulmonary  artery. 

Diagnosis. — The  symptoms  of  aneurysm,  on  which  the  diagnosis  must 
be  chiefly  base<i,  have  already  been  mentione<l.  They  may  he  briefly 
named  as  follows:  The  presence  of  bruit,  expansile  ]>uIsation,  pressure 
iptoms,  dulness  on  (x*rcussion  over  the  second  and  third  interspace 
ateriorly  on  either  side,  unilateral  sweating,  and  mydriasis  or  myosis,  and 
thoracic  pain.  Swellings  due  to  aneurysm  nearly  atw^ays  are  expansile, 
but  care  must  be  taken  that  swellings  ivhich  pulsate  by  reason  of  transmitted 
impulse  are  not  mistaken  for  a  true  dilated  vessel. 

Nothing  is  more  difficult  to  diagnosticate  correctly  than  the  early  mani- 
festations of  aortic  aneurysm.  Scarcely  a  physician  of  experience  can  look 
back  and  not  recall  ca.ses  in  which  its  early  signs  completely  misled  him.  The 
inconstant  pain  in  the  chest  is  often  thought  to  be  rheumatic  or  neuralgic. 
In  other  instances  dyspnneic  seizures  are  thought  to  be  asthmatic,  or  attacks 
of  severe  cardiac  pain  are  considered  to  be  due  to  true  angina  pectoris. 
The  persi.stence  of  symptoms  like  these,  despite  treatment,  the  age  of  the 
patient,  the  degenerated  state  of  the  palpable  arteries,  the  sounds  of  the 
heart,  and  the  liistory  of  syphilis,  of  alcoholism,  and  of  strain  or  blow  or 
wounds,  are  all  at  least  capable  f>f  arousing  suspicion  of  the  real  condition. 
The  pain  of  aneurysm  is  often  dull,  gnawing,  and  constant,  but  in  some  cases 
pain  may  be  absent.  Occasionally  an  unsuspected  aneurysm  may  cause 
an  attack  of  stridor  or  paroxysmal  dyspncra,  resembling  somewhat  a  laryngeal 
crisis  in  locomotor  ataxia.  Tins  should  excite  suspicion  of  aneurysm  causing 
pressure  on  the  recurrent  larytjgeal  nerves.  A  hemorrhage  from  the  lungs 
in  the  absence  of  tuberculosis  should  also  be  regarded  as  significant.    This 
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haemoptysis  may  be  frothy  and  mucoid,  or  rusty,  like  that  of  pneumonia, 
or  prune-juice  in  hue. 

A  very  valualde  aid  in  the  diagnosis  of  thoracic  aneurysm  is  the  use  of 
the  x-rays,  eitlier  the  fluoroscope  being  used  or  x-ray  pictures  being  taken. 
The  advantage  of  the  fluoroscope  is  the  fact  that  the  physician  can  see 
the  expansile  movement  of  the  mass. 

Prog^iosifl. — The  prognosis  of  aortic  aneurysm  is,  in  the  vast  majority  Q^H 
cases,  inevitably  fatal,  but  in  some  cases  life  is  preserved  for  many  yeaiw^ 
if  nature  succeeds,  by  the  deposidon  of  laminated  clot»  in  walling  off  die 
sac.     An  old  scrub-woman  luus  presented  herself  to  my  clinic  during  tho^ 
pa.st    thirteen   years,  each    season,  with  a  massive  aneurysm  of  the  uort^H 
whicli   eroded   the  sternum  years   ago,  and  which   has   not   grown   since 
to  any  extent.     She  works  liard  for  her  living  and  has  little  discomfort. 
Her  case  is  the  exception  that  proves  the  rule,  however.    If  the  growth  is 
of  lUi}'  size,  life  rarely  lasts  more  than  a  few  months.    Even  when  it  is  small 
a  rupture  may  occur.     As  already  stated,  death  from  aortic  aneurysm  is 
usually  due  to    pressure  on   adjacent   parts,  and   not  most  commonly  to 
rupture,  as  is  generally  thought. 

Treatment. — ^Aneurysm  of  the  peripheral  arteries  is  best  treated  by 
compression  and  hgation,and  the  methods  to  be  employed  will  be  found 
discussed  in  works  devoted  to  .surgery. 

In  aortic  aneurysm  there  are  two  plans  of  ti'eatmcnt  which  may  be  iiist 
tuted,  namely,  medicinal  and  dietetic,  on  the  one  hand,  and  operative 
the  other. 

The  medicinal  treatment  depends  to  some  extent  upon  tlie  underlying 
cause  of  the  aneurysm.    If  it  be  due  to  syphilis,  in  the  sense  that  this  disease 
is  chiefly  responsible  for  the  v.oscular  degeneration,  it  is  hardly  necessary 
to  state  that  the  iodides  in  full  doses  are  advisable,  not  that  they  can  cur 
the  aneurysm  in  tjie  sense  of  regenerating  an  oUl  vessel,  but  that  they  maj 
by  their  specific  influence,  arrest  the  degenerative  influence  in  tlie  vessel 
wall,  and  so  delay  the  progress  of  tlie  malady.    Even  if  there  is  no  histor 
of  syphilis  in  the  case,  the  iodides  are  often  of  value  in  that  they  seem 
arrest  in  some  unknown  manner  degenerative  changes  in,  the  vessels.    The 
should   be  given   in  sufficiently  large  dose  to  prwluce  some  evidence 
iodism,  but  not  in  sufficient  rlose  to  seriously  disorder  digestion. 

The  second  point  in  the  treatment  of  the  case  is  the  institution  of  th^M 
greatest  degree  of  rest  which  is  ctmiputible  with  comfortable  existencd^| 
The  patient  should  be  placed  in  bed  and  rcfjuire*!  to  use  a  l>eflpan  in 
order  that  he  may  not  <listurb  his  circulatory  equilibrium  by  getting  up.^_ 
He  should  also  be  given  small  doses  of  the  bromides,  if  necessary,  t^^| 
overcome  nervous  irrittition  and  restlessness,  and  if  the  action  of  hrs  near^^ 
19  exceedingly  tuinulluous  and  fails  to  become  more  quiet,  by  rest  in  bed, 
I  have  known  sniall  tloses  of  aconite,  such  as  2  minims  of  the  tincture,  thr 
or  four  times  a  day,  to  be  advantageous.  In  other  cases  veratrum  viride 
useful  in  the  same  dose.  Such  a  plan  of  rest  treatment  is  useless  unless  i 
is  carried  out  for  weeks,  and  sufficient  time  must  be  allowed  for  a  laminate 
clot  to  form  in  the  aneurysm  and  reinforce  its  walls. 

The  so-called  Tufnell  treatment  of  aneurysm  consists  in  a  more  rigorous 
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method  than  that  just  descril>ed.  The  patient  is  not  only  put  at  absolute 
rest,  but  he  is  also  ^ven  considerable  quantities  of  iodide  of  potassium  and 
as  low  a  diet  as  is  compatible  with  existence.  Indeed,  the  treatment  may 
be  called  the  starvation  plan  of  treatment,  for  it  is  the  deliberate  purpose, 
when  this  plan  is  instituted,  to  lower  the  activity  of  the  circulation  by  the 
depression  which  is  associated  with  semi-starvation.  I  have  seen  this  plan 
instituted  in  a  few  cases  only,  and  I  have  never  seen  good  results  from  it. 
Surely,  no  advantage  can  accrue  except  by  diminishing  the  activity  of  the 
circulation,  and  this  can  be  obtained  by  the  use  of  aconite  or  veratrum  viride. 

The  use  of  digitalis  in  these  cases  is  not  advisable  because,  while  the  drug 
steadies  the  heart,  it  increases  arterial  tension  and  so  tends  to  increase  the 
pressure  upon  the  aneurysmal  sac 

The  operative  treatment  of  thoracic  aneurysm  is  only  possible  when  the 
tumor  is  of  the  sacculated  type.  The  fusiform  type  of  aneurysm  contra- 
indicates  its  employment.  A  large  number  of  operative  procedures  have 
been  suggested,  but  there  is  only  one  which  has  at  the  present  time  received 
general  recognition  by  the  profession,  namely,  the  so-called  Corradi  method, 
in  which  there  is  introduced  into  the  aneurysmal  sac  several  feet  of  fine 
gold  wire  which  has  been  previously  twisted  about  a  glass  spool,  both  the 
spool  and  the  wire  Ix-ing  carefully  sterilized  by  boiling  before  they  are 
used.  After  the  skin  over  the  sac  has  been  carefully  sterilized,  the  greatest 
gentleness  being  used  lest  it  be  damaged,  a  hollow  needle,  which  is  insulated 
by  being  coated  with  porcelain,  is  pushed  into  the  sac,  and  then  through  it  is 
passed  from  ten  to  thirty  feet  of  wire,  according  to  the  size  of  the  growth.  A 
laiger  number  of  feet  have  been  used,  but  ten  or  fifteen  feet  will  be  sufficient 
in  the  vast  majority  of  cases.  As  soon  as  all  the  wire,  save  about  six  inches 
has  passed  into  the  sac,  the  external  end  of  the  wire  is  made  fast  to  an 
electrode  which  is  attached  to  the  positive  pole  of  a  galvanic  battery.  A  large, 
wet,  clay  electrode  attached  to  the  negative  pole  is  placed  under  the  back  to 
complete  tlie  circuit  and  by  means  of  a  "current  controller"  the  electricity 
is  gently  turned  on.  At  first  about  5  milliamp^res  are  used ;  at  the  end  of  five 
minutes  the  current  is  raised  to  10  milliamp^res,  and  after  this  the  current 
is  increased  every  five  minutes  by  5  milliampferes  until  about  50  milliamp^res 
are  employed.  A  higher  number  of  milliamp^res  have  been  used,  but  with 
increasing  experience  I  am  confident  that  they  are  unnecessary  and  perhaps 
harmful.  As  the  result  of  this  method  of  procedure  it  not  infrequently 
happens  that  by  the  end  of  the  first  twenty  minutes  or  half-hour  Uie  sac 
is  found  to  be  somewhat  more  firm  than  before,  and  that  pulsation  in  it 
has  diminbhed  owing  to  the  fact  that  the  acid  reaction  produced  by  elec- 
trolysis about  the  gold  wire  has  resulted  in  the  formation  of  a  clot,  which, 
as  time  goes  by,  becomes  more  and  more  firm  and  solid.  At  the  end  of 
from  thirty  minutes  to  an  hour  the  wire  is  disconnected  from  the  battery, 
its  external  end  is  pushed  underneath  the  skin,  and  the  external  wound  is 
closed  by  collodion.  Absolute  quiet  must  be  maintained  for  ten  days  or 
two  weeks  after  the  operation,  in  order  that  the  clot  may  become  thoroughly 
consolidated. 

I  have  now  performed  this  operation  thirteen  times,  and  ray  experience 
has  been  that  in    no  mstance  did    the    patient    suffer  much  pain.      In 
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several  instances  the  patient  has  stated  during  the  operation  that  he 
was  much  improved,  and  in  every  instance  he  has  voluntarily  expressed 
his  pleasure  at  the  subsequent  improvement.  Unfortunately,  the  condi- 
tion of  the  aorta  is  such  that  when  we  close  one  bulging  spot  in  this  way, 
it  is  not  long  before  another  area  gives  way  under  pressure,  and  so  another 
aneurysm  is  formed.  In  all  of  my  cases  this  accident  has  ultimately  occurred. 
The  greatest  duration  of  life  after  any  one  of  the  operations  whicli  I  havej 
performed  has  been  a  little  over  six  months.  But  in  one  case  ojxTatetl  on' 
by  Stewart  some  years  ago  the  patient  lived  in  comparative  health  for  a 
period  of  three  years,  and  then  died  from  pneumonia  following  an  alcoholic 
debauch,  although  at  the  time  of  operation  the  aneurysm  could  l>e  seen  as 
large  as  a  fist  outside  the  chest  wall.  Considering  the  slight  pain  of  the 
operation,  it  is  indicated  in  many  cases,  if  only  for  the  temporary  relief  which 
it  gives. 

Aneurysm  of  the  Abdominal  Aorta.— Aneurysm  of  the  abdominal  aorta 
usually  occurs  near  die  dja]>lirugm,  an<l  it  is  far  more  rare  than  aneurysm 
of  the  thoracic  aorta.     Out  of  .32.")  cases  of  aortic  aneurysm  CH'_>llecte<i  at 
Guy's  Hospital  in  forty-six  years,  54  involvetl  the  abdominal  aorta.  Of  these 
63  percent,  occurretl  between  the  ages  of  twenty-one  and  forty  years  and  77 
percent  between  twenty-one  and   fifty  years;  over  rWl  pt^r  cent,  occurred 
in  men.     The  growth  usually  arises  from  the  neighborhood  of  the  cadiac 
axis.    Like  that  in  the  thorax,  its  sacculated  form  is  more  Cfnnmon  than  its 
fusiform  type.     It  usually  projects  forward,  but  it  may  extend  backward 
and  cause  erosion  of  the  vertebra;,  fi)lliiwe<l  by  pressure  on  the  spinal  cord. 
Pain  is  usually  a  constant  spnptom,  which  is  often  referred  to  the  region 
of  the  heart  or  to  the  back.     On  inspecting  the  abdomen  distinct  pulsation  i 
may  be  seen  at  once,  but  care  tnnst  be  taken  that  the  transmittetl  pulsation 
of  the  aorta  in  a  state  of  healtli  is  not  mistaken  for  true  expansion.    These 
two  states  can  be  separated  by  careful  palpation.      In  some  instances  the 
aorta  can  l>e  clearly  fell  through  the  belly  wall;  in  other  cases  a  morbid 
growth  in  the  stomach   or  in  the   omentum  can  be  felt,  but  although   it 
pulsates  it  is  not  expansile.      If  the  patient  is  placed   in  the  knee-elbow  ' 
position  so  that  the  growtli  falls  away  from  the  aorta,  the  diagnosis  mav  be 
reatlily  made.    Auscidiaiion  may  reveal  a  bruit  if  aneurysm  is  pre-sent,  but 
if  a  stethoscope  is  used  it  is  easy  by  pressure  on  the  aorta  to  narrow  it 
lumen   and   cause   a  humming  soimd,  which  is  not  a  sign  of  aneurvsm. 
Again,  in  hysterical  persons  a  very  markcfl  pulsation  of  the  aorta  may  I>e  1 
complained  of  by  the  patient  and  felt  by  the  physician.     I  saw  not  long  since 
an  hystericid  male  who  hud  rhythmical  contraction  of  his  abdominal  rectus  ^ 
muscles  synchronous  with  his  pulse.     It  was  only  possible  to  diagnose  his  i 
case  by  giving  him  ether  to  the  point  of  relaxation. 

A  larger  proportion  of  these  cases  end  by  rupture  than  is  the  case  in 
aneurysm  of  the  thoracic  aorta.  Thus,  out  of  these  54  coses  no  less  tlion 
43  died  from  rupture. 

Aneurysm  of  the  abdiuninal  aorta  may  rupture  into  the  retroperitoneal 
tissues,  through  the  diaphragm  ir»to  the  pleural  spaces,  or  into  the  general 
peritoneal  cavity,  or  more  rarely  into  an  intraperitoneal  viscus,  as,  for 
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example,  the  stomach.  Rarely  death  ensues  from  the  vessel  becoming 
dosed  by  a  thrombus. 

Even  more  rare  than  aneurysm  of  the  abdominal  aorta  is  aneurysm  of 
its  branches.  Cases  have  been  recorded  in  which  a  blow  upon  the  belly 
has  caused  aneurysm  of  the  hepatic  artery,  and  in  a  case  seen  by  the  writer 
it  followed  ulceration  produced  by  a  malignant  growth  of  the  gall-bladder. 
That  this  condition  is  very  rare  is  shown  by  the  fact  that  up  to  1898  only  26 
cases  had  been  recorded.  The  symptoms  are  usually  mistaken  for  hepatic 
colic,  and  this  error  is  all  the  more  easy  because  jaundice  from  pressure 
is  often  present.  In  most  of  the  recorded  cases  the  antemortem  diagnosis 
has  been  "gallstones"  or  "duodenal  ulcer." 

Aneurysm  of  the  sjdenic  artery  is  rarer  than  aneurysm  of  the  hepatic 
artery,  and  causes  symptoms  like  those  of  gastric  ulcer. 

Aneurysm  of  the  superior  mesenteric  artery  is  also  rare.  Rolleston  has 
collected  20  cases.  Embolism  is  the  usual  cause,  and  injury  may  be  respon- 
able  for  it.  This  growth  may  cause  jaundice  by  pressure  on  the  gall-duct, 
as  in  a  case  reported  by  J.  A.  Wilson;  or  it  may  press  on  the  renal  arteries 
and  cause  unemia,  as  in  a  case  recorded  by  Bumey  Yeo.  Aneurysm  of  the 
inferior  mesenteric  artery  is  practically  unknown. 

Aneurysm  of  the  renal  artery  is  also  rare,  although  small  multiple  sacs 
are  sometimes  seen.  If  the  sac  be  very  large  hsematuria  may  occur,  or 
wasting  of  the  kidney  may  ensue.  Sometimes  by  the  sudden  rupture  of 
an  aneurysm  of  this  vessel  the  retroperitoneal  space  has  been  filled  with 
blood.  In  the  surgical  clinic  of  the  Jefferson  College  Hospital,  my  colleague, 
Dr.  W.  W.  Keen,  recently  cut  down  on  a  kidney  because  of  severe  renal 
symptoms,  and  found  a  large  aneurysm  of  the  artery.  He  was  forced  to 
remove  the  aneurysm  and  the  kidney. 
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■  Definition. — As  its  name  implies,  stomatitis  is  an  inflammation  of  the 
mouth.  Of  the  inaay  forms  that  have  been  ile.scribed  three  are  iniprjrtant: 
catarrhal  stomatitis,  aphthous  stomatitis,  and  ulcerative  stotnatitis.  All 
these  forms  of  stomatitis  usually  oeeur  in  chiUl!uKH!.  ^Vhv  oatarrhul  am! 
aphthous  forms  are  more  common  in  early  infaney»  hut  the  ulecnitive  type 
is  practically  never  met  with  in  chiKlren  who  have  not  as  yet  gotten  teeth, 

taml  is  more  eommou  in  tliose  past  puberty  than  are  the  other  forms. 
Oatarrhal  Stomatitis. — In  catarrhal  stouuttitis  there  is  hypera-mia  of  the 
mucous  membrane  of  the  tongue  ami  cheeks^  with  an  increase  in  secretion 
on  the  part  of  the  mucous  and  salivary  glands.  It  arises  from  injury,  as  by 
some  foreign  body  being  taken  into  the  mouth  which  acts  as  a  inechunleal 
irritant,  or  by  hot  or  irritatin^^  li<[ui<ls.  These  are,  however,  only  predis- 
posing causes.  Difficult  dentition,  or  the  use  of  a  rubber  nursing  nipple 
which  is  dirty,  are  more  common  factors.  It  also  occurs  as  one  of  the  mani- 
festations of  the  acute  eruptive  diseases,  as  in  scarlet  fever  and  measles, 
and  it  may  be  a  symptom  of  some  metallic  poisc^niiig,  as  mercury,  lead,  or 
arsenic. 

Symptoms. — The  symptoms  of    catarrhal   stomatitis  are   iutenw  hyper- 

<Emia  of  the  mucous  membrane  of   the  mouth  with  some  ^nccUitu/  which  is 

ticularly  visible  on  the  gums.     If  the  finger  be  placed  in  the  mouth  a 

fise  of  increased  heat  I-a  felt.  The  child  evi<lently  sulfers  a  good  deal  <tf 
pain.  AYlien  given  the  breast  tjr  bottle  it  eagerly  sei'/es  it  because  of  hnnger 
and  thirst,  and  then,  as  the  nip[)le  touches  the  tender  mucous  membrane, 
gives  a  cry  of  pain  aatl  disappointment.  Cool  water  is  usually  taken  with 
avidity  if  given  from  a  cup.  The  fhrw  of  saliim  it*  ao  free  that  constant 
dribbling  on  the  chin  is  present  or  the  excess  of  saliva  is  swalloweil  ami 
disturbs  digestion.  If  the  month  he  very  carefully  examined  it  may  be  that 
tiny  blisters  at  the  opening  of  the  mucous  glands  will  be  seen  and  the  papilla 
of  the  tongue  will  be  found  enlarged,  swollen,  un<l  unduly  re<l  in  hue.  Sonie 
digestive  diMurhance  and  diarrhcea  are  nearly  always  yjresent.  Whether 
these  symptoms  are  the  result  of  the  condition  of  the  mouth,  or  whctiier  the 
state  of  the  mouth  is  secondary  to  disturbed  digestion,  is  often  difficult  to 
determine. 
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Prognosis. — Recovery  from  catarrhal  stomatitis  is  usually  rapid,  the  con- 
dition rarely  lasting  for  more  than  a  few  days  after  the  disordered  digestion 
is  correcteti  and  projHT  cleuidiness  of  the  mouth  is  obtained. 

Aphthous  Stomatitis. — The  aphthous  form  of  stomatitis,  sometimes  called 
follicular  or  ve^icuhir  stomatitis  or  canker,  may  be  considered  as  a  still  fur- 
ther development  of  the  catarrhal  form.  In  this  condition  we  not  only  have 
a  diffuse  hyperiemia  of  the  mucous  membrane  of  the  mouth,  but  in  addi- 
tion small  spots  appear  which  look  as  if  the  superficial  epithelium  had  been 
snipped  oil  with  curved  scissors.  These  spots  are,  of  course,  exquisitely 
sensitive.  AH  the  symptoms  of  the  catarrhal  form  are  much  exaggerated, 
and  in  addition  to  more  marked  digestive  disturbance  the  patient  often 
has  systemic  disturbance,  as  is  shown  by  some  fever  and  general  wretched- 
ness. Nutrition  is  iiiterfereii  with  materially  oidy  by  the  inability  to  take 
food. 

Ulcerative  Stomatitis. — The  ulcerative  form  of  stomatitis,  sometimes 
called  fetid  stomatitis,  or  putrid  sore  mouth,  is  a  much  more  serious  type, 
but  it  is  often  so  rniUl  that  the  dividing  line  between  it  and  tlie  aphthous 
form  is  not  readily  made.  When  well  developed,  the  mucous  membrane 
is  seen  to  be  studded  by  small  ulcers  which  may  coalesce,  forming  rather 
large  areas  of  superficial  necrosis.  If  the  chihJ  is  badly  nourished,  or  suifer- 
ing  from  some  malady  which  impairs  its  general  nutrition,  ulcerative  stom- 
atitis may  become  a  very  serious  affection,  causing  ^reat  suffering,  inter- 
fering seriously  with  proper  feeding  and  rapidly  undermining  the  strength 
of  the  patient.  The  ulcers  are  situated  chiefly  along  the  edges  of  the  gums 
which  recede  from  the  teeth,  or  on  the  margins  of  the  tongue,  on  the  buccal 
membraue,  and  even  on  the  lips.  The  breath  is  often  very  foul  and  the 
corners  of  the  mouth  become  excoriated  from  the  salivary  flow,  >Vhen  the 
patient  is  a  sufferer  from  scurvy  and  bad  hygienic  surroundings,  it  may  be 
an  important  factor  in  preventing  recovery. 

In  many  case^  the  condition  arises  from  carious  teeth  and  occasionally 
the  disease  occurs  epidemically.  On  the  other  hand,  I  have  repeatedly 
seen  mild  ulcerative  stomatitis  occur  in  otherwise  healthy  young  girls  past 
puberty,  in  whom  none  of  these  causes  were  apparent. 

In  severe  casc^  the  ulceratioti  may  be  very  deep  and  may  even  cause 
loosening  of  the  teeth  or  superficial  necrosis  of  the  lower  jaw. 

Treatment. — The  treatment  of  all  these  forms  of  stomatitis  may  be  con- 
sidered simultaneously.  All  of  them  are  to  l>e  treated  by  careful  attention 
to  cleanliness  of  the  mouth  itself  and  of  all  objects  entering  the  mouth,  by 
careful  regulation  of  the  bowels  and  the  food,  and  by  a  mouth-wash  of 
chlorate  of  potash  and  myrrh  in  the  following  formula: 

B. — Potassii  chlorat.  .......     p*.  xxx. 

Tinct.  myrrh« 111.  x. 

Elix.  caliaayo) .    f^iij. — M 

Big. — Dilute  one  tablespoonful  with  two  of  water,  and  use  as  a  mouth-waah 

When  very  young  children  are  treated  this  solution  may  be  applied  to 
the  mucous  men»brane  by  means  of  a  swab  tied  to  a  small  stick  or  pencil. 
These  measures  are  usually  efficient  in  the  catarrhal  and  aphthous  type. 
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In  the  ulcerative  form  it  may  be  necessary  in  addition  to  touch  each  ulcer 
with  a  soUd  stick  of  nitrate  of  silver  or  with  a  solution  of  this  drug  of  the 
strength  of  60  grains  to  the  ounce.  This  is  painful,  but  efficacious.  Only  a 
few  spots  should  be  touched  at  each  sitting.  When  the  teeth  are  not  carious 
peroxide  of  hydrogen  naay  be  used  locally.  The  system  should  be  well  sup- 
ported by  nutritious  foods  such  as  cold  consomme  or  cold  chicken-jelly,  by 
ordinary  foods  if  they  can  be  taken  into  the  mouth,  and,  if  anaemia  is 
present,  by  the  use  of  iron  and  quinine  in  moderate  doses. 

When  for  any  reason  chlorate  of  potash  cannot  be  applied  locally  the. 
physician  may  give  the  drug  internally  in  the  dose  of  2  grains  every  three 
hours,  since,  as  it  is  eliminated  by  the  salivary  glands,  the  saliva  bathes 
the  diseased  mucous  membrane  with  the  drug.  This  plan  of  treatment  is 
contraindicated  if  any  renal  irritation  or  marked  gastric  disturbance  is 
present. 

In  scorbutic  cases  fresh  vegetables,  fruit,  and  beef-juice  are  absolutely 
needful  in  the  treatment  of  the  patient. 

TTiere  still  remains  to  be  discussed  in  this  connection  three  forms  of  sore 
mouth  which  do  not,  strictly  speaking,  fall  under  any  of  the  headings  just 
given,  since  in  all  of  them  definite  specific  causes  have  been  isolated, 
namely,  so-called  thrush  or  parasitic  stomatitis,  gangrenous  stomatitis, 
and  mercurial  stomatitis. 

Thrash. — ^Thrush,  or  parasitic  stomatitis  (Soor  or  Muguet),  is  due  to 
the  presence  in  the  mouth  of  a  parasite  variously  named  Saccharomyces  aZW- 
cans,  Monilia  candiday  or  Oidium  albicans.  This  parasite  has  been  classed 
with  yeasts,  and  grows  with  branching  filaments  at  the  ends  of  which  egg- 
shaped,  torula  cells  are  produced.  Thrush  is  distinctly  associated  with 
impaired  health  of  the  raucous  membrane,  and  in  children,  in  whom  it  is 
most  commonly  met  with,  it  is  due,  as  a  rule,  to  the  use  of  dirty  nursing  nipples 
or  nursing  bottles,  or  to  general  impairment  of  health.  When  the  latter 
cause  is  present,  thrush  may  appear  in  the  mouth  of  adults,  and  for  this 
reason  it  sometimes  aids  in  increasing  the  miseries  of  those  whose  vitality 
is  impaired  by  tuberculosis,  diabetes,  and  by  prolonged  exhausting  fevers. 
It  is  also  seen  in  children  suffering  from  marasmus.  The  parasite  can  be 
readily  conveyed  from  one  person  to  another  by  utensils. 

Symptoms. — The  subjective  symptoms  of  thrush  consist  in  the  same 
discomfort  in  the  moviK  which  is  met  with  in  aphthous  stomatitis.  The 
objective  symptoms  are,  however,  to  be  carefully  separated  from  that  state. 
Instead  of  denudation  or  depression  of  the  surface  of  the  mucous  membrane 
there  is  seen  on  the  tongue  small  particles  or  specks  in  the  form  of  tiny  fearly 
white  spots,  which  are  raised  and  may  gradually  coalesce  and  seem  to  from 
a  membrane  that  is  usually  easily  removed,  although  its  removal  may  leave 
a  bleeding  surface.  From  the  tongue  the  growth  may  extend  to  the  entire 
mucous  membrane  of  the  mouth  and  the  soft  and  hard  palate.  Very  rarely 
it  even  spreads  to  the  pharynx  and  oesophapiis,  and  even  into  the  stomach 
and  small  intestines.  Holt  states  that  the  fungus  has  been  found  in  the 
lungs  of  babies  suffering  from  bronchopneumonia.  Thrush  is  separatt^fl 
from  aphthous  stomatitis  by  the  fact  that  the  profuse   salivation  of  the 
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latter   is  replacetl  by  great  dryness  of   the  mouth,  and   by  the   aid  of  a 

mitTost'upic  examination  of  tlie  growth. 

PrognoBia. — The  prognosis  depends  upon  the  health  of  the  patient.  In 
the  robust  the  condition  may  last  but  a  few  days,  but  in  the  feeble  and 
iiupoverishe<l  it  may  j>ersi.st  for  weeks.  It  does  not  materially  influence 
the  generul  hoaltli  except  by  interfering  witii  the  taking  of  nourishment. 

Treatment. — The  treatment  consists  in  cleanliness,  good  feeding,  the  use 
of  a  inouth-wjush  of  borax  in  the  strength  of  10  grains  to  the  ounce,  or  of  a 
mouth-wash  of  permanganate  of  potash,  1  grain  in  8  ounces  of  water, 
or  by  diUituig  peroxide  of  hydrogen,  1  purl  in  5  of  water.  Any  under- 
lying disonler  of  nutrition  should  be  carefully  removed  if  it  be  possible. 
All  sweets  and  syrups  shoviM  lie  carefully  avoided. 

Gangrenous  Stomatitis,  Cancrum  Oris,  or  Noma.— Noma  is  a  term 
applied  to  all  forms  of  severe  ulceration  of  a  localizctl  ciiaracter  attacking 
mucous  membranes,  but  tlie  state  may  be  present  without  the  mucous 
membrane  being  broken,  the  tissues  of  the  clieek  being  chiefly  affected. 
The  condition  occurs  so  rarely  in  those  who  are  past  pul>erty  that  it  may 
be  said  to  be  a  disease  of  early  childhood.  It  affects  the  buccal  mucous 
membrane  and  cheek  so  constantly  that  the  word  "noma**  has  come  to 
mean  a  maligmint  and  sometimes  a  perforating  gangrenous  process  involv- 
ing the  cheek,  uUhough,  strictly  speaking,  noma  may  affect  the  ear,  the 
vagina,  the  buttock,  the  nose,  or  the  external  genitalia. 

In  the  vast  majority  of  cases  noma  results  in  the  death  of  the  patient, 
not  so  much  l>ecause  it  is  in  itself  a  fatal  disease  as  that  it  is  a  terminal 
infection;  that  is,  one  which  develops  only  in  a  child  or  adult  whose  vital 
resistance  is  so  lowereil  by  disease  or  poor  nutrition  tiiat  the  pathological 
process  known  as  noma  is  possible. 

Tlie  disease  is  rarely  seen  in  private  practice,  but  has  its  greatest  fre- 
fjueney  in  institutions  for  poor  children,  where  because  of  mismanagement, 
or  of  tlie  wretchcfi  state  of  the  child  on  admission,  it  readily  falls  a  victim 
to  infections  of  all  kinds. 

Noma  more  counnonly  follows  measles  tlian  any  of  the  other  eruptive 
diseases,  but  it  also  jvometimcs  complicates  or  follows  scarlet  fever,  typhoid 
fever,  or  whonping-cougli.  It  is  practically  never  a  primary  lesion  at  the 
point  of  development,  l>ut  begins  in  a  solution  of  continuity  such  as  an 
\  ulcer  thw  to  a  earitnis  tooth  or  as  a  sequence  of  ulcerative  stomatitis.  In 
all  probability  it  is  nf>t  due  to  an  infection  by  any  single  micro-organism, 
but  to  several  organisms  which  ma)  be  associated.  Cases  have  recently 
l>cen  recorded  iti  which  the  ulceration  seemed  to  l^e  due  to  the  bacillus  of 
diphtheria,  but  mixeii  infection  is  the  rule.  An  attempt  to  establish  speci- 
ficity for  any  single  organism  has  been  futile. 

Not  only  has  the  ulcerative  process  a  tendency  to  rapidly  become  deep 
and  so  to  perforate  the  cheek,  but  it  lacks  tlie  sharp  line  of  demarcation 
marking  the  wall  often  built  by  nature  to  prevent  the  spread  of  gan- 
grene. That  is  to  say,  the  ulcer  is  boun*led  by  an  e?ctending  area  of 
necrosis,  often  branching  and  fliscolored,  which  spreads  from  day  to  day, 
witli  no  npparenl  effort  on  the  pitrt  of  tlie  system  to  limit  its  progress. 
The  soft  parts  melt  into  the  fetid  ulcer,  and  cartilage  and  bone  undergo 
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necrosis.     When  recovery  does  occur,  which  is  exceedingly  rare,  a  line  of 
demarcation  forms,  aiul  tiie  extension  of  the  disease  is  arrested  in  this  way; 

tthe  ulcer  clears  up  and  repair  slowly  takes  place. 
Symptoms. — The  local  symptoms  of  noma  are  a  foid  hreaihy  a  state  of 
localized  ulceration  with  deep  mduraiion  of  the  tissues  near  hy,  and  the 
spee<ly  development  in  the  cetitre  of  the  ulcer,  of  a  dirty-looking  alovgh  of 
necrotic  tissue.  The  side  of  the  jaee  is  usually  much  ^-wnllen  and  di^toricd, 
and  when  felt  by  the  fingers  the  tissues  feel  brawny  ami  hartl.  If  the  ulcera- 
tion extends  to  the  gums,  the  teeth  become  loosened.  So  ^eat  may  l)e  the 
destructive  process  that  the  teeth  and  alveoli  may  be  seen  through  the  per- 
forated check. 

(The  systemic  symptoms  are  not  characteristic  of  any  specific  state,  hut 
are  those  of  profound,  sf/siemic  poisoning^  depression^  and  exhausiion.  The 
pulse  is  rapid  and  feeble,  the  appearatu^c  of  the  patient  markedly  septic  and 
cachectic^  and  the  temperature  mildly  febrile.  The  heiglit  of  the  tempera- 
ture depends,  however,  to  a  consiilerable  degree,  upon  the  vitality  of  the 
patient.     When  the  sufferer  is  profoundly  exhausted  and  the  vital  state  is 

»very  low  markeil  febrile  movement  tloes  not  occur. 
Treatment. — From  the  descri[)tion  just  given  it  is  evident  that  the  treat- 
ment of  noma,  to  Ix*  successful,  nuist  tlepeml  upon  its  early  institution  and 
thorough  character.  It  must  also  consist  in  the  use  of  such  nutritious  food 
and  such  medicines  as  will  serve  to  support  the  strength  of  the  patient, 
Tlie  local  treatment  consists  in  the  early  and  complete  cauterization  of  the 
part  affected  by  the  electrocautery  or  its  excision  by  the  knife,  so  that  the 
necrotic  mass  is  at  once  destroye<l  and  removed.  The  pliysician  nuist  not 
limit  the  operation  to  the  dead  tissues,  but  extend  the  excision  to  the  living 
tissues  as  well  in  order  that  none  of  the  infectetl  tissue  may  remain.  The 
local  process  may  he  temporarily  treated  by  swal>bing  the  part  with  peroxide 
of  hydrogen  or  hy  using  permanganate  of  potash.  In  cases  in  which  the 
.streptococcus  or  the  Itacillns  of  diplitheria  are  present,  the  serum  therapy 
needed  for  these  specific  infections  shoidd  be  used. 
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Under  this  distinctly  erroneous  term  is  described  a  condition  in  which 
there  is  a  superficial  overgrowth  and  dcsc]uamatiou  4>f  tbe  epitlielium  cover- 
ing the  tongue.  As  a  rule,  the  centre  of  each  spot  of  desquamation  liegins  to 
heal  while  the  periphery  is  still  spreading,  so  that  ttie  aj)|>earnnce  of  the 
inflammatory  zone  is  distinctly  circinate.  Its  irregular  outline  has  given  it 
the  nameof  *'  geographicni  tongue  "  In  other  instances  the  appearance  of  the 
tongue  is  that  of  a  worm-eaten  leaf.  In  some  patients  it  prrxluces  no  dis- 
comfort whatever.  In  others  the  patient  imiy  Imve  .some  itching  and  tingling, 
and  on  examining  the  tongue  is  surprised  to  find  the  curious  outlines  which 
have  been  described.  Not  infrerpiently  nervous  patients  are  wont  to  con- 
sider that  it  is  an  evidence  of  s^'philis,  or  perhaps  of  a  malignant  growth.  A 
modified  form  of  this  confHtJon  is  very  frequently  seen  in  children  as  a  result 
of  a  catarrhal  condition  of  the  stomach  and  bowels. 
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Treatment. — In  adults  it  is  best  treated  by  the  local  application  of  nitrai 
of  silver,  20  grains  to  the  ounce.    In  chiUlrcn  the  correction  of  tiie  gastrointe 
tinal  disorder  usually  results  in  a  normal  growth  of  epithelium,  so  that  Xh4 
condition  is  relieved.     As  a  rule,  such  children  require  some  simple  bitter 
such  as  tincture  of  gentian  with  5  or  10  grains  of  bicarbonate  of  soda. 


LEUKOPLAKIA  BUOCALIS. 

Leukoplakia  huccalis  is  sometimes  called  smoker's  tongue,  ichthyosis 
gualis,  and  buccal  psoriasis.  It  is  charncterized  by  the  development  of  white 
spots  i>f  considerable  size  on  the  mucous  membrane  of  the  moutli  and  tongue, 
which  are  due  to  cellular  infiltraiioii  of  the  subepithelial  connective  tissue 
and  a  thickening  of  the  epithelium.  When  tlie  spots  occur  on  the  e<lge  of 
the  tongue  and  are  indente*!  by  the  teeth  tliey  sometimes  look  like  the  scars 
or  puckerings  which  are  seen  on  the  edges  of  the  tongue  in  cases  of  advanced 
syphilis.  Occasionaily  these  areas  may  be  slightly  ulcerated,  and  in  some 
cases  are  tliought  to  be  the  seat  of  epitheliinnatous  degeneration.  In  the 
majority  of  instances,  however,  they  arc  benign,  and  after  removal  of  the 
cause  require  no  treiitraent  unless  the  surface  is  ulcerated,  in  which  case  they 
may  be  touched  with  nitrate  of  silver  and  the  patient  directed  to  avoid  taking 
hot,  irritating  substances  into  the  mouth',  and  j>articularly  to  avoid  smoking 
or  chewing.  Leukoplakia  i«  sometimes  looked  upon  as  a  precancerous 
condition,  and  this  is  probably  true  in  the  sense  that  the  state  if  per- 
mitted to  continue  muv  lead  to  cancer. 


MUCOUS  PATCHES. 

Mucous  patches  are  opaffue,  white,  flattened  swellings  on  the  mucouj 
membrane  of  the  mouth  and  lips,  and  are  characteristic  of  secondary  syphilis. 
(See  Syphilids.)     From  them  the  virus  of  syphilis  is  readily  communicated^H 
Not  infre(|uently  their  surface  is  somewhat  ulcerated.  ^| 

Treatment. — The  treatment,  of  course,  consists  in  ti»e  active  employment 
of  mercury  internally  and  the  use  of  nitrate  of  silver  locally. 
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FUNCTIONAL  DISORDERS  OF  THE  SALIVARY  OLANDS. 


Ptyalism. — Ptyalism,  or  salivation,  occurs  as  the  result  of  poisoning 
mercury  or  the  iodides.     It  is  also  proihiced  by  such  drugs  as  jaborandi, 
and  occasionally  occurs  because  of  irritation  of  the  mucous  membrane  ot 
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the  mouth  by  the  development  of  stomatitis  in  one  of  its  several  forms. 
Rarely  a  form  of  idiopathic  ptyalism  is  met  with  in  young  children.  Under 
these  conditions  the  salivation  is  probably  the  result  of  a  neurosis. 

When  due  to  the  influence  of  a  drug,  the  condition  is  to  be  arrested  by 
stopping  the  use  of  that  substance  and  aiding  in  its  elimination  by  the 
employment  of  sodium  bicarbonate  if  the  iodides  have  been  taken,  and  mild 
saline  purgatives  if  mercury  has  been  used,  A  mouth-wash  containing  10 
grains  of  chlorate  of  potassium  and  2  drachms  of  fluid  extract  of  rhus  glabra 
in  an  ounce  of  water  will  be  useful  to  improve  the  condition  of  the  mucous 
membrane  and  arrest  the  flow  of  saliva.  Sometimes  moderate  doses  of 
atropine  are  useful.  In  other  cases,  10  to  15  grain  doses  of  camphoric  acid 
given  thrice  a  day  may  be  used. 


DRT  MOUTH. 

Dry  mouthy  or  xerostomia^  is  frequently  met  with  in  all  fevers,  but  some- 
times occurs  as  an  independent  condition.  Under  these  circumstances  the 
tongue  is  seen  to  be  red  and  dry,  with  lessened  superficial  epithelium,  so  that 
it  is  smooth  and  shiny.  It  is  said  to  be  most  frequent  in  women  after  great 
nervous  excitement  or  in  those  suffering  from  hysteria. 

Tteatment. — ^Temporary  relief  from  dryness  of  the  mouth  may  be  pro- 
duced by  washing  it  with  a  mixture  of  1  part  of  glycerin  to  2  of  water,  to 
which  has  been  added  a  little  lemon-juice. 


INFLAMMATION  OF  THE  SALIVAKT  GLANDS. 

He  most  important  and  most  common  inflammation  of  the  salivary  glands 
is  the  swelling  of  the  parotid  gland  in  mumps,  which  has  already  been  con- 
sidered. The  next  most  frequent  cause  of  inflammation  of  the  salivary 
glands  is  a  septic  condition  of  the  mouth  in  the  course  of  one  of  the  prolonged 
adynamic  fevers,  such  as  typhoid  fever,  and  in  persons  who  are  suffering 
from  cerebral  softening.  In  these  cases  it  would  seem  that  infection  may 
pass  through  the  salivary  duct,  and  so  cause  inflammation  of  the  gland  itself. 
Occasionally  a  similar  accident  occurs  in  pya?mia,  pneumonia,  syphilis,  and 
scarlet  fever.  In  some  of  these  diseases  the  infection  undoubtedly  enters 
the  glands  by  way  of  the  bloodvessels  and  lymphatics.  Pyogenic  infection 
of  the  parotid,  whether  hremal,  lymphatic,  or  by  a  duct,  produces  a  suppura- 
tive interstitial  parotitis,  or  parotid  abscess,  also  called  "  parotid  bubo."  A 
curious  form  of  inflammation  of  the  parotid  gland  with  stenosis  of  Steno's 
duct  is  sometimes  seen  in  cases  of  sulphuric  acid  poisoning.  While  it  is  pos- 
sible for  the  sublingual  and  submaxillary  glands  to  be  involved,  the  parotid 
is  the  gland  which  nearly  always  suffers. 

The  inflammation  may  be  treated  in  its  early  stages  by  cold  compresses, 
by  the  application  of  leeches,  and  by  the  administration  of  circulatory 
sedatives  like  aconite,  provided  the  patient  is  not  already  depressed  by  dis- 
ease.   So  far  as  possible  the  treatment  should  also  be  addressed  to  the  relief 


552 


DISEASES  OF  THE  PHARYNX 


of  the  underlying  cause  of  the  condition.     If  the  gland  is  suffering  from 
a  subacute  inflammation^  mercurial  ointment,  iodine  ointment,  or  ichthya 
ointment  may  be  tlu^rou^lily  rubbed  into  the  skin  over  it,  unless  perchanc 
the  gland  is  swollen  as  tiie  result  of  mercurial  or  iodide  inHuence.    When  an 
abscess  forms  it  must  not  be  forjL^^otlen  that  it  should  l»e  opened  promptly^— 
but  with  great  care.     Not  infrei|uently  a  parotiil  abscess  is  so  closely  assofl 
eialed  witli  an  importanl  bliKHlvessel,  or  in(U'etl  with  the  external  carotitf^ 
artery,  that  a  careless  incision  may  pHwiuce  disiister.    Such  an  al>scess  should 
always  be  opened  by  careful  disHcction. 

Chronic  indurative  or  sclcrusing  parotitis  is  a  well-known  pathologic 
condition  the  clinical  features  of  which  are  still  obscure.    It  has  been  obsenx 
in  diabetes  with  and  without  pancreatic  disease,  but  the  exact  relationshij 
if  any,  is  not  kn<i\vii, 

Ludvig's  Angina. — This  condition,  sometimes  caller!  Angina  Ludovwi^ii 
a  cellulitis  uf  tlie  neck  wlncli  l>ogins  as  an  inflammation  of  the  floor  of 
the  mouth,  usually  in  the  area  of  the  submaxillary  fjlatah  As  a  rule  it  begins 
on  one  side  and  then  spreads  to  the  opposite  side.  In  malignant  cases  it 
rapidly  involves  not  only  the  floor  of  the  mouth,  but  the  tissues  about  the  root 
of  the  tongue  and  nn<ler  the  angles  of  the  jaw,  so  causing  opdema  of  the 
glottis.  In  some  cases  these  tissues  slough,  forming  what  is  known  as 
cynanrhr  gan(]r(vnoxa.      In  still  others,  an  abscess  poinLs  externally. 

Symptoms. — The  symptoms  are  brawny  swelling,  great  pain,  rigors,  fevers^^ 
and,  if  the  infection  is  severe,  general  septicaemia  and  death.  fl 

Treatment. — In  the  very  early  stages  the  usef>f  cold  and  of  leeches  to  the 

skin  un<ler  the  jaw  may  be  of  advantage.     After  the  inflammation  is  well 

developed,  drainage  should  be  established  by  the  surgeon. 


DISEASES  OP  THE  PHARYNX. 


AOTTTE  PHARYNaiTIS, 

Definition. — Acute  pharyngitis  is  an  acute  catarrhal  inflammation  of 
mucous  membrane  lining  the  pharynx  in  which  there  is  hypenvmia  and 
congestion,  with  some  inhltration  of  the  submucous  tissues,  and,  later,  an 
increased  secretion  of  mucus. 

Etiology. — Acute  pharyngitis  is  caused,  as  a  rule,  by  simultaneous  exposure 
to  cold  and  infections  dust.  Cold  and  damp  air  first  impair  the  vital  resist- 
ance of  the  pharyngeal  mucous  membrane,  and  then  dust,  laden  with  micro- 
organisms, falling  upon  it  speedily  produces  infection.  There  can  be  no 
doubt  that   systemic  conditions   also  favor  the  development  of  this  state.^ 

Aside  from  the  fact  that  lowered  vitality  always  permits  infection  to  take| 
place  readily,  there  can  be  no  doubt  that  the  excessive  use  of  alcohol,  * 
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tobacco,  or  rich  foods,  or  the  presence  of  a  torpid  liver,  or  a  catarrh  of 
the  nose,  mouth,  or  stomach  uid  materially  in  permitting  the  condition 
to  arise.  Pharyngitis  also  arises  as  a  result  of  litlueniic  states.  vSometiines 
infection  seems  to  come  from  a  chronic  tonsillitis  or  is  an  extension  from 
the  nares.  The  condition  is  particularly  prone  to  arise  in  those  who  work 
for  a  number  of  hours  a  day  in  imperfwtly  ventilated  rooms.  Sometimes 
irritating  fumes  and  dust  seem  capable  of  prwhicing  this  condition. 

Pathology. — After  a  preliminary  dry  stage  the  engorgement  of  the  blood- 
vessels of  the  mucous  meinbraiieand  the  inHammiitioii  of  the  imicous  glands 
results  in  the  pouring  out  of  considera!>le  quantities  of  mucus,  marked 
epithelial  desquamation,  and  in  severe  cases  some  fibrin.  If  pyogenic 
organisms  are  present  the  secretion  may  l^e  distinctly  mucopurulent.  In 
some  instances  the  swelling  of  the  submucous  tissues  is  very  marke<l.  In 
others,  although  severe,  it  may  be  superficial.  In  very  rare  cases  tlie  exudate 
may  be  so  fibrinous  as  to  form  a  fulse  membrane  which  is  not  always  due 
to  the  presence  of  the  bacillus  of  diphtheria.  Not  rarely  in  such  cases  the 
uvula  and  the  tonsils  are  also  involved. 

Symptoms. — Acute  pluiryiigitis  usually  comes  on  suddenly,  with  the  symi> 
toins  «_)f  what  is  popularly  called  *' Kore  throaU^*  so  tliat  the  patient  feels  that 
the  mueoujf  membrane  is  swollen  and  sore,  and  there  is  some  jmin  on  swal- 
lowing. On  inspection  it  will  l>e  found  that  the  posterior  wall  of  the  pharynx 
and  neighboring  parts  are  dry  and  red,  with  the  capillaries  injected.  After 
secretion  is  estiiblished  the  parts  are  thoroughly  moistened  by  serura  and 
mucus.  In  some  instances,  if  the  infiltration  of  (he  submucous  tissues  is 
marked,  the  patient  may  complain  of  a  sense  of  conntrkihm  in  the  throat, 
and  at  times  a  good  <leal  of  pain  may  extend  along  the  Eustachian  tube  into 
the  ear.  If  the  pain  is  not  too  great,  the  pntient  nuiy  contiiuudly  clear  his 
throat  in  an  effort  to  relieve  the  irritation.  Conslitutional  symptoms  are 
usually  mild,  but  the  tonffue  is  coated  and  the  patient  may  be  somewhat 
depressed. 

Prognosis. — Recovery  always  ensues  unless  some  unforeseen  complica- 
tion arises. 

Treatment. — The  treatment  consists,  if  the  patient  is  seen  in  the  early 
stages,  in  the  application  of  a  cold  compress  to  the  neck  below  the  angle 
of  the  jaw.  This  compress  is  made  by  dijjping  cloths  in  ice-water,  wringing 
them  out,  and  then  bituling  them  against  the  part.  Tliey  should  not  be 
allowe<l  to  l>ecome  warm  and  so  produce  the  relaxing  effects  of  a  poultice. 
Internally,  if  the  patient  is  an  adult,  he  m«iy  be  given  from  1  to  5  drops  of 
the  tincture  of  aconite  with  a  drachm  of  sweet  spirit  of  nitre  in  a  glassful  of 
hot  lemonade.  Before  taking  this  he  shouh!  l>e  put  to  Ihn[  in  c^nler  that  when 
perspiration  develops  he  will  not  catch  cohL  Small  pieties  of  ice  nuiy  be  liehl 
in  the  mouth,  but,  as  a  rule,  lietter  results  will  be  obtained  if  the  patient  gar- 
gles with  as  hot  water  as  he  can  bear.  This  water  may  be  fortified  by  adding 
to  it  an  equal  quantity  of  the  distilled  extract  of  witcfi-liazel.  If  the  iK)wels 
are  at  all  constipated,  saline  purgatives,  such  as  citrate  of  magnesia,  should 
be  usei\  to  unload  them.  If  there  is  any  rheumatic  or  gouty  tendency,  the 
patient  will  do  best  if,  in  addition  to  the  purgatives,  he  is  given  20  grains  of 
bicarbonate  of  potash  in  large  draughts  of  water  every  four  or  five  hours; 
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or,  instead,  10  grains  of  salol  may  be  given  every  three  hours  until  40  grains 
have  been  used. 

Local  treatment  aside  from  the  use  of  the  gargle  is  usually  unnecessary. 
If  the  condition  is  due  to  a  gouty  tendency,  the  use  of  any  one  of  the  oily 
substances  commonly  employed  in  atomizers  produces  increased  discomfort, 
in  the  writer's  experience.  If  it  is  not  due  to  this  cause,  some  relief  may 
be  obtained  by  spraying  the  parts  with  3  drops  each  of  oil  of  sandal-wood 
ami  oil  of  sassafras  in  an  ounce  of  liquid  albolene.  In  other  cases,  when  the 
oils  cause  discomfort,  my  colleague,  Dr.  Kyle,  strongly  recommends  apply- 
ing hydrochloric  acid,  in  the  proportion  of  5  to  10  drops  of  the  dilute  acid 
in  an  ounce  of  water,  for  the  purpose  of  contracting  the  dilated  bloodvessels. 

The  salicylates  are  useful  if  lithienua  is  present. 

When  the  second  stage  is  reached  5  to  10  grains  of  chloride  of  ammonium 
may  be  given  in  equal  parts  of  fluid  extract  of  licorice  and  water  four  or 
^ve  times  a  day.  Or,  instead,  10  grains  of  benzoate  of  ammonium  may 
be  given  in  capsule  four  times  a  day. 


ULOERATIVE  OR  PHLEGMONOUS  PHARTKOITIS. 


Etiology. — This  condition,  sometimes  called  ulcerated  sore  throat, 
phlegmonous  phuryngitis,  is  due  to  an  infection  of  the  mucous  membrane 
of  the  throat  by  micro-organisms.  It  is  not  uncommonly  seen  in  physicians 
and  nurses  who  are  attending  children  suffering  from  scarlet  fever  and 
diphtheria.  Many  years  ago  it  was  frequently  met  with  in  medical  students 
who  were  dissecting  cadavers  which  had  V>een  imperfectly  preserved.  Tlus 
form  of  pharyngitis  is  exceetlingly  painful  in  its  early  stages,  and  is  charac- 
terized by  changes  much  like  those  just  described  in  acute  catarrhal  pharyn- 
gitis, except  that  a  superficial  necrosis  of  the  mticous  membrane  rapidly 
occurs,  so  that  in  a  few  hours  small,  irregular  ulcers  may  be  seen  ujxjn  the 
soft  palate,  the  half  arches,  and  the  pharyngeal  wall.  If  the  infection  is 
severe,  so  that  the  submucous  tissues  are  involved,  it  becomes  a  phlegmon- 
ous pharyngitis. 

Symptoms. — A  patient  with  infectious  pharyngitis  usually  complains  of 
much  pain  in  the  throat  ami  in  the  rriwidcji  of  the  neck.    This  is  greatljj 
increased  when  he  attempts  to  swallow.    There  may  be  slight  fcbrih 
meni  and  depression. 

Treatment. — The  treatment  consists  in  spraying  the  inflamefl  raucous  raenl'^ 
brane  with  a  normal  salt  sohition,  and  following  this  by  a  gargle  or  spray 
of  1  per  cent,  solution  of  carbolic  acid  and  water  or  albolene.     This  in  tur 
is  followed  by  a  spray  of  menthol,  4  grains  to  the  ounce.     Cold  compresf 
applied  under   the  jaw  are  advantageous.     If  one  or  two  ulcers  are 
ticularly  active,  they  may  be  touched  with  nitrate  of  silver.     Usually  it  is' 
advisable  to  give  the  patient  a  moderate  purgative  dose  of  calomel  and  to 
follow  it  by  a  saline  purge,  such  as  a  Seidlitz  powder. 
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CROUPOUS  PHARYNGITIS. 

etiology. — Croupous  pharyngitis  occurs  in  two  forms  as  diphtheria,  which 
hosabeady  been  described,  and  as  a  simple  membranous  pharyngitis,  which 
commonly  is  due  to  infection  by  the  pneumococcus  or  Streptococcus  pyogenes^ 
The  chief  difference  between  this  form  of  pharyngitis  and  diphtheria  is  that 
the  mucous  membrane  is  not  deeply  involved,  that  true  ulceration  never 
occiu^,  and  the  Klebs-Loeffler  bacillus  is  absent.  The  inflammation  is, 
however,  of  such  a  character  that  a  false  membrane  develops  with  desquama- 
tion of  the  epithelium.  If  the  membrane  is  removed,  the  tissues  beneath 
may  bleed,  very  much  as  they  do  in  diphtheria.  Although  there  is  usually  a 
slight  chill  and  some  fever,  the  degree  of  systemic  disturbance  is  by  no  means 
as  marked  as  in  the  well-developed  case  of  true  diphtheria. 

Tteatmont. — ^The  treatment  consists  in  washing  the  infected  parts  thor- 
oughly by  a  spray  of  normal  salt  solution,  and  following  this  by  a  solution 
of  hydrogen  peroxide  and  water  half  and  half,  and  this  in  turn  by  gargling 
and  spraying  with  distilled  extract  of  witch-hazel.  Usually  this  treatment 
is  sufficient.  If  the  condition  persists,  Loeffler's  solution  may  be  applied 
locally.    Antitoxin  is  to  be  used  if  diphtheria  is  present.    (See  Diphtheria.) 


CHRONIC  PHARYNGITIS. 

Etiology. — A  condition  of  chronic  inflammation  of  the  pharyngeal  mucous 
membrane  is  frequently  met  with  in  certain  climates,  particularly  that  of 
the  Atlantic  seaboard.  It  is  also  found  in  persons  who  continually  use  the 
voice,  and  so  it  has  obtained  the  name  of  "auctioneer's"  or  "clergymen's" 
sore  throat.  It  is  also  met  with  in  persons  who  use  tobacco  to  excess,  and 
sometimes  in  those  who  take  too  much  alcohol.  Obstructions  in  the  nasal 
passages  seem  distinctly  to  predispose  to  this  state. 

Patitology. — ^The  pathological  condition  consists  in  a  thickening  of  the 
mucous  membrane  of  the  pharynx  and  an  increase  in  the  connective  tissues 
of  the  mucous  membrane  itself,  and  of  the  submucous  tissues.  This  may 
result  in  a  secondary  atrophy  of  the  glands  in  the  mucous  membrane. 

Symptonu. — ^The  symptoms  consist  in  a  thickening  of  the  pharyngeal 
secretions  and  irritation  of  the  mucous  membrane,  so  that  the  patient  is 
continually  attempting  to  clear  the  throat,  which  often  feels  dry  and  harsh. 
TTie  cough  is  spasmodic,  unproductive  in  its  result,  and  is  made  much  worse 
by  exposure  to  cold  and  dust. 

TrMtment. — ^The  treatment  consists  in  a  regulation  of  the  digestive  sys- 
tem, in  giving  tone  to  the  circulation  if  it  is  feeble,  in  rest  for  the  nervous 
system  if  the  patient  is  overworked,  and  in  the  internal  administration  of 
benzoate  of  ammonium  in  10  grain  doses  several  times  a  day.  Before  going 
to  bed  at  night  the  patient  should  gargle  his  throat  with  hot  water  or  with 
hot  salt  solution,  and  if  the  bloodvessels  are  much  dilated  a  spray  of  dilute 
hydrochloric  acid,  10  drops  to  the  ounce  of  water,  should  be  used. 
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FOLLICULAR  PHARYN0ITI8. 

Etiologry. — Under  the  name  of  follicular  pharyngitis  a  closely  related 
condition  to  that  just  descrilieti  exists,  in  which  an  annoying  cou^h  is  per- 
sistent, and  \\\  which  a  coiisiilcrable  imndierof  enlurge<i  follicles,  surroun<le<l 
by  an  injected  mucous  membrane,  can  be  seen  on  the  posterior  wall  of  the 
pharynx. 

Treatment. — The  treatment  is  of  the  same  character  as  that  just  described 
for  chrniiic  pluiryntritis.  Occasionally  it  is  necessary  to  rauterize  the  follicles. 
An  excellent  application  is  tincture  of  iodine  I  part  in  2  parts  of  glycerin. 


DISEASES  OF  THE  TONSII^. 


ACUTE  TONSILLITIS. 

Definition. — As  its  name  implies,  this  disease  consists  in  an  acute  inflam- 
mation of  the  tonsils,  accompanied  by  great  swelling  of  their  tissues,  and 
an  associatei^l  pharyngitis.  It  occurs  in  two  forms,  the  follicular  and 
diifuse.    The  follicular  form  is  distinctly  infectious. 

Etiolo^. — Acute  tonsillitis  is  the  result  of  an  infection  by  pathogenic 
micro-organisms,  which  are  practically  always  present  in  the  crypts  of 
the  tonsils,  but  do  not  penetrate  the  mucous  membrane  until  its  per- 
meability is  increased  by  congestion,  or  l>y  general  causes  affecting  perhaps 
the  vita!  resistance  of  the  entire  body.  Tn  many  instances  the  suppurating 
form  arises  because  the  organisms  attempt  to  enter  the  general  system  by 
way  of  the  tonsils,  and  the  suppurative  process  is  the  result  of  an  effort  to 
prevent  sucli  an  entrance.  The  streptococcus  is  a  cause  in  some  cases. 
In  other  cases  the  organism  which  Poynton  and  Payne  think  is  the  cause  of 
acute  articular  rheumatism  is  responsible,  and  the  bacillus  of  diphtheria  is 
also  a  common  factor. 

Follicular  tonsillitis  is  more  common  in  the  period  of  life  from  five  to 
twenty  years  than  at  any  other  time,  and  is  rare  in  infancy.  Some  indi- 
viduals suifer  from  frequent  attacks  until  they  reach  forty  or  fifty  years 
of  age.    After  this  time  of  life  it  is  very  rare. 

Although  follicular  toiisiliitis  is  rare  in  adults,  the  suppurating  form  is 
fre(|uently  met  with  in  this  class  of  patients.  Persons  who  have  a  lymphatic 
tempeaiinent  are  far  more  susceptible  than  persons  of  the  wir}*  t\*pe,  and  it 
is  particularly  prone  to  occur  in  those  who,  because  of  obstruction  of  the 
nasal  passages,  are  "mouth  breathers,"  or  who  suffer  from  subacute  or 
chronic  hypertrophic  catarrh  of  the  nasopharynx.  One  attack  distinctly 
pre^iisposes  to  another.  My  experience  leads  me  to  believe  that  it  is  dis- 
tinctly infectious,  for  I  have  repeatedly  seen  healthy  persons  develop  the 
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malady  after  being  exposed  to  the  breath  of  those  wlio  were  ill  with  it. 
Another  predisposing  cause  is  the  breathing  of  vitiated  air,  and  air  that  is 
contaminated  by  sewer  gas  or  smoke.  How  much  these  iiiHuenccs  act 
directly  as  sources  of  infection  and  how  much  as  agents  which,  by  dimin- 
ishing vital  resistance,  make  iiifpction  possible,  is  difficult  to  determine. 

Pathology  and  Morbid  Anatomy. — In  acute  tollictdar  tonsillitis  there  is  an 
inflammatory  swelling  of  the  parcncliyma  of  the  gland.  The  mucous  mem- 
brane covering  the  gland  is  intensely  hypcrpcniic  and  may  even  show  vesicles 
on  its  surface.  Each  follicle  exudes  a  cheesy-luoking  mass,  and  these  masses 
dot  tlie  surface  of  the  tonsil  or  coalesce  autl  prfKivvce  a  tonsillar  coating, 
which  at  first  glance  closely  resembles  the  false  membrane  of  diphtheria. 
If  some  of  this  material  is  examined  microscopically  it  is  found  to  consist 
of  dead  epithelial  cells,  micro-organisms,  and  pus  cells.  In  adilition  to 
these  superficial  changes  there  is  hypera^niia  of  the  tonsillar  capillaries,  and 
proliferation  of  the  lymplioirj  cells  in  the  tleeper  tissues  of  the  glands.  In 
the  more  deeply  situute<l  and  intense  inflannnationsof  the  gland,  sometimes 
called  quinsy,  there  is  a  necrosis  of  the  tissues,  suppuration  takes  place,  and 
the  pus  escapes  from  tlie  tonsillar  abscess,  either  by  the  airl  of  llie  surgeon's 
knife  or  by  rupture  of  the  abscess  wall.  In  any  of  these  conditions  tlie 
passage  of  bacteria  or  their  toxins  into  the  lymphatics  may  produce  glandular 
enlargement  in  the  neck. 

Sjrmptoms. — A  patient  suffering  from  the  earliest  stagi^s  of  acute  tonsillitis 
rnay  first  feel  soreness  of  the  throat,  with  a  sense  of  local  swelling  or  con- 
striction, or  the  systemic  signs  of  the  infection  may  first  be  manifested. 
Creeping,  chiUy  senjtaiimia,  or  even  a  true  rigor,  may  develop,  and  there  \s 
very  frequently  an  amount  of  af7u*«^  an*l  jmin  in  the  Umbt*  which  is  extraor- 
dinarily severe,  so  that  the  patient  complains  most  bitterly,  not  only  nf  this 
s\Tnplom,  but  of  the  degree  of  illness,  so  tliat  he  fears  a  serious  malady. 
Violent  headache  is  often  a  prominent  symptom,  and  the  temptrature 
soon  becomes  very  high,  mounting  to  103*^  or  104^  or  even  105°  in  a  few 
hours.  Rarely  nausea  and  V(rmitht(f  may  occur.  An  examination  of  the 
throat  will  show  the  presence  of  ilistinct  swellings  of  the  tonsils,  which 
not  rarely  extend  as  far  across  (he  fauces  as  the  uvula,  antl  even  press  against 
one  another.  These  swellings  are  intensely  congested  and  frer|uenl!y  coveretl 
with  exudate,  and  are  often  very  foul  in  ajipearance.  The  brtath  of  the 
patient  is  excee^Iingly  /ou/.  and  unless  ventilation  is  very  good  the  inlor  rnay 
fill  the  room.  Owing  to  the  swelling  of  the  tonsils  ami  adjacent  glands  and 
stiffness  of  the  muscles  of  the  aides  of  the  neck,  an  examination  of  the  patient's 
throat  may  l>e  very  painful. 

As  general  systemic  infection  often  enters  the  body  by  way  of  the  tonsils 
it  is  wise  to  be  on  the  watch  For  sigii.s  of  endtn^ardt/ts.  Doubtless  the  asso- 
ciation of  rheumatism  with  tonsillitis  by  many  pnictitioiiers  is  due  more  to 
the  development  of  septic  arthritis  from  the  entrance  of  pathogenic  germs  by 
these  pathways  than  to  any  real  relationship  between  acute  rheumatism  and 
tonsillitis.  I  Iiave  seen  several  cases  of  severe  ulcerative  erubx'arditis  and 
acute  arthritis  follow  an  acute  tcnisillitis.  It  is  a  noteworthy  fact  that  acute 
follicular  tonsillitis  is  practically  always  bilateral,  while  the  deeper  form, 
sometimes  called  quinsy,  is  often  unilateral. 
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In  the  suppurating  form  of  the  disease  the  systemic  manifestations  arc 
often  less  severe  than  in  the  follicular  types  just  described,  but  the  local  pain 
is  often  very  severe,  and  opening  the  mouth  may  be  very  painful.  The  tonsil 
is  often  enormously  enlarged,  but  is  rarely  dotted  with  follicular  spots. 
Instead  it  may  be  smooth  and  shining  in  appearance.  The  iiiHanimation 
often  extends  to  the  uvula,  which  may  be  so  swollen  and  elongated  as  to 
cause  great  <listress.  ^M 

Treatment. — The  treatnuMit  f*f  botli  forms  of  tonsillitis  is  largely  identical^" 
To  the  surface  of  the  tonsil,  in  the  first  twenty-four  hours  of  the  inflam- 
mation, there  is  nothing  lietter  to  arrest  the  process  and  relieve  pain  than 
pure  guaiacol  applieil  by  a  cottun  applicator.  This  often  causes  great  pain 
for  the  moment,  but  it  is  remarkably  efficacious.  Externally,  over  the 
gland,  a  small  ice-bag  is  a  valuable  application.  It  should  be  kept  con 
stantly  applied  for  several  days.  Internally  in  the  very  early  stages  the 
of  biniodide  of  mercury  is  very  useful  in  the  dose  of  ^J-jj  of  a  grain  ever 
half-hour  till  -^^  grain  has  Ix-en  taken. 

After  the  stage  of  onset  is  past  the  best  internal  treatment  is  10  to 
minims  of  tincture  of  iron  chloride  well  diluted  with  water  every  three 
four  hours  and   potassium   bi(*arfK>nate,  or  citrate,  in  copious  draughts  of 
water  to  flush  the  kidneys  and  diminish  the  backache. 

Marjy  practitioners  rely  largely  on  suIdI  or  snlicin  at  this  time,  giving  them 
in  full  doses.  They  are  efficacious,  but  they  increase  headache,  disorder 
the  digestion,  and  may  irritate  the  kidneys,  which  are  prone  to  irritation  in 
this  disease. 

Some  cases  get  relief  from  gargling  with  very  hot  water  or  by  holding  ice 
in  the  mouth. 

When  the  tonsils  are  chronically  enlarged  and  repeated  attacks  of  tonsil- 
litis occur  they  slioidd  be  remove<l  between  attacks  by  the  tonsillotome.  The 
application  of  caustics  like  nitrate  of  silver  often  makes  them  larger  than  before. 

In  the  siip[)iirat!ng  form  the  pus  should  be  evacuated  as  soon  as  it  is 
formed,  the  tonsils  l>eing  punctured  by  a  bistoury  or  a  tenotome,  the  tip  of 
which  is  exposetl  after  Vjeiug  run  through  a  small  cork  so  as  to  guard  it  and 
prevent  any  movement  of  the  patient  from  causing  the  physician  to  injure 
an  important  bloodvessel. 

In  all  cases  of  f4>llicnlar  tonsillitis  cultures  of  the  secretions  from  the  throat 
should  be  examined  for  the  Klebs-Ivoeffler  bacillus,  for  in  all  cases  before 
making  a  diagnosis  of  follicular  tonsillitis  the  physician  should  carefully 
exchule  diphtheria.  (See  Diphtheria.)  When  chUdren  are  in  the  household 
the  patient  should  be  carefully  isolated. 


OHRONIG  HYPERTROPHIC  TONSILLITIS. 


Definition. — Chronic  hypertrophic  tonsillitis  is  a  condition  vf  overgrowth, 
or  hyperplasia  of  the  tonsils,  which  affects  all  parts  of  both  tonsils  and 
usually  involves  the  so-called  pharyngeal  tonsil.  In  some  instances  the 
lymphoid  texture  of  the  glands  is  chiefly  affecteil,  while  in  others  the  connec- 
tive tissue  undergoes  the  greater  part  of  the  overgrowth.     In  the  one  instance 
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the  enlarged  tonsils  present  themselves  as  projecting  masses,  soft  in  texture. 
In  the  other  they  are  remarkably  hard  and  cut  with  a  resistance  almost 
cartilaginous  in  character.  In  some  instances  there  is  overgrowth  of  the 
tonsils  without  the  adenoid  of  the  pharynx  being  involved.  Nearly  always 
patients  with  this  affection  suffer  from  associateil  nasal  catarrh,  often  from 
secondary  mitldlc-ear  disease,  and  they  present  a  j>eculiar  expression  of 
stupidity  or  lack  of  intelligence. 

Symptoms. — Aside  from  organic  disease  of  the  great  viscera  there  is  no 
chronic  maUidy  which  pnxinces  such  extraordinary  changes  in  the  physical 
appearance,  growth,  and  mental  development  a.s  <ioes  this  one.  The  obstruc- 
tion to  free  nasiil  breathing  results  in  mouth  brcatkitKj,  and  this  in  turn 
causes  the  child  to  hold  the  mouth  open  in  a  silly  maimer,  which  detracts 
from  its  facial  appearance.  So,  too,  the  hick  of  free  respiration  results  in  a 
failure  of  physical  development,  so  that  the  chest  is  often  poorly  deveicvpedf 
and  even  the  entire  btnly  is  dwarfeil.  Finally,  this  same  cause  produces 
rentiers  nights  and  so  causes  loss  of  pliysical  rest,  which  may  Ix*  empha- 
sized by  attacks  of  sjmsmcydic  croup  or  night  screaming.  Constant  cough 
at  night  on  lying  down  is  also  often  a  troublesome  symptom  and  is  due 
to  undue  dryness  of  the  nasopliarynx  or  to  tickling  of  the  uvula  by  the 
edges  of  the  proje<rting  tonsils. 

After  the  disease  has  lasted  for  years  the  child  is  often  stupid,  morose, 
and  apathetic  to  a  tlegree,  and  the  open  mouth,  stunteti  nose,  and  heavy  eyes 
make  a  diagnosis  of  the  tonsillar  state  easy.  When  the  child  is  stripped 
the  cheat  is  often  found  to  be  barrel-shape<l  or  the  patient  is  pigeon-breasted, 
or  it  presents  the  Triehfcrbru.sl  i>f  the  (Germans,  or  the  so-called  fuiniel  chest 
of  English  i^Titers,  in  which  there  is  a  deep  depression  of  the  lower  part  of 
the  breast-l>one.  These  thoracic  changes  are  due  to  two  chief  causes:  first, 
the  general  impainnent  nf  nutrition  prcnluces  malnutrition  of  the  thoracic 
walls  as  in  rickets,  antl,  second,  in  tlie  effort  at  sufficient  respiration  the 
chest  walls  undergo  faulty  development.  The  breath  is  often  qtdte  jcfid, 
due  to  retainer!  secretions  and  ]>articles  of  ffM>d  in  the  crypts  of  the  tonsils, 
and  if  the  tonsils  be  pressed  upon  a  surprisingly  large  amount  of  material 
can  be  expelled  from  their  cavities. 

The  naso[>haryngeal  spaces  of  sucli  children  are  first-rate  culture  fields  for 
the  growth  of  bacteria  of  all  sorts  and  for  acute  infections,  such  as  diphtheria 
and  scarlet  fever. 

Treatment. — If  we  except  the  effects  produced  by  the  use  of  thyroid  gland 
in  cretinism  it  is  not  possible  to  find  any  state  in  which  the  physician  can 
cause  such  a  complete  metamorphosis  in  his  patient  as  to  health  of  mind 
and  body  as  in  this  malady.  The  removal  of  the  enlarged  tonsils  by  tonsil- 
lotomy and  the  scraping  away  or  curetting  of  the  pharyngeal  adenoid 
results  in  free  and  easy  hreatliing  anrl  in  an  extraordinary  change  in  growth 
and  spirits.  Children  who  have  been  stunted  in  mind  and  body  for  years 
gain,  it  may  be,  thirty  pounds  in  a  few  mouths,  lieconie  rosy  and  bright- 
looking,  and  are  able  for  the  first  time  to  keep  up  with  their  fellows  in 
school  and  in  sport. 

The  use  of  cod-liver  oil  and  syTup  of  the  iodide  of  iron  after  the  operation 
is  a  great  aid  to  speedy  recovery. 
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Physicians  and  parents  should  regard  it  as  a  duty  to  see  that  children  are 
relieved  from  this  trouble,  whicli  threatens  health  and  mental  power,  and 
which  exp(»ac.s  the  patient  as  a  fair  mark  to  infectious  disease.  Chronic  middle- 
ear  disease  and  deafness  often  ensue  If  these  growths  are  not  removed.      ^H 

While  it  is  true  that  operation  often  gives  permanent  rehef,  it  sometime^™ 
has  to  lie  repeate<J,  as  tlie  tissues  redevelop  after  removal  of  the  primary 
hypertro]>hy. 

As  an  auiesthetic  ether  is  far  safer  than  chloroform  during  the  performance 
of  the  operation  of  tonsillotomy  or  curetting  the  pharyngeal  tonsil. 


DISEASES  OF  THE  CESOPHAGUS. 


(ESOPHAGIXIS. 


An  acute  inflammation  of  the  trsophagus  often  ensues  after  the  ingest^^ 
of  irritnnt  poisons^  such  us  concentrated  lye,  ammonia-water,  carbolic  aci4l,_ 
and  similar  suhstiincc^s.      Under  these  conditions  it  is  but  a   part  of  th^ 
general  inHammation  of  the  gastrointestinal  tract  which  all  irritant  poison 
induce,  and  has  little  Interest  except  from  a  toxicological  standpoint  and 
the  strictures  that  commoidy  follow.     When  <psophagitis  is  due  to  diseas 
it  may  arise  from   an  extension  of  a  diphtheria  from   the  pharynx  or  fror 
an  extension  of  the  inflanunation  in  the  pharynx  in  cases  of  sciirlet  fever 
So,  too,  in  certain  cases  of  typhoid  fever  the  oesophagus  may  imdergo  inflam^ 
matory  changes,  and  these  may  progress  to  such  an  extent  that  ulceration 
ensues.     (St-e  Typlioid  Fever.)     Sometimes,  too,  tlie  tesophagus  is  involve 
in  cases  of  aphlhcjus  stuuiatltis  and  in  thrush. 

A  membranous  tiesophagitis  occurs,  but  it  is  rare.  It  may  follow  the  swal- 
lowing of  escharotics  and  is  occasionally  seen  after  prolonged  alcoholic 
excesses.    A  cast  of  the  entire  fcsophagus  may  be  expelled. 

The  nmcous  membrane  in  onjiiiary  inflammations  of  the  npsophagus 
reddened  and  hypenemic.  There  may  be  some  pain  beneath  the  brea.st* 
bone,  which  is  iticreased  by  the  swallowing  of  fo<xl  or  drink,  but  in  the  mihler 
types  no  symptoms  are  present,  and  unless  ulceration  is  followe*!  by  cica- 
trization, nintlicrthe  physician  nor  tlie  patient  may  Ik*  aware  of  the  fact  that 
the  fcsopfiaijus  has  suffered  from  an  inflammatory  process. 

Should  symptoms  of  [min  and  tltscomfort  exist,  they  may  be  relifved  \r 
the  use  of  demulcent  drinks,  of   which   pediaps  the  best   is  emulsion 
sweet  aliDonds,  or    milk    with    arrowroot.     Sometimes  swallowing    small* 
pieces  of  ice  gives   relief. 

In  cases  of  heart  disease  and  cirrhosis  of  the  liver  a  form  of  chroni^H 
tesophagitis  sometimes  flevelops,  in  wliich  the  nmcous  membrane  suiTer^^ 
from  a  chronic  catarrh  an<I  the  smaller  bloodvessels  become  varicose  and 
rupture,  causing  the  vomiting  of  bloo<J. 
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ORGANIC  STRICTURE  OF  THE   SSOFHAOTJS. 

As  has  already  been  intiraate<l,  stricture  of  the  tesophagiis  usually  follows 
the  healing  of  an  nicer  which  is  prtMluceil  hy  the  in^estifin  of  sume  corrosive 
substance,  or  by  ulceration  developing  in  the  course  of  typhoid  fever  or 
sjphilis.  Stricture  may  be  cylindrical  or  annular,  symmetrical  or  asym- 
metrical, single  or  multiple.  Tlic  usual  sites  are  !>ehind  the  cricoid  cartilage, 
opf>osite  the  bifurcation  of  the  trachea,  and  at  the  hiatiut  Q\sophagei. 
Occasionally  inflammation  of  a  lympfiatic  ghmd,  the  pressure  of  a  tumor  in 
the  meiliastinum,  or  of  an  aneurysm,  causes  a  narrowing  of  t!ie  gullet,  and, 
more  rarely  still,  a  polypoid  tumor  may  grow  from  the  mucous  membrane. 
Malignant  stricture  will  be  <Iiscussed  later. 

Symptoms.^ — ^Tlie  symptoms  consist  in  diffictdhj  in  swallowing  food,  the 
patient  stating  that  it  lodges  part  way  down  to  the  stomach,  and  that  if 
any  considerable  rjuantities  are  taken  regurgitation  takes  place,  the  regurgi- 
tated materials  containing  no  trace  of  gastric  juice  or  the  products  of 
digestion.  If  an  oesophageal  bougie  is  passed  it  is  foun<l  to  l>e  arrested  at 
the  level  of  the  stricture,  and  it  may  be  impossible  to  push  it  past  this  point. 

Treatment. — The  treatment  consists  in  the  use  of  a  small  bougie  to  dilate 
the  stricture,  followed  by  the  employment  of  larger,  graduate<l  bougies.  If 
the  stricture  is  so  tight  that  food  cannot  pass  ami  the  life  of  the  patient  is 
endangered  by  inanition,  and  if  the  use  of  a  bougie  fails  to  overcome  the 
obstruction,  surgical  interference  will  be  necessar)'.  Sometimes  stricture 
of  the  oesophagus  is  a  congenital  condition,  in  which  case  the  child  rarely 
lives,  and  little  can  be  done  for  its  relief. 


DILATATION  OF  THE   (ESOPHAGUS. 


Etiolo^. — Dilatation  of  the  trsophagus  occurs  U\  two  forms,  namely, 
the  (litTuse  and  the  hicalixed.  Jn  the  <lill"use  form  the  entire  tube  is  <htated, 
and  there  may  be  some  overgrowth  of  the  muscuhir  fifjres,  which  has  occurred 
in  an  endeavor  on  the  part  of  the  <esophagns  to  force  fooil  past  an  obstruction 
which  exists  near  the  cardiac  orifice  of  the  stomach. 

\\  hen  a  localized  dilatation  occurs  it  takes  the  form  of  a  <iiverticuhnn, 
which  may  be  divided  iiiUi  two  types,  namely,  "* pressure  diverticula'*  and 
"traction  diverticula."  The  pressure  diverticula  are  very  rare  and  are 
found  usually  at  the  junction  of  the  pharynx  and  the  crsopliMgus,  where 
the  nmscular  fibres  are  weakest.  Their  origin  is  supposed  to  depeiul  upon 
pressure  upon  this  j>oint  of  the  gullet  in  dcglutiti<>n,  and  they  are  thought 
to  develop  in  those  who  are  in  the  hal^it  of  bolting  their  foud.  The  diver- 
ticulum arising  from  this  cause  is  lined  with  mucous  menilirane,  its  sul>- 
raucous  tissues  are  thickened,  and  the  muscular  coat  is  atrophied  so  that 
the  UHU'ous  coat  bulges  through  it  as  a  hernia-like  projection.  The  lesion 
always  occurs  in  the  posterior  or  postemhiteral  wall  of  the  cesophagus. 

Traction  diverticula  occur  more  frefjuently  than  the  type  just  mentioned, 
but  are  very  seldom  recognized  during  hfe.  They  are  thought  to  be  due 
36 
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to  contraction  of  tissues  which  have  become  attached  to  the  oesophagus  by 
inflammatory  adhesions,  as  in  eases  in  which  inflammation  of  the  bronchial 
lymph  glands  tias  taken  place.  This  lesion  is  usually  found  in  the  anterior 
wall  of  the  gullet,  and  a  number  of  diverticula  may  be  present  in  a  single 
case. 

Atonic  dilatation  of  the  oesophagus  is  occasionally  observed;  the  dilated 
tube  may  be  fusiform  or  flask-sluipefl,  the  part  of  the  organ  corresponding 
to  the  neck  of  the  flask  l>eing  upward.  Such  dilatation  occurs  indepen- 
dently of  organic  disease  below,  and  has  been  attributed  to  spasm  of  the 
cardia.  The  dilated  cesophagus  may  be  extremely  capacious,  holding  u 
pint  or  more  of  fluid. 

Symptoms.— The  symptoms  of  diffuse  dilatation  of  the  oesophagus  due  to 
stenosis  are  those  producetl  by  stricture  of  the  gullet,  and  consist  chiefly  in 
difficnUy  in  swallowing.  It  is  a  condition  rarely  recognized  during  life.  The 
small  diverticula  due  to  traction  by  adhesions  are  also  rarely  recognized, 
unless  one  of  them  iK'Coines  so  large  that  it  forms  a  pocket  in  which  food 
accumulates,  until  by  reason  of  its  decomposition  or  fermentation  it  pro- 
duces so  much  irritation  and  inflammation  that  the  stomach,  cesophagus,  and 
all  the  muscles  of  tlie  chest  anil  abdomen  endeavor  to  expel  it  by  a  process 
akin  tu  that  of  vomiting.  Sometimes  n  riiverticulum  of  this  character  is 
capal)le  of  holding  a  very  considerable  quantity  of  fluid. 

Diagnosis. — The  diagnosis  of  a  diverticulum  is  reached  by  the  use  of  a 
stomach  tube,  which  is  passed  as  far  as  it  will  go  and  then  used  as  it  would 
be  in  lavage,  or  as  a  stomach  pump  would  l>e  employed.  Under  these 
circumstances  milk  or  other  licjiiids  which  have  been  swallowetl  are  brought 
up  when  the  tube  has  not  heexx  passed  far  enough  to  make  it  |)ossible  that 
the  liquids  are  obtained  from  the  stomach.  Such  large  diverticula  are 
usually  of  the  traction  type.  A  diverticulum  or  dilatation  may  be  discovered 
by  filling  the  cavity  with  a  mixture  of  bismuth  and  syrup  of  acacia  and  using 
the  jT-rays. 

Treatment. — The  treatment  consists  in  the  use  of  a  stomach  tube  for  the 
purpose  of  feeding  the  patient,  providetl  the  physician  or  the  patient  is  suc- 
cessful in  passing  the  tube  past  the  diverticulum.  In  those  cases  in  which 
the  diverticulum  is  so  large  that  it  prevents  the  ingestion  of  food,  by  pressure 
on  the  opsophagus,  and  so  interferes  with  the  patient's  DUtrition,  the  only 
resort  is  a  surgical  operation  and  rectal  alimentation. 


SPASM  OF  TH£  (ESOPHAGUS. 


Tfiis  affection,  sometimes  called  **  CEsophagismus"  is  rarely  met  with 
except  in  persons  suffering  from  hysteria  or  insanity.  It  is  sometimes 
seen  in  hydrophobia,  and  it  is  this  difficulty  in  swallowing  water,  rather 
than  an  actual  dread  of  water,  which  has  given  that  disease  its  name;  for 
with  the  thought  of  swallowing,  at  the  sight  of  water,  the  spasm  develops. 
The  difficulty  in  swallowing  usually  points  to  the  presence  of  spasm  or 
stricture,  and  if  there  is  no  history  of  the  ingestion  of  an  irritant  some  time 
before,  or  other  causes  which  would  be  likely  to  produce  ulceration  and 
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Stricture,  the  strong  possibility  of  spasm  is  to  be  considered.  Usually  in 
spasm  it  is  much  easier  to  pass  an  rrsopha^cal  Iwiij^ic  than  it  is  in  cases  of 
stricture.  But  occasionally  the  spnsm  is  sufficiently  tight  to  oppose  the 
passage  of  the  bougie,  and  to  give  to  the  hand  guiding  the  l>ougie  the  sensation 
which  is  pro<hiccd  by  the  end  of  the  instrument  coming  in  contact  with  a 
true  organic  obstruction. 

Treatment, — The  treatment  consists  in  the  passage  of  a  bougie  once  or 
twice  a  day;  in  tlic  administration  of  nervous  sedatives  if  the  patient  is  in  a 
condition  of  nervous  excitation;  of  .stimulants,  if  she  is  in  a  condition  of 
profoimd  depression,  and  of  measures  devoted  to  the  improvement  of  the 
general  liejihh,  both  mental  and  physical,  if  it  is  impaireil.  As  the  spasm 
may  be  due  to  a  fissure,  ulcer,  or  other  tender  sjx>t  the  food  should  not  be 
bulky,  but  preferably  liquid  and  never  taken  in  large  amounts. 


CANCER  OF  THE   (ESOPHAGUS. 

Cancer  of  the  oesophagus  usually  occurs  in  the  form  of  squamous  epithe- 
lioma, and  affects  men  more  frequently  than  women.  Occasionally  a  medul- 
lary cancer  is  found  in  this  region.  The  growth  soon  undergoes  ulcera- 
tion, and  not  infrequently  the  entire  circuniference  of  the  tube  may  l>e 
involved,  and  in  this  manner  a  stenosis  may  l>e  dev^^oped  with  dilatation 
of  the  oesophagus  al>ovc  the  point  of  growth.  The  disease  is  (|inte  rare,  for 
of  7290  cases  of  cancer  cttllccted  by  Williams  but  C)  per  cent,  were  primary 
in  the  oesophagus.  Tanchon  in  9118  cases  of  cancer  found  only  13  in  the 
oesophagus.  Cases  have  been  recorded  as  early  in  life  as  nineteen  years, 
but  most  patients  are  past  forty.  The  disease  is  about  equally  divided  as 
to  its  occurrence  in  different  levels  of  the  tube.  Thus,  if  the  statistics  of 
Kraus,  von  Hacker,  and  Newmann  are  added  together,  making  1477  cases, 
we  find  that  582  were  near  the  cardia,  453  near  the  middle  third,  and  440  at 
the  upper  third, 

Symptonu, — The  symptoms,  as  in  cases  of  ordinary  stenosis  due  to  stric- 
ture, consist  in  dijficiili  dcglxtiiiion  and  not  infrequently  considerable  pain, 
both  at  the  time  of  swallowing  and  when  the  a'sophagus  is  at  rest.  The 
food  IS  often  regurgitated  almost  a.H  soon  as  it  leaves  the  pharynx,  and  some- 
times the  effort  at  regurgitation  is  followed  by  the  appearance  of  some  blood 
and  mucus.  Blood  and  m^wua  also  very  frequently  appear  if  a  bougie  is 
used  to  pass  the  stricture.  The  age  of  the  patient,  the  absence  of  a  history 
of  the  ingestion  of  a  corrosive  poison,  the  emaciation  and  weakness,  and 
the  presence  of  primary  or  secondary  growths  elsewhere  render  the  diagnosis 
possible.  Sometimes  an  aneurysm  of  the  thoracic  aorta  by  pressing  on  the 
oesophagus  may  pro<luce  somewhat  similar  symptoms,  but  under  these 
circumstances  the    physical  signs  of  aneurysm  may  be  found. 

Profi^osis. — The  prognosis  in  nesophageal  cancer  is,  of  course,  exceed- 
ingly bad.  Death  comes  from  exhaustion  and  starvation,  from  pneumonia 
due  to  the  iidialation  of  septic  materials,  or  to  ulceration  of  a  large  blood- 
vessel. Sometimes  the  lympliatic  glands  of  the  neck  are  secondarily  involved. 
Occasionally  the  physician  is  chagrined  at  the  autopsy  to  find  that  an  unsus- 
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pected  ocsopha^al  cancer  has  been  present  for  weeks  without  presenting 
symptoms,  and  without  Ins  liaving  recognized  Its  existence. 

Treatment. — Medicinal  measures  are  of  course  fruitless  except  for  the 
relief  of  pain.  Surgical  measures  are  of  little  value,  since  the  patient  is 
usually  so  exhausted  by  the  time  that  the  diagnosis  is  confirmed  and  he  is 
willing  to  resort  to  an  operation,  that  life  is  prolongeii  hut  little  by  the  opera- 
tive ititcrfcrcnce.  Exner  has  recently  reported  a  case  in  which  improvement 
followed  the  use  of  radium  in  a  tube  attached  to  a  bougie. 


DISEASES  OF  THE  STOMACH. 


ACUTE  OASTRIO  CATARRH. 

Definition, — Acute  gastric  catarrh,  or  acute  catarrhal  gastritis,  as  its  name 
indicates,  is  a  state  in  which  the  mucous  membrane  of  the  stomach  becomes 
hypenemic  and  then  swollen »  with  lessened  secretion,  followed  by  excessive 
production  of  mucus  and  reduction  in  the  rjuantity  of  digestive  ferment*. 
The  tprm  acute  gastritis  is  sometimes  eniployed  to  describe  this  state.  This 
is  unfortunate  l>ecausc  a  true  inflammation  of  ail  the  coats  of  the  stomach 
is  not  present  except  when  irritating  foods  have  l>een  taken  in  excess,  or 
when  some  irritant  poison  has  l>een  swallowed. 

Etiology. — The  causes  of  acute  gastric  catarrh  are  very  various.  In  chil- 
dren it  is  often  a  serpicl  to  taking  cold,  with  some  resulting  interference 
with  the  activity  of  the  liver.  It  also  follows  the  excessive  use  of  sweets  in 
this  class  of  patients.  In  older  persons  it  is  nearly  always  due  to  the  takingof 
an  excessive  amount  of  indigestible  fowl  or  overloading  the  viscus  with 
ordinary  foodstuffs,  particularly  if  alcoholic  drinks  and  highly  seasoned 
articles  have  been  swallowed. 

I  Symptoms. — The  symptoms  of  acute  gastric  catarrh  in  children  are  quite 
difTerent  from  those  met  with  in  adults  in  most  instances.  The  child  has 
nausea  and  vomitinfjj  and  some  epigastric  discomfort.  Fcver^  varying  from 
100°  to  102°,  often  develops  and  persists  for  several  days.  The  hoards 
may  be  constipated  or  several  loose  movements  may  occur  daily.  The 
appearance  of  the  tongue  in  this  class  of  cases  is  very  characteristic.  It  is 
evenly  coatal  by  a  thin  white  fur  which  is  dotted  by  many  tiny  red  spots 
where  the  enlarged  papilljc  exist.  The  tonffuc  is  also  somewhat  drier  than 
normal  and  the  breath  slightly  fold  and  hot.  The  urine  is  usually  decreased 
in  amount  and  high  colore*!. 

In  adults  acute  gastric  catarrh  presents  somewhat  difTerent  symptoms. 
There  is  often  some  pain  or  tenderness  on  pressure  in  the  epigastrium  and 
a  loss  of  appetite  amounting  to  disgust  for  food.  Nausea  may  be  quite  per- 
sistent and  x^omiling  may  occur. 

In  both  children  and  adults  the  attacks  may  last  for  from  one  to  four  days. 
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Dia^osis. — ^^^^en  the  physician  is  called  to  see  a  child  who  is  suffering 
from  m<xlerate  fever,  a  somewhat  coaterl  toiifjne  and  epigastric  distress, 
he  must  not  be  hasty  in  stating  that  tlie  case  is  one  of  acute  gastric 
catarrh,  because  many  of  the  acute  infectious  diseases  begin  by  moderate 
pastric  disorder  and  a  coating  of  the  tongue.  Whenever  the  gastric  symp- 
toms persist  for  more  than  four  or  five  days,  enteric  fever  should  be  sus- 
pected as  l)eing  the  cause  of  tlie  illness,  but  care  must  l)e  taken  that  the 
common  error  of  caUing  rniltl  typhoid  fever  "gastric  fever"  is  not  made. 
Uncomplicated  acute  gastric  catarrh  is  so  rare  in  adults,  who  have  not 
abused  alcohol,  that  great  care  should  be  taken  before  the  physician  is 
satisfied  with  this  diagnosis. 

Treatment. — The  treatment  consists  in  unloading  tlie  portal  and  hepatic 
circulation,  which  is  nearly  always  disordered,  by  the  use  of  small  doses  of 
calomel,  giving  }  of  a  grain  every  half-hour  for  eight  doses,  and  following 
this  in  five  hours  by  a  Sei<llitK  |K)wder  or  some  other  mild  an<!  cooling  s<iline 
purge.  If  the  stomach  is  very  irritable  the  Seidlitz  powders  should  be 
divitled  into  fourths  and  taken  at  fifteen-mirnite  intervals.  After  this  treat- 
ment has  acted  the  patient  should  receive  small  doses  of  l>ismuth  subnitrate 
and  oxalate  of  cerium.  For  a  chikl  2  grains  of  the  former  and  1  of  the  latter 
may  be  given  every  hour  for  five  or  six  doses.  Adults  may  take  5  grains  of 
the  bismuth  at  a  dose. 

The  rest  of  the  treatment  consists  in  the  use  of  small  quantities  of  liquid 
fooii,  such  as  whey  or  barley-water,  or  scalded  toast.  Small  quantities  of 
milk  and  lime-water  may  l>e  used.  In  some  instances  total  abstinence  from 
fooil  for  twelve  or  twenty-four  hours  gives  tlie  best  results.  Rest  in  bed  is 
also  very  advantageous  for  both  children  and  adults. 


ACUTE  TOXIC  GASTRITIS. 


Etiologj^t — Acute  toxic  gastritis  is  produced,  as  its  name  implies,  by  the 
entrance  into  the  stomach  of  any  poison  wliich  is  capable  of  acting  as  a 
severe  irritant  or  as  a  corrosive.  Some  of  these  irritants  act  with  only  suffi- 
cient severity  to  produce  hypora?mia  and  nioilerate  superficial  inflamma- 
tion, but  others  corrode  the  .stomach,  and  may  even  perforate  it.  Most 
of  the  metallic  poistms,  such  as  mercuric  chloride  and  mercuric  Iodide; 
oxalic  acid,  carbolic  acid,  and  the  ordinary  mineral  acids,  such  as  sulphuric, 
hydrochloric,  anrl  nitric  acids,  belong  to  the  class  of  severe  corroding  irri- 
tants. Other  substances,  such  as  phosphorus  and  chlorate  of  potassium, 
not  only  act  as  irritants,  but  prmluce  fatty  degeneration.  Arsenic  differs 
in  its  action  on  the  stomach  from  that  of  the  mineral  acids  in  that  it  does 
not  coagulate  albumin  anti  is  ncjt  corrosive.  It  causes,  however*  a  peculiar 
exfoliation  of  the  mucous  membrane  lining  the  stomach  and  bowels,  partly 
by  its  local  effect  induced  by  direct  contact,  and  partly  by  tlie  elimination 
of  the  arsenic  by  the  gastric  walls,  whereby  the  mucous  membrane  is  shed. 
Among  the  vegetable  substances  which  may  cause  gastritis  may  be  men- 
tioned croton  oil,  elateriump  and  castor-oil  beans. 
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Morbid  Anatomy. — -\s  the  result  of  the  violent  iiiHiiinmation  of  the  stomach 
produced  by  these  drugs  <]eath  may  ensue,  or,  if  the  patient  sun'ives  the 
acute  stage,  extensive  exf^iliation  of  the  superficial  part  of  the  mucosa 
occurs,  or  ulcers  may  form  which  ultimately  cause  death.  Free  and 
interstitial  hemorrhapes  occur.  In  other  instances  there  is  so  much  destruc- 
tion of  the  peptic  tuliules  that  the  gastric  mucosa  is  largely  destroyed  and 
cicatricial  contractions  ensue. 

Symptoms. — Tlie  symptoms  of  toxic  gastritis  are  violent  burning  pain  in 
the  stomach,  thirst,  and  vomiting.  The  vomited  matters  may  l)e  stained 
with  blood,  and  usually  contain  an  excess  of  nuicus  and  often  flakes  of 
the  mucosa  itself.  Sometimes  diarrhwa  develops.  The  pidse  is  rapid,  the 
patient's  expression  is  anxious,  and  death  may  occur  within  a  few  hours 
in  collapse. 

Diagnosis. — While  it  is  not  possible  to  make  a  positive  diagnosis  as  to  the 
character  of  the  poison  wliich  has  l)een  taken  by  the  appearance  of  the 
stomach  at  autopsy,  certain  poisons  nevertheless  produce  definite  iesions 
which  may  be  c<>nsi<Iered  almost  peculiar  in  themselves.  When  sulphuric 
acid  is  taken,  the  parts  are  Ijlackened ;  nitric  acid  makes  them  yellow.  Most 
of  the  alkalies  stain  them  brown  and  the  silver  salts  cause  intense  reilness 
followed  by  a  brown  and  black  hue  on  exposure  to  light.  It  \s  also  stated 
that  oxalic  acif]  causes  a  peculiar  gelatinous  appearance  of  the  gastric 
mucous  membrane  and  that  annnonia  may  cause  a  suppurative  condition. 

Treatment. — The  treatment^  of  course,  depentis  upon  the  character  of  the 
poison.  In  all  instances,  except  when  phosphorus  is  taken,  olive  oil  may  be 
given  to  protect  the  stomach;  morphine  sfiouki  be  used  hypodermically 
to  relieve  pain  an<i  irritation,  and  external  heat  should  be  applied  to  combat 
shock.  When  one  of  the  acids  has  been  taken,  any  alkali  such  as  lime- 
water,  plaster  from  the  walls  suspentled  in  water,  very  dilute  ammonia,  or 
even  soap  and  water  may  be  useil  to  antidote  the  acid  except  in  the  case  of 
oxalic  acid,  when  only  lime  or  chalk  should  he  used;  for  while  calcium 
oxalate  is  insoluble,  the  oxalates  of  p(jtassiitm  antl  sodium  are  tiot  insoluble, 
and  are  practically  a.s  [joisonous  as  the  oxalic  acid  itself.  When  lead  in  one 
of  its  soluble  form.s.  or  carl>olic  acid  is  taken  as  a  poison  the  antidote  is  any 
soluble  sulphate,  of  which  magnesium  stdphate  and  sodium  sulphate  are 
the  best. 

I  The  after-treatment  of  acute  toxic  gastritis  consists  in  the  use  of  large 
doses  of  bismuth  subnitrate,  and  in  the  employment  of  rectal  feeding,  so 
that  the  stomach  may  be  put  at  re^t  for  as  many  days  as  possible. 


PHLEGMONOUS  GASTRITIS. 


Deflnition. — ^The^  term  "phlegmonous  gastritis"  is  applied  to  a  condition 
in  which  the  inflammation  is  of  such  a  character  that  it  proceeds  to  suppura- 
tion, the  chief  part  of  the  suppurative  process  developing  in  the  submucous 
tissues,  and  sometimes  extending  to  the  muscular  coat  of  the  stomach  and 
even  to  the  peritoneum. 
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Btiology. — The  disease  is  exceedingly  rare,  and  has  appeared  with  about 
equal  fretjuency  at  all  a^e^  from  ten  to  eighty  years.  In  some  instances 
it  is  primary,  the  scat  of  the  infection  beginning  in  an  ulcer  or  growth,  or 
more  rarely  from  some  direct  traumatism.  I'he  secondary  cases  are  those 
in  which  the  process  develops  during  the  course  of  one  of  the  acute 
infections,  such  as  typhoid  fever,  puerperal  fever,  pyaemia,  and  variola. 
P'ifty  cases  have  been  gathered  by  Jacoby  and  85  by  Leith,  but  tliese  figures 
of  course  include  many  of  the  same  instances  of  the  disease.  Phlegmonous 
gastritis  is  of  two  kinds:  a  diffuse  form  with  a  rajiid  course,  profound  sys- 
temic disturbances,  and  speetly  death,  and  a  circumscribeti  form  in  which 
the  symptoms  are  much  less  severe;  the  patient  living,  it  may  be,  for  weeks, 
but  usually  dying  as  the  result  of  the  disease. 

The  pyloric  portion  of  the  stomach  is  chiefly  affected.  Its  walls  are 
greatly  thickene<i,  aurl  the  submucous  tissues  are  riddled  with  pus,  having 
undergone  almost  complete  necrosis.  Not  infrequently  many  perforations  of 
the  mucous  membrane  occur,  so  that  the  internal  surface  of  the  stomacli  has 
a  sieve-like  appearance. 

Several  case^  of  suppurative  gastritis  have  been  reported  in  the  Unite<l 
States,  and  they  are  remarkable  enough  to  deman<i  notice.  In  Kinnicutt's 
case  the  disease  followetl  an  alcoholic  debauch.  In  Hemmeter's  case  the 
patient  had  vomited  blootl,  was  treated  for  gastric  ulcer,  anil  did  not 
die  until  two  months  after  the  onset  of  severe  symptoms,  llip  infection  had 
here  occurred  through  a  healed  ulcer.  In  Smith's  case  violent  epigastric 
pain  with  collapse  and  deatli  in  two  and  a  half  days  took  place,  the  entire 
submucosa  being  infiltrated  with  pus.  In  liOomis'  case  abdominal  pain, 
bilious  vomiting,  and  a  feeble  pulse  with  delirium  preceded  death,  which 
occurred  at  the  end  of  four  days.  In  Hun's  case  the  gastric  walls  were 
fully  one-half  inch  in  thickness  and  the  tissues  between  the  peritoneum 
and  the  nmcous  membrane  were  purulent. 

In  the  circumscribed  form  of  phlegmonous  gastritis  the  abscess  may  be 
single,  or  multiple  abscesses  may  !>e  present. 

Symptoms. — The  symptoms  in  the  diffuse  form  consist  in  the  sudden 
development  of  violent  epigastric  paitu  followed  by  jaininexs  and  vnllnpse, 
with  incessant  vomiting.  After  the  vomiting  has  continued  for  some  time, 
the  vomite<i  matter  may  be  stained  with  bile. 

Ulien  the  disease  is  secondary  to  malignant  growth,  it  is  stated  that  vomit- 
ing does  not  often  develop.  Notwithstanding  the  severity  of  tlie  process, 
pu.^  7>  never  found  in  ihe  vomit  in  the  acute  cases.  The  temperature 
varies  from  103°  to  105*^.  The  pidjte  w  rapid  and  fcMe,  and  becomes 
more  and  more  so  until  death  occ;urs  In  collapse,  preceded  by  a  stage  of 
apathy. 

Diagnosis. — Tliere  is  practically  Jio  array  of  diagnostic  symptoms  in  cases 
of  this  disease  save  the  onset  of  violent  epigastric  pain. 

The  pus  may  escape  into  the  general  peritoneal  cavity,  the  patient 
dying  vnih  symptoms  of  perforation  and  collapse.  The  most  extraordinary 
case  of  this  character  so  far  reconled  is  tlie  one  re[)ortevl  by  Callow,  in 
which  the  patient  vomited  a  pint  of  pus,  pus  appeared  in  the  stools,  and 
there  were   seven  pints  of    it  in  tlie  peritoneal  cavity.      All  this  pus  was 
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traced  to  a  larfje  nhscess  cavity  in  t!ie  wall  of  the  stomach  which  had,  hoiv- 
ever,  not  been  arcompanicfi  hy  pain  (hiring  its  fnrmation. 

Treatment. — When  it  is  possible  to  make  a  diagnosis  prompt  operative 
interference  is  strongly  indicate<l.  So  far,  this  has  not  been  attempted 
early  enough  in  any  case  to  give  satisfactory  results.  The  parts  shoidd  lie 
drainer!  and  a  gastroenterostomy  performcil.  (For  an  excellent  paper  on 
this  subject  see  Moynihan  in  the  Medical  Chronicle  for  November,  1903.) 


DIPHTHERITIC  GASTRITIS. 

Inflammation  of  the  stomach  with  the  formation  of  a  false  membrane  due 
to  the  Klebs-Lwffler  bacillus  is  verv  rarely  encountere*!.  It  nearlv  always 
follows  (liplitheria  in  the  upper  air-passages.  Still  more  rarely  in  cases  of 
septicteiiiia,  scarlet  fever,  and  smallpox  a  false  Tncndjrane  may  develop  in 
the  stomach.  The  condition  is  of  interest  solely  from  a  pathological  stand- 
point. 

MYCOTIC  GASTRITIS. 

Inflammation  of  the  stomach  due  to  the  growth  of  specific  micro-organ- 
istns  upon  its  mucous  membrane  is  very  rare.  The  thrush  fungus,  Oidinm 
afhican.'i,  has  been  found  in  certain  cases.  Anthrax  of  the  stomach  has  also 
followed  anthrax  of  the  mouth.  The  yeast  fungus  is  not  infrerjuently 
present,  hut  rarely  produces  severe  inflammation  of  the  stomach.  Cases 
which  are  in  the  nature  of  medical  curiosities  have  been  rei>orted  in  which 
acute  inrtainmation  of  the  stomach  was  due  to  the  action  of  maggots  depositeti 
about  the  mouth  by  the  common  fly,  or  swallowed  with  various  articles  of 
food.  In  all  such  instances  the  cotulition  of  the  stomach  has  I>een  profoundly 
depreaserl,  as  otherwise  the  ability  of  this  organ  to  destroy  invading  micro- 
organisms and  parasites  prevents  it  from  becoming  infected. 


CHRONIC  GASTRITIS. 


Definition. — By  chronic  gastritis  is  meant  a  state  in  which  the  gastric 
mucous  membrane  suffers  fron>  prolonged  iind  persistent  inflammation  of  a 
low  grade,  or  repeateil  acute  or  subacute  attacks,  which  result  in  more  or  less 
well-marke<l  pathological  changes.  The  term  '*  chronic  gastric  catarrh"  b 
often  used  as  a  synonym  to  descni>e  this  condition. 

etiology, — The  causes  of  chr4>nir  gastritis  are  very  numerous.  In  the 
majority  of  cases  they  consist  in  the  frequent  entrance  into  the  stomach  of 
irritating  footls  or  drinks,  as  in  alcoholics,  or  in  persons  given  to  the  exces- 
sive use  of  highly  seasoned  foo<ls.  In  these  case5  a  very  large  part  of  the 
disorder  in  the  gastric  mucosa  is  also  dependent  upon  the  engorgeil  portal 
circulation  and  the  hepatic  torpor  which  such  dietary  indiscretions  inihice. 
Canliae  diseases  which  leail  to  hepatic  cong<?stion  very  frequently  induce 
gastric  catarrh.    Alcohol,  bad  food,  or  badly  chewed  food,  hepatic  cirrhosis. 
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ami  congestion  of  the  liver  are,  therefore,  the  chief  causes  of  this  con- 
dition. 

Pathology  and  Morbid  Anatomy. — The  changes  in  the  stomach  in  chronic 
gastritis  may  be  dividecJ  into  two  classes:  In  the  first  there  is  a  prolifcnition 
of  (he  connective-tissue  cells  and  forumtion  of  new  tissue,  which,  like  .similar 
forms  of  overgrowth  elsewhere,  results  in  atrophy  or  (legenenitivc  <hanges 
in  the  g;istric  glands.  In  other  words,  the  lesions  nre  not  liiuitfd  to  tlie 
superficial  portion  of  the  mucous  menibnuie^  but  extend  well  <lown  iiito 
the  deeper  layers.  As  the  contraction  of  the  overgrown  connective  tissue 
pnx'eeds,  it  may  cause  the  projection  on  the  surface  of  the  iruier  wall  of  tlie 
stomach  of  wart-like  masses,  so  that  brtKid,  raised  patches  of  mucous  mem- 
brane are  discernible,  or  even  [lolypoid  formations  a|>pcar  (gastritis  poly- 
posa).    The  entire  gastric  mucosa  may  be  contracted  or  plicated. 

In  other  cases  the  lesions  appear  to  l>e  more  of  a  ilegencrative  t}'pe;  the 
sclerosis  or  fibrosis  is  inconspicuous,  and  the  epithelial,  or  granular,  atro|)hy 
is  most  marked.  In  other  cases  cystic  altt-ration,  with  httlc  fibrous  hyper- 
plasia, may  l)e  the  dominant  alteration.  In  the  pyloric  end  of  tlie 
stomach  the  contraction  which  ffJIows  the  overgrowth  of  connective  tissue 
may  produce  stenosis,  a  condition  which  is  emphasized  in  some  cases  by  the 
inflammatctry  [)rocessexU'n<lingto  the  muscular  layerof  (lie  stomach » by  wliich 
means  still  greater  thickening  takes  j>hice.  The  closure  of  the  ]>yloric  orifice 
is,  therefore,  due  to  a  true  hyperplasia.  The  cause  of  the  tiipple-lijic  prtjjec- 
tions  found  in  the  gastric  mucous  membrane  in  some  of  ttiese  cases  is  un- 
known. It  may  he  due  to  the  constricting  influence  of  cormective  tiss\ie 
forme<l  l>etween  the  tubules,  or  it  mayarise  from  overgrowth  of  the  submucous 
coat  of  the  stomach. 

The  second  type  of  chronic  gastritis  is  that  characterized,  not  by  over- 
growth of  connective  tissue,  as  has  just  l>een  de.scribe<h  but  by  wasting  or 
atrophy  of  the  glands.  In  some  cases,  however,  there  is  at  first  some  liyper- 
plasia  of  connective  tissue^  and  this  is  followed  by  atrophic  changes.  The 
mucous  membrane  becomes  tlun  and  smootli  and  is  often  pigmented,  while 
the  epithelial  cells  lining  the  gastric  tubules  suffer  from  atrophic,  fatty  or 
necrotic  changes.  The  deeper  tissues  in  some  cases  escape,  but  in  others 
they  also  undergo  wasting,  so  that  even  the  subnuicous  coat  and  the  mus- 
cular coat  atrophy.    To  this  condition  lias  been  given  the  unfortunate,  hut 

f  etymologically  correct,  name  of  phtftiAijt  ventriatli.     In  sucli  a  case  it  is  quite 

l|>ossib1e  for  gastric  dilatation  to  <levelop. 

Atrophic  gastritis  is  much  more  rare  than  the  hyperplastic  tj-pc,  and  is 
often,  if  not  always,  associate*!  with  another  grave  condition,  pernicious 
anar-mia.  Finally,  in  very  rare  instances,  cases  of  atrophic  gastritis  miiy 
develop  into  ulceration  of  the  gastric  nnicosa,  the  ulcers  i)eing  small,  round 
or  irregidar  in  shape,  and  rarely  penetrating  very  deeply  (erosive  gastritis). 
They  are  found  chief!}'  near  the  pylorus  and  may  bleed  very  freely. 

Symptoms. — The  symptoms  of  chronic  gastritis  consist  in  loss  of  appetitej 
impairtru^nt  of  the  sense  of  taste,  and  nausea^  which  is  particularly  prone  to 
be  pre_sent  in  the  morning  and  may  often  amount  to  actual  vomiting — the 
*' morning  vomitimj  of  the  druuknrd,''  The  vomited  matters  are  but  ]>artly 
digested  and  are  often  mixed  with  much  mucus.    Most  cases  frequently  belch 
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up  gas,  and  with  it  a  mouthful  of  acid  fluid  may  be  brought  up  which  scalds 
the  pharynx.  Hydrachloric  acid  may  be  lacking  in  the  gastric  contents,  but 
in  its  place  an  excess  of  butyric  and  acetic  acids  is  often  present,  particularly 
if  the  stomach  is  feeble  and  is  unable  to  expel  its  contents  into  the  bowel  with 
sufficient  promptness.  Lactic  acid  is  also  present  in  some  cases.  It  is  the 
presence  of  these  acids  that  causes  heartburn,  or  p}Tosis.  In  some  cases, 
however,  an  excess,  or  at  least  a  normal  amount,  of  hydrochloric  acid  is 
secreted. 

The  tongue  is  moderately  coated,  the  bowels  are  prone  to  constipation, 
and  the  general  nutrition  is  slightly  impaired,  partly  because  of  poor  diges- 
tion, but  chiefly  because  of  the  faot  that  the  patient  has  cut  off  from  his 
diet  list  one  article  after  another,  with  tiie  thought  that  it  "disagrees"  with 
him.  There  is  not,  however,  an  impairment  of  nutrition  sufficient  to  cause 
great  loss  of  weight  in  many  cases,  because  the  digestive  function  of  the 
Huoiienum  is  not  always  impaired.  If  the  liver  is  diseased,  a  very  consider- 
able loss  of  weight  is  usually  present.  Digestion  is,  of  course,  as  is  clear  from 
a  consideration  of  the  state  of  the  gastric  mucous  membrane,  greatly  deiayed 
and  very  imperfect,  and  as  a  result  tlie  patient  becomes  inert,  low-spirited, 
and  vitally  depressed,  so  that  he  presents  the  clinical  picture  of  what  is 
commonly  called  by  the  laity  **a  confirmed  dyspeptic." 

If  the  cause  of  the  gastric  disorder  is  alcoholic  cirrhosis  of  tlie  liver,  the 
symptoms  of  cirrhosis  are  associated  with  those  of  gastric  catarrh. 

A  constant,  unproductive  cough  is  often  present  without  any  lesions  being 
found  in  the  lungs 

When  the  atrophic  form  of  chronic  gastritis  is  present,  a  very  profound 
degree  of  anirmia  is  often  de%'elope<:l^  as  already  stated. 

DiagnosiB. — The  separation  of  chronic  gastritis  from  gastric  cancer  is  by 
no  means  easy  in  matiy  instances,  for  in  many  cases  of  cancer  gastritis  is 
also  present.  The  presence  of  a  mass,  of  considerable  f>ain,  of  coffee-ground 
vomit,  and  an  absence  of  HCl  in  the  gastric  fluids  would  point  to  the  diag- 
nosis of  cancer;  but  as  pain  is  not  always  present  in  cancer,  as  ulcers  of  the 
stomach  may  be  present  in  chronic  catarrh,  giving  rise  to  bloody  vomit, 
and  as  HCl  is  often  diminished  or  absent  in  this  state,  these  signs  are  not 
entirely  reliable.  Lactic  acid  is  not  commonly  present  in  large  amount  in 
chronic  gastritis,  but  it  is  usually  present  in  excess  in  cancer. 
I  Prognoflifl. — Tlie  prognosis  in  a  case  of  chronic  gastritis  must  be  given 
guarderlly,  for  while  one  patient  may  speedily  recover  under  proper  treatment, 
other  patients  remain  ill  for  long  periods,  even  with  the  most  skilful  treat- 
ment. Much  de[>ends,  too,  upon  the  course  of  the  disease  and  upon  the 
general  health  of  the  patient.  While,  on  the  one  hand,  the  malady  does 
not  cause  death,  on  the  other,  complete  recovery  may  seem  impossible. 

Treatment. — Theoretically,  chronic  gastritis  may  be  prevented  by  avoiding 
the  use  of  irritating  and  inrligestible  foods  and  alcoholic  drinks,  but,  practi- 
cally, patients  are  not  seen  until  after  the  condition  has  been  developed  by 
the  various  causes  which  have  been  enumerated.  After  the  condition  has 
developed  the  treatment  must  be  devoted  to  tlie  removal  of  the  habits  which 
act  as  causes,  to  the  relief  of  the  conditions  which  exist  in  other  portions  of 
the  body,  and  to  the  cure  of  the  symptoms  already  present  in  the  stomach. 
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In  cases  in  which  errors  in  diet  exist  these  must  be  rectified,  and  if  alcohol 
is  used  it  must  be  stopped.  If  an  examination  of  the  heart  shows  that  it  is 
feeble,  and  that  the  gastric  con(htioii  is  thie  to  an  impaired!  circulation,  rest 
and  the  use  of  moderate  doses  of  di^talis  must  be  resorted  to,  but  it  must 
not  be  forgotten  that  (hgitalis  in  full  dose^  is  capable  of  causing  gastric 
distress.  Usually  it  is  necessary,  in  order  to  get  the  best  results,  to  administer, 
every  few  days,  small  doses  of  blue  mass,  which  ni)t  iMily  unloads  tlie  hver, 
but  seems  to  increase  the  efficiency  of  the  digitalis. 

The  local  treatment  of  the  stomuch  consists  in  the  empIo^Tnent  of  lavage, 
by  means  of  which  the  excessive  quantities  of  mucus  and  umligestetl  food 
are  remove<l.  Emetics  should  not  be  employeil,  as  they  are  too  violent  and 
apt  to  increase  the  inHammatory  process.  Not  infrequently  the  mucus  which 
is  secreted  i.s  so  thick  and  tenacious  that  there  is  some  <iifiBculty  in  removing 
it  fVom  the  stomach.  Under  these  circumstances,  various  medicinal  sub- 
stances may  be  addeil  to  the  water  which  is  employed  for  the  lavage.  A  salt 
sohition  may  be  used,  com[x>se<l  of  \  ounce  of  sodium  chloride  and  1  ounce 
of  sodium  bicarbonate,  placed  in  a  quart  of  warm  water.  After  the  stomach 
has  been  thoroughly  cleansed,  it  may  be  washed  a  sec^oml  time  with  boric 
acid,  1:100;  salicyUc  acid,  1:1000;  chloroform-water,  1:200;  Imlrochloric 
acid,  1 :  200.  Wlien  chloroform-waler  is  Uiscd,  great  cure  should  l>e  taken  that 
the  chloroform  Ls  thoroughly  mixed  with  water  arul  that  tlie  mixture  is  then 
allowed  to  stand  for  a  sufficient  time  to  permit  of  the  separation  of  any  excess 
of  chlorofonn. 

lavage  should  be  carrietl  out,  as  a  rule,  not  oftener  tlian  twice  in 
twenty-four  hours;  in  many  cases  once  every  alternate  day  is  often  enough. 
The  l>est  time  to  perform  lavage  is  usually  in  tlie  evening  at  about  9  o'clock, 
so  that  the  stomach  may  have  complete  rest  for  the  next  ten  hours.  In  those 
cases,  however,  in  which  the  taking  of  food  in  the  morning  produces 
great  distress,  it  is  often  advantageous  to  use  lavage  on  first  arising,  in  order 
that  mucus  may  be  removed. 

In  regard  to  drugs,  it  may  be  said  that  the  one  which  has  the  greatest 
reputation  is  the  nitrate  of  silver  given  in  pills  containing  }  grain, orm  solution 
in  the  dose  of  from  |  to  1  grain  to  2  drachma  of  one  of  the  aromatic  waters, 
as  cinnamon-water  or  peppermint-water.  Another  <lrug  which  has  a  high 
reputation  is  the  subnitrate  of  bismuth,  which  should  be  given  in  large  doses, 
jabout  1  drachm  twice  or  thrice  a  day.  Both  of  these  forms  of  treatment 
possess  the  disadvantage  that  they  are  con-stipatiug,  and  therefore  the  patient 
usually  has  to  take  a  small  dose  of  otie  of  the  niikt  laxative  saline  waters  on 
first  arising  in  the  morning. 

For  the  relief  of  loss  of  a]>petite  and  ff)r  absence  of  hydrochloric  acid,  the 
various  simple  bitters,  such  as  cinchona,  quassia,  and  cardamom,  may  be 
given.  Of  the  compound  tincture  of  cardamom,  1  or  2  drachms  may  be 
given  once  or  twice  a  day  with  meals.  If,  in  addition,  it  is  believed  that  the 
stomach  lacks  motive  power,  strychnine  may  alsi>  be  u.sed,  and  the  fluid 
extract  of  condurango  may  be  given  in  the  dose  of  a  drachm  three  times  a 
day.  If  digestion  is  delayed  l>ecause  of  a  lack  of  hydrochloric  acid,  5  drops 
of  this  dilute  acid  may  be  given  with  each  meal,  combined  with  a  good 
eaacnce  of  pepsin.    The  administration  of  nitrate  of  silver  one  hour  before 
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meals  usually  <liminishes  pyrosis,  or  heartburn,  but,  if  it  does  not,  magnesium 
carlH>iiate  or  liirarbouate  of  sodium  may  be  used  for  this  purpose.    These. 
alkalies  frequendy  diminish  paiu  Ijy  decreasing  acidity. 

The  diet  siif>ul<!  consist  of  easily  dii^x^sted  foods,  and  it  is  to  be  remembered 
that  small  meals  given  Hve  or  six  times  a  day  are  better  than  large  meals 
given  three  times  a  day.  Chicken,  beef,  and  mutton  brotlis,  free  from  fat 
and  fortified  by  the  a<idition  of  barley  or  rice,  are  excee^linjjly  useful.  If 
solids  are  takea,  the  patient  must  be  instructed  to  chew  lx)th  the  meats  and 
starches  thoroughly.  Often  It  is  advisal>le  to  have  the  meat  made  tender  by 
pounding  it,  or  by  cooking  it  in  such  a  way  that  its  fibres  are  readily  dis- 
solved by  the  gns(ric  juice. 

The  digestion  of  starches,  like  l»aketi  potatoes,  toasted  bread,  Zweiback, 
ancl  pulled  brea<l,  should  l>e  aiiled  \ty  the  use  of  taku-iliastase  or  pancreatin. 
Often  a  capsule  containing  both  of  these  digestive  ferments  will  \ye  ad\-an- 
tageous  in  its  effect. 

Milk  may  be  given  to  those  with  whom  it  agrees.  In  some  instances, 
when  it  cannot  be  taken  pure,  it  can  l)edigeste<I  readily  if  diluted  with  some 
sparkling  water,  particularly  Vichy  water.  In  other  instances  the  addition 
of  a  small  quantity  of  salt  aids  in  its  digestion,  and  in  still  othexs  Ume-water 
may  be  given  with  ft 

The  question  as  to  the  use  of  the  light  wines  by  a  patient  suffering  from 
ciironic  gastritis  is  debatable.  If  any  fermentation  is  present,  they  must 
not  be  used.  If  patients  are  accustomed  to  drinking  wine  ^^nth  each  meal, 
it  may  tie  advisable  to  permit  small  quantities,  particularly  with  luncheon 
and  dinner.    Champagnes  are  usually  distinctly  harmful. 
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Definition. — By  dilatation  of  the  stomach  is  meant  a  condition  in  which 
this  viscus  loses  its  propulsive  power  to  a  greater  or  less  degree  and  also 
undergoes  a  certain  amount  of  dilatation,  so  that  its  capacity  is  increased. 
It  is  sometimes  calleil  '*  gastric  ectasy,"  or  **  gastrecta-sis." 

Etiolo^. — While  it  is  true  that  dilatation  is  the  state  which  impresses 
itself  most  forcibly  upon  the  clinician  when  a  patient  is  examined  who  is 
sulFcring  from  this  malady,  it  is  also  a  fact  that  the  dilatation  is  always  the 
result  of  some  primary  difficulty  in  expelling  the  contents  of  the  stomach 
into  the  duotJenum.  In  some  instances  this  is  due  to  stenosis  of  the  pylorus 
pro<luced  by  a  thickening,  as  in  chronic  gastric  catarrh;  in  others  it  may  l>e 
due  to  what  is  called  hypertrophic  stenosis  of  the  pylorus,  and  in  still  others 
the  obstruction  may  l>e  offered  by  a  tumor  at  this  point  or  by  a  cicatrix  or 
other  form  of  stricture.  Rarely  the  pylorus  becomes  so  glued  to  nearby  . 
tissues  that  it  is  heUI  abnormally  high,  and  is  so  fixed  that  it  is  almost^ 
impossible  for  the  stomach  to  force  its  contents  past  the  orifice. 

A  second  cause  of  difficulty  in  emptying  the  stomach  exists  in  a  weakness, 
congenital  or  acquired,  which  so  impairs  the  motor  power  of  the  viscus  that 
it  is  too  feeble  to  empty  itself.     Neither  obstruction  nor  inherent  weakness 
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f  the  muscle  fibres  in  the  gastric  wall  are  necessarily  associated  vriih  dila- 
tation, but  it  can  be  readily  understood  that  these  causes  may  so  result. 
It  is  conceivable  that  in  the  ol>structive  cases  the  stomach  may  undergo 
some  hypertrophy,  and  this  takes  place  in  a  considerable  number  of  oases 
as  a  primary  result  of  the  obstruftifin.  The  constant  entleavor  of  the 
stomach  to  empty  itself,  however,  ultimiitely  causes  fibroid  changes  In  the 
muscle  fibres  from  fatigue,  and  this  condition  is  emphasised  by  impaired 
nutrition  of  tlie  stomach,  an*!  perhaps  by  impaired  nen'e  supply  as  well. 
Finally,  it  is  undoubtedly  true  that,  in  some  persons  at  least,  the  repeated 
distention  of  the  stoimich  by  large  amounts  of  focxl  and  drink  may  cause 
permanent  dilatation,  par(ictilnrly  if  these  materials  be  of  such  a  character 
that  they  protluce  chronic  gastritis,  and  so  impair  tlie  tone  of  the  gastric 
walls.  Workmen  in  breweries  wlio  partake  of  large  amounts  of  beer,  and 
dial>etics  who  eat  and  drink  to  excess  l>ecause  of  their  disease,  often  suffer 
from  gastrectasia. 

Dilatation  of  the  stomach  is  usually  a  disease  of  middle  age  or  of  adult 
life,  but  cases  are  not  uncommon  in  children.  The  youngest  case  I  ever  saw 
was  in  a  child  of  eighteen  months.  The  dilatation  (hie  to  obstruction  is  the 
type  in  which  the  greatest  enlargement  of  the  stonuich  develops. 

Pathologry  and  Morbid  Anatomy. — The  size  of  the  stomach  may  be  greatly 
increased,  so  that  the  average  capacity  of  a  quart  (MK^  c.c.)  increased  to 
even  four  quarts.  Under  these  circumstances,  the  lower  border  of  the 
stomach  extends  far  below  the  normal  level.  Its  walls  are  decreased  in 
tliickness,  there  is  atrophy  of  the  Hning  mucous  membrane^  and  the  mus- 
cular fibres  are  even  more  wasted,  so  that  many  of  them  disappear  and 
are  replaced  by  connective  tissue.  When  primary  atrophy  of  the  nnisculnris 
lias  been  present,  it  not  rarely  happens  that  an  excess  of  nuiscle  fibres  are 
found  in  the  pyloric  rcgitui,  alrfiough  mlvanced  sec(»ndary  wasting  lias  oc- 
curretl  elsewhere.  In  sonu^  canes  uf  dilatation  the  gastric  wails  do  not  become 
thin,  but  may  appear  thicker  tljan  normal,  because  of  an  overgrowth  of 
connective  tissue  which  supplants  the  nmscular  layer  of  the  organ. 

Gastric  dilatation  does  not  always  result  in  an  e4|ually  well-ilevelope<l 
increase  in  size.  In  some  instances  the  cardiac  orifice  and  the  pylorus  are 
near  one  another,  so  that  the  great  cur\'ature  hangs  like  a  plund>er's  trap;  in 
other  cases  cicatrices  distort  it  and  even  cause  an  hour-glass  form,  with  a 
dilatation  on  either  side. 

STmptoms.— The  symptoms  of  gastric  dilatation  are  usually  considered 
by  the  patient  to  be  those  of  "chronic  dyspepsia."  There  is  usually  loss  of 
appetite,  a  .sense  of  gastric  discomfort  and  weight,  or  a  feeling  of  dragging 
down  in  the  abdomen  and  a  gooil  rleal  of  bftcliing  of  gas,  which  is  4>ften 
accompanied  by  some  jjarticles  4»f  Unn\  mixed  with  fluid.  The  sense  of  dis- 
tention and  distress  gradually  increases  until  it  is  almost  insupportable,  and 
then  the  viscus  finding  the  burden  too  great,  unloads  itself  by  an  attack 
of  vomiting,  in  which  the  patient  is  surprised  to  find  articlrs  of  foixl  ingested, 
perhaps,  several  days  before.  Both  the  physician  and  the  patient  are,  not 
rarely,  amazed  at  the  quantity  expelled,  for  the  volume  shows  that  it  repre- 
sents the  ingested  fluids  and  solids  of  several  days.  Such  an  attack  of  vomit- 
ing, in  which  the  quantity  expelled  is  far  in  excess  of  the  amount  recently 
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swallowwl,  is  a  very  important  diagnostic  point.  These  attacks  of  vomiting 
usually  occur  at  night.  When  the  dilatation  is  severe,  so  that  the  stomach 
cannot  completely  empty  itself,  the  relief  given  by  vomiting  is  only  partiai^ 
and  perhaps  no  relief  follows. 

The  htywvh  arc  constipated,  and  the  nfools  when  passed  are  scanft/,  becailsej 
so  much  of  the  foo<l  ingested  is  not  passeil  on  into  the  duodenum.     The' 
urine  is  also  scaiitt/.    Not  rarely  it  is  decreased  to  one-third  the  normal 
quantity. 

Many  of  the  symptoms  are  due  to  stasis  of  the  food  in  the  stomach,  fennen- 
tution,  and  the  ahsor[)ti(>ri  of  (oxic  materials  from  bacterial  growth. 

In  cases  in  which  bile  apj>ear.s  in  the  urine,  the  cause  of  the  dilatation 
probably  dries  not  depend  upon  gastric  dilatation  alone,  but  upon  some 
obstruction  in  the  diuxlenum,  which  dams  back  the  food  in  the  pyloric  orifice 
anc!  so  forces  the  stomach  to  undergo  <Iistention. 

The  pluftflcal  stgti^y  of  gastric  dilatation  are  as  follows:  On  inspection  in 
some  of  these  cases,  it  may  lie  |X)ssiblc  to  oiitline  the  stomach  if  it  is  diiJ- 
tended  witli  food  and  gas.  This  dctcrmiiuition  of  its  area  and  limitation  is, 
however,  much  better  accomplished  by  percussion  after  the  stomach  has  been 
emptied  by  the  use  of  the  stomach  tube  an<l  then  has  been  distendefl  by  gas. 
This  distention  may  be  proiluced  either  by  giving  the  halves  of  a  Seidlilz 
powder  separately  (or  by  the  u.sc  of  30  grains  of  tartaric  acid  in  one-hulf  glass 
of  water  and  2  drachms  of  sodium  bicarbonate  in  another  half-glass  of  water), 
or  by  introducing  a  stomach  tube,  attaching  a  Davidson  s^Tinge  to  it  and 
then  pumping  air  into  tlie  stonuich  until  it  is  <listended.  This  latter  plan  is 
probably  the  safer  of  the  two  if  ulcer  is  supposed  to  be  present,  but  if  the 
patient  is  not  accustomed  to  the  use  of  the  tube  its  presence  causes  so  much 
retching  and  gastric  unrest  that  it  is  usually  impossible  to  make  a  satisfactory 
examination  of  the  true  area  of  gastric  tympany. 

The  tympanitic  note  produced  by  the  j^rcussion  of  a  stomach  so  dis- 
tended! very  clearly  outlines  it  in  many  cases.  Tf  there  is  doubt  as  to  t!ie 
presence  of  gas  in  the  colon,  which  may  cause  tympany,  the  large  intestine 
should  be  filled  with  fluid,  by  the  injei'tion  of  a  large  clyster,  when  the 
areas  of  gu.stric  tympany  and  intestinal  flatness  on  |>ercussion  can  be  readily 
defineti.  In  other  cases  the  stomach  may  be  filled  with  fluid,  and,  if  need  be, 
the  bowel  filletl  with  air  to  develop  the  same  outlines. 

It  has  been  held  by  some  clinicians  that  the  use  of  carbonic  acid  for  the 
purpose  of  dilating  the  stomach  for  diagnostic  purposes  is  dangerous,  but 
when  we  consider  the  hundreds  of  instances  in  which  it  has  t>een  used  in 
every  part  of  the  world  without  evil  effect,  we  must  conclude  that  it  rarely 
does  harm.  Behrend  has  recently  reportetl  3  cases,  however,  in  which 
death  followed  its  use,  the  patient  in  one  instance  suffering  from  a  profuse 
hemorrhage,  another  patient  bringing  up  froth  and  blood,  and  the  third, 
which  did  not  die  for  five  days,  suffering  from  great  distress  and  prostra- 
tion. Wiiarton  and  Musser  have  reported  a  perforation  of  the  stomach  after 
drinking  a  glass  of  carbonated  water.  All  of  these  cases  were  complicated 
by  gastric  ulcer. 

Ausadtation  of  the  epigastrium  may  reveal  splashing,  or  succussion,  in 
many  cases  of  gastric  dilatation,  but  this  sign  should  never  be  regarded  of 
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very  great  import,  for  not  rarely  the  same  sound  is  producetl  by  fluid  in  the 
bowel. 

Some  years  ago  Einhorn  invented  the  electric  li^ht  method  of  diagnosticat- 
ing dilatation  {gajiiTodiaphany).  This  consists  in  filling  the  stomach  with 
water  and  then  passing  a  small  electric  light  into  (he  -stomachy  the  patient 
and  physician  being  in  a  dark  room.  If  the  abdominal  wall  l>e  not  too  thick, 
the  area  of  light  can  be  readily  outlinc^l  and  the  size  of  the  stomach  deter- 
mine<I.  The  efficiency  of  this  method  of  determining  the  size  of  the  stomach 
can  he  much  increustNl  by  the  use  of  Hinirt\s<'ent  media.  The  best  of  these  is 
develope^l  by  the  use  of  two  soliitifms.  One  s4dijtion  consists  of  bicarbonate 
of  sodium,  40  grains,  disst)lved  in  I  pint  of  distilled  water.  The  second  is 
coraposeii  of  the  same  ingredients  plus  2  <lrachms  of  glycerin  and  J  of  a 
grain  of  fluorescin  to  the  pint.  Before  the  test  is  iiscti  the  pulient  should 
take  2  grains  of  fpiintne  three  times  in  a  day.  lie  then  swallows  \  pint  of 
solution  No.  1  and  \  pint  of  solution  No,  2,  when,  on  the  intrrxluction  of 
the  go-stro<Iiaphane,  the  illumination  of  the  stomach  becomes  ver\'  marked. 

Another  means  of  diagnosis  is  the  use  of  the  ^-rays  after  the  patient  liaK 
received  a  large  dose  of  i)isujutli  snbnitrate  (2  to  4  ountvs).  B\'  this  means 
the  area  of  the  stomach  can  be  determineib  The  bisimith  must  always 
be  washed  out  after  the  test  to  prevent  [>oisoning. 

Another  aid  is  Turck's  gastric  sound,  the  end  of  which  can  be  felt  through 
the  abdomiruil  wall,  if  it  is  thin,  as  it  is  niove^l  about  \x\  (he  stomach. 

The  use  of  drugs,  whi(^h  are  dissolved  (*nly  in  the  intestine,  to  test  the 
motor  power  of  the  stomach  is  of  some  diagnostic  value.  Salol,  for  example, 
is  given  in  the  dose  of  15  or  20  grains,  and  the  urine  tested  after  five  hours 
for  salicyluric  acid  by  means  of  the  perchloride  of  iron  test,  which  consists 
in  adding  tinctiire  of  inui  chloride  to  the  urine,  when,  if  this  acid  is  present, 
a  purple  color  is  obtaine<l.  When  dilatation  is  present  there  may  be  no 
resporise  for  twenty-four  hours. 

Finally,  as  a  means  of  <letermining  that  the  digestive  power  of  the  stomach 
is  greatly  impaired,  a  test  meal  should  be  used  after  the  stomach  has  been 
cleanetl  by  lavage.  If  dilatation  is  present,  the  digestive  process  will  always 
be  very  slow  and  imperfect. 

Cases  of  gastric  dilatation  sometimes  develop  a  state  called  gasiTic  ieiany, 
in  which  tetanic  spasms  develop  in  the  extremities.  This  is  preceiled  by  a 
sensation  of  formication,  or  numbness,  associated  with  drowsiness.  It  has 
ensued,  as  a  rule,  upon  the  employment  of  hivage.  Following  the  sensory 
s^Tuptoms  the  patient  is  seized  with  violent  vomiting,  and  after  or  during 
this  attack  of  emesis  the  muscles  of  the  thumb  and  fingers  contract,  so  that 
the  thumb  is  drawn  into  the  palm  of  the  hand  and  the  fingers  are  flexed. 
The  wrist  is  also  strongly  flexeb  but  it  may  be  extended.  The  forearm  is 
flexe<J  on  the  arm,  and  the  biceps  is  hard  and  tense.  These  positions  may 
not  be  maintained,  but  be  changed  into  extension.  Both  sides  are  involved, 
but  one  side  usually  suffers  more  than  the  other.  When  the  legs  are  affected 
the  toes  are  flexed  and  the  knees  bent.  The  facial  muscles  may  l>e  in  spasm 
and  the  patient  may  have  explosive  speech,  as  if  in  a  shouting  delirium.  If 
the  affected  arm  L>e  pressed  upon  over  the  course  of  its  vessels  or  nerves,  the 
attacks  may  be  reproduced  (Trousseau's  sign);  if  the  point  of  exit  of  the 
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facial  nerve  be  tappe*!,  facial  spasm  develops  (Chvostek's  sign);  if  electricity 
is  used  it  is  fonnd  tliat  tiie  muscles  arc  excessively  irritable  (Erb's  sign). 
The  cramp-like  contractions  are  painful.  In  severe  cases  death  may  occur 
from  exhaustion.  Out  of  101  cases  reported  by  Eurojjean  clinicians,  no  less 
than  75  4lied. 

Aldiougli  the  employment  of  the  stomach  tube  has  induceti  attacks  of 
gastric  tetany  in  some  cases,  attiicks  not  due>to  this  cause  are  to  be  pre- 
vented hy  frequent  and  thorough  lavage,  and  are  to  l>e  combatetl,  when 
present,  by  nerve  sedatives  such  as  morphine  or  hyoscine  h^'podermically. 
Their  occurrence  in  a  mild  form  urges  upon  the  physician  the  need  of 
operation  for  tlie  gastric  state. 

Gastric  tetany  occurs  in  cases  of  dilatation  more  frequently  than  in  cases 
of  idcer. 

Diagnosis. — As  a  rule,  the  diagnosis  of  gastric  dilatation,  in  its  well- 
develope<I  stage,  is  not  difficult.  Care  must  always  be  exercised,  however, 
that  dilatation  and  gjislroptosi.s  are  not  confused,  for  in  Iwith  affections  the 
lower  border  of  the  .stomach  may  be  found  far  Ixrlow  the  normal  level,  par- 
ticularly if  it  is  distended  with  liquid  or  gas.  The  use  of  any  of  the  methods 
of  percussion  and  ]ml|>iition»  or  the  titlier  means  of  diagnosis  just  <lesrril)e<l, 
will  sj>eedily  separate  the  one  .state  from  the  other,  and  the  relatively  limiteil 
capacity  of  the  stomach  in  ptosis  and  its  large  capacity  in  dilatation  will 
be  another  factor  in  deciding  upon  the  real  state  which  is  present. 

Treatment. — The  treatment  of  gastric  dilatation  is  not  promising  unless 
the  patient  is  seen  and  his  condition  recognize<l  in  the  early  stages  of  the 
disease.  At  this  timt*.  and  later  on  as  well,  his  fliet  should  l>e  most  carefully 
regulated.  He  should  be  instructed  to  avoid  all  fatty  articles  of  foot!  which 
may  give  rise  to  lactic  and  butyric  acid  ferrnentation,  and  should  also  avoid 
the  use  of  sweet  materials,  which  may  also  un<iergo  fermentative  changes. 
The  foo<l  which  he  takes  sliould  he  thoroughly  masticated  and  insalivate<lj 
it  being  rememhcred  that  the  saliva  is  an  impcjrtant  digestive  juice,  and  that 
much  may  be  done  in  aiding  the  eligestion  by  thoroughly  moistening  the 
food  with  this  secretion.  The  ]>atient  must  also  be  warned  not  to  eat  a  large 
amount  of  food  at  any  one  time,  but  rather  to  subsist  on  four  or  five  small 
meals  a  day.  He  sliould  also  be  instructed  not  to  take  large  quantities  of 
liquids  with  his  meals. 

A.S  to  the  articles  of  diet,  he  may  have  beef,  mutton,  chicken,  or  other 
simple  varieties  of  meats,  lirfnled  or  roasted,  but  not  fried.  Potatoes 
should  only  be  taken  when  liaked,  and  then  in  moderation.  Zweiback, 
or  sovia  biscuits  wliich  have  been  once  more  cooked  by  pouring  scald- 
ing water  over  them,  may  be  taken  in  moeleration.  The  digestion  of  the 
starches  should  always  be  aided  by  the  simultaneous  ingestion  of  a  capsule 
containing  2  grains  of  taka-diastase  and  2  grains  of  pancreatin.  If  the 
diet  is  largely  a  meat  diet,  digestion  should  be  aided  by  the  use  of 
hydrochloric  acid  and  pepsin,  5  to  20  drops  of  the  dilute  acid  and  2  tea- 
spoonfuls  of  a  good  essence  of  pepsin  being  use<l.  Often  it  is  wise  to  add  to 
this  mixture  10  drops  of  the  tincture  of  nux  vomica,  or  ^  of  a  grain  of 
strychnine,  for  its  effect  as  a  bitter  tonic  and  for  the  purpose  of  improving, 
if  possible,  the  activity  of  the  stomach. 
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In  no  case  should  the  patient  be  allowed  to  accumulate  fluid  and  food 
in  the  stomach  for  more  than  twenty-four  hours.  In  other  words,  we  should 
not  wait  until  nature  relieves  the  stomach  by  an  attack  of  vomiting. 

As  in  chronic  gastric  catarrh,  lavage  should  be  performed  once  in  every 
twenty-four  hours,  preferably  at  night  before  going  to  bed,  and  in  all  cases 
it  should  be  remembered  that  it  is  not  only  futile  but  harmful  to  introduce 
food  into  a  stomach  which  is  already  partly  filled  with  fermenting  materials, 
and  which  is  therefore  incapable  of  dealing  with  new  food,  which  if  taken 
simply  adds  to  the  decomposing  mass  already  present. 

In  many  of  these  cases  it  is  advisable,  after  emptying  the  stomach  of  its 
contents,  to  wash  it  out  with  one  of  the  solutions  named  in  the  article  on 
the  Treatment  of  Chronic  Gastric  Catarrh. 

Emptying  the  stomach  by  means  of  the  stomach  tube  and  forbidding  the 
use  of  excessive  quantities  of  food  are  not  only  advantageous  in  that  they 
permit  digestion,  poor  as  it  may  be,  to  proceed,  but  also  do  good  in  that  they 
prevent  the  stomach  from  Inking  overloadecl  and  distended,  and  so  further 
dilated,  by  its  contents.  It  seems  hardly  necessary  to  add  that  beer,  sweet 
wines,  and  champagnes  should  be  absolutely  forbidden  for  such  patients. 

The  medicinal  treatment  of  gastrectusy  consists  in  the  use  of  nux  vomica 
or  strychnine  in  full  doses  combined  with  physostignia,  the  object  being  to 
improve  the  tone  of  the  muscular  fibres  of  the  stomach.  A  pill  composed 
of  i  grain  of  extract  of  nux  vomica  and  J  grain  of  extract  of  physostigma 
may  be  given  three  or  four  times  a  day  with  advantage.  Gastrointestinal  anti- 
septics are  usually  not  particularly  useful.  From  2  to  5  minims  of  creosote  or 
guaiacol  may  be  given  in  capsule  one  or  two  hours  after  eating,  with  the  hope 
that  they  will  stop  fermentation.  In  other  instances  guaiacol  carbonate  may 
be  given  in  the  dose  of  2  to  5  grains  in  capsule.  In  still  other  instances 
naphthol  may  be  given  in  the  dose  of  2  to  5  grains  in  capsule  three  times 
a  day,  or  benzonaphthol  may  be  used  in  the  dose  of  10  grains,  in  the  same 
manner. 

Many  physicians  of  <ixperience  resort  to  the  use  of  faradic  electricity  in 
these  cases,  introducing  a  stomach  tube  containing  the  positive  electrode 
and  applying  the  negativt^  electrode  to  some  point  on  the  surface  of  the  body. 

In  cases  in  which  the  dilatation  is  so  severe  an<l  the  symptoms  so  distress- 
ing that  none  of  the  measures  so  far  suggested  give  adequate  relief,  the 
question  of  operative  interference  must  be  considered.  Under  these  circum- 
stances, the  question  as  to  the  cause  of  the  dilatation  becomes  an  important 
factor.  If  it  is  dependent  upon  pyloric  stenosis,  a  gastroenterostomy  or 
pylorectomy  is  indicatwl.  But  if,  on  the  other  hand,  it  does  not  depend  upon 
this  cause,  but  upon  inherent  atony  and  failure  of  the  gastric  walls,  pylorec- 
tomy is,  of  course,  of  little  value,  and  a  gastroenterostomy  is  indicated. 
Before  proceeding  to  operation,  however,  it  must  be  remembered  that  there 
is  some  difference  between  an  operative  recovery  and  benefit  to  the  patient. 
Rarely  in  these  cases  the  patient  survives  the  o|>eration  and  makes  a  sur- 
gical recovery,  but  abdominal  discomfort  persists,  either  because  of  the 
presence  of  adhesions,  irritation  of  nerve  fibres,  or  other  causes  which  it  is 
diflScult  to  determine,  and  whicli  may  be  dependent  upon  the  altered  course 
of  food  from  the  stomach  to  the  bowel. 
37 
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Acute  Gastrectasis. — Under  the  names  acute  gastric  dilatation,  gastro- 
intestinal paralysis,  atonic  gastrectasis,  toxic  gastrectasis,  and  paralytic 
dilatation  of  the  stomach,  there  occurs  an  acute,  often  rapidly  fatal,  dila- 
tation of  the  stomach  alone  or  of  the  stomach  and  intestines. 

Etiology. — Some  cases  are  apparently  causeless,  and  even  at  autopsy  no 
cause  may  be  demonstrable.  Others  occur  in  the  course  of  acute  infecdous 
processes,  some  of  which  are  systemic,  such  as  scarlet  fever  and  typhoid 
fever;  in  others  the  lesion  is  some  distance  from  the  affected  viscus,  as  in 
pneumonia  and  meningitis,  while  still  others  depend  for  their  development 
upon  infectious  processes  in  the  neighborhood  of  the  stomach  or  intestine, 
conspicuous  among  which  may  be  mentioned  peritonitis.  The  condition 
occasionally  follows  surgical  anaesthesia,  and  it  has  been  su^ested  that 
swallowing  of  mucus  saturated  with  the  anffisthetic  may  be  the  cause  in  some 
cases.  It  has  been  attributed  to  acute  pyloric  obstruction,  as  by  foreign  bodies 
or  spasm,  but  that  this  is  not  always  the  cause  is  shown  by  the  reported 
instances  in  which  dilatation  extended  through  the  pylorus  and  first  and 
second  parts  of  the  duodenum  or  even  into  the  ileum.  It  has  been  thought 
to  depend  upon  obstruction  of  the  duodenum  by  the  superior  mesenteric 
vessels.  It  sometimes  follows  operation  invoKing  the  peritoneum,  and  may 
commence  after  labor.  Reynier  strongly  urges  the  influence  of  the  nervous 
system  in  the  production  of  acute  gastrointestinal  paralyses. 

Morbid  Anatomy. — At  autopsy  the  stomach  is  large,  thin,  and  flaccid;  it 
may  extend  almost  to  the  pubes.  It  contains  gas  and  fluid;  the  latter  may 
be  thick  and  viscid,  but  it  is  usually  thin,  watery,  greenish  or  occasionally 
brownish  in  color,  and  frequently  contains  flocculi.  The  gastric  mucosa 
may  weep  blood  and  the  vessels  be  widely  distende<l. 

Symptoms. — ^These  usually  come  on  rapidly.  In  operative  cases  they  may 
be  delayed  twenty-four  to  forty-eight  hours.  There  is  marked  abdominal 
distention  amounting  to  actual  baUoonijig;  the  dilated  organ  occupies  the 
middle  and  upper  left  areas  of  the  abdomen,  and  may  be  outlined  through 
the  abdominal  wall.  Peristaltic  waves  are  rarely  recognizable.  Vomiting 
is  nearly  always  present.  In  the  few  reported  cases  in  which  vomiting  has 
been  absent,  it  has  been  suggested  that  the  associated  relaxation  in  the 
abdominal  wall  has  rendered  emesis  impossible.  The  vomited  fluid  is  thin, 
watery,  greenish  or  brownish.  Profound  depression  or  symptoms  border- 
ing on  collapse  quickly  appear.  The  ptdse  is  sviail,  rapid,  and  weak;  the 
respirations  shallow  and  frequent;  the  temperature,  in  the  absence  of  com- 
plications, is  usually  low  and  may  be  subnormal.  Thirst  is  intense,  and, 
on  account  of  suppressed  absorption  and  prompt  vomiting,  is  unrelieved  by 
drinks.    The  urine  is  scanty  or  even  suppressed. 

Diagnosis. — The  acuteness  of  the  symptoms  and  rapidly  progressing 
collapse  differentiate  the  condition  from  chronic  dilatation.  The  vomiting 
is  more  incessant  and  the  pain  less  than  in  volvulus  of  the  stomach,  which 
in  some  respects  it  closely  resembles.  The  gastrorrhcea  that  accompanies  it 
and  the  character  of  the  vomit  is  unlike  acute  indigestion,  and,  ordinarily 
there  is  no  expulsion  of  fragments  of  the  mucosa  as  in  true  toxic  gastritis 
The  relaxed  abdominal  wall  is  quite  unlike  the  rigid  wall  of  perito- 
nitis. 
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Prognosis. — The  mortality  is  high;  in  HerfT's  series  of  3*4  cases,  20  died. 
In  the  so-calletl  reflex  group — those  unussociuted  with  any  intra-aUdoininal 
lesion^prompt  treatment  promises  some  relief. 

Treatment. — Its  prevention  after  operation  may  be  accomplished  hy 
Uivajj^e  immediately  at  the  end  of  ana'sthesia,  and  if  vomiting  appear  and 
persist,  lavage  .shouhl  he  repeated.  As  it  is  probable  that  the  condition  is 
of  toxic  origin,  free  lavage  should  repeateilly  \ie  practised,  aiul  tlie  stomach 
kept  empty  by  the  fretjuent  use  of  the  stomach  tube.  Water  and  food  had 
best  be  given  by  enema.  Strychnine  and  atropine  have  been  suggested. 
As  early  as  possible  saline  purgatives  should  be  administereti  in  small,  but 
often  repeated,  doses.  As  relapses  are  pnssible  as  late  as  the  thini  tkiy, 
feetling,  and  even  the  administration  of  fluids,  must  be  begun  most  cau- 
tiously in  cases  fortunate  enough  to  survive. 
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Definition. — Ulcer  of  the  stomach,  often  called  peptic  ulcer,  or  ulcus 
ventricidi,  is  due  to  necrosis  of  a  part  uf  the  mucous  membrane  of  this  organ, 
so  that  an  exposure  of  the  subnuicous  tissue  is  present. 

Etiology. — Almost  ever  since  the  processes  of  gastric  tligestion  have  been 
known,  animated  disciussions  have  arisen  as  to  why  the  stomach  is  not 
digested  by  its  own  juices  and  a  large  number  of  explanations  have  been 
offerecl,  many  of  which  have  been  anything  l>ut  satisfactory.  At  present 
the  conditions  which  result  in  gastric  ulcer  are  knf>\vn  to  be  closely  con- 
necte*!  with  the  inalnlity  of  the  gastric  mucosa  to  resist  the  action  of  the  gas- 
tric juice.  If^  by  any  cause,  the  vital  resistance  of  the  mucous  membrane 
is  impairetUat  the  point  of  i^eatest  impairment  an  ulcer  may  be  developed. 
bi  very  rare  instances  an  injury  to  the  surface  of  the  abdomen  may  extend, 
or  be  transmitted,  *leep!y  etiougli  to  cause  a  lesion  in  tl»e  gastric  wall ;  but  it 
is  more  common  for  itijuries  to  occur  by  internal  agents,  as  by  the  use  of 
certain  articles  of  food  which  may  interfere  with  t!ie  circulation  in  the  wall 
of  the  stomach,  as,  for  example,  boiled  tea,  taken  very  hot,  which  contains 
an  excess  of  tannic  acid.  So,  too,  an  embolus  or  thrtfrnlnis  in  a  branch  of 
a  gastric  artery  may  deprive  an  area  of  its  }»Iood  su]>ply,  and  sul>se(pient 
digestion  remove  the  dead  tissue  and  so  form  an  ulcer.  Another  predis- 
posing cause  of  ulcer  is  the  secretion  of  superacid  juice  or  of  an  excess  of 
onlinary  juice,  and  finally,  in  some  causes,  a  local  necrosis  of  the  tissues  is 
produced  by  the  entrance  of  infecting  micro-organisms,  which,  however, 
cannot  enter  the  nnicosa  if  normal  vital  resistance  is  nunntained. 

Frequency. — The  frequency  of  gtuslric  ulcer  in  some  parts  of  the  world 
is  far  greater  than  in  others.  Even  lietween  Englanrl  and  the  Tlnited  States 
the  difference  is  extraordinary.  Out  of  .'i9,7G2  mctlical  cases  in  the  T.oralon 
hospitals,  there  were  1049  cases  of  giistric  ulcer;  while  out  of  7iy,fi]2  medi<-al 
cases  in  hospitals  in  tlitl'erent  cities  in  the  United  States,  there  wi-re  only  446 
cases.  According  to  these  figures  the  morbidity  of  gastric  ulcer  is  more  than 
four  times  as  great  in  Enghmd  as  it  is  in  the  Ignited  States.  Since  these 
figures  were  compiled  Uoward  has  confirmed  them  by  others. 
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In  regard  to  the  relationship  of  age  and  ulcer  statistics  vary  slightly,  !)i] 
those  of  Welch  are  still  to  be  considered  the  most  competent.    He  found  tha 
the  largest  numher  of  cases  of  ulcer  occurred  between  twenty  and  thir 
years  of  age,  antl   I-eUTt  also  found  that  seven-tenths  of  252  cases  wer 
betwi'cii  twenty  iind  forty  years  of  age,     A  case  of  ulcer  in  an  infant  only 
tliirty  hours  old  has,  however,  been  recorded  by  Goodhart.     Cutler,  in 
exhaustive  seuR'h    in  literature,  found  only  24  cases  under  ten  years 
age  wltli  autopsy  and  2  without  autopsy,  arul   has  addeti  3  more   whic 
occurred  in  the  Massachusetts  General  Hospitid;  29  in  all. 

Women  suHer  fr*in\  nk-er  fur  more  frequently  than  men.    This  is  sho\^i 
by  all  statistics  and  is  illustrated  l»y  tlie  fcjllowing  figures:     Of  IMS  case 
of  gastric  ulcer  collected  from  the  oflicial  re{X)rts  of  hospitals  in  the  Unite 
States  and   Englantl,    1273  occurred  in  women  and  275  in  men.     Of  lOfl 
cases  examined  postmortem  and  studied  by  Welch,  1020  were  in  womeB 
and  079  in  men.     Cantlie  states  that  out  of  20,5SG  cases  in  Montrt-al  there 
were  85  eases  of  gastric  ulcer,  and  of  these  ^2  were  women.    The  average  ag^H 
was  twenty-seven  and  a  half  years.  ^M 

Other  etiological  factors  of  interest  are  occupation  and  associated  disease. 
Thus,  seamstresses  and  servant  girls  arc  singularly  jjrone  to  ulcer,  as  are  also 
tailors  and  shoemakers.    Such  persons  arc  usually  chlorotic  or  anarmic. 
(oo,  ulcer  is  sometimes  a  complication  of  tuberculosis,  and  it  may  be  il 
itself  tui>erculous. 

Gastric  uk-cr  may  he  diviih^l  into  four  classes:  In  the  first  the  lesion  is 
very  miki,  the  mucous  membrane  being  eroded  in  such  a  manner  that  its 
su[)erlicial  epithelium  is  destroyed.  All  authors  do  not  agree,  however,  that 
these  erosions  are  a  form  of  peptic  ulcer.  The  second  type  is  characterized^ 
by  an  ulcerative  process  whicli  penetrates  more  deeply,  so  that  the  subniucouf| 
tissues  are  affecteth  '^Fhc  third  invailes  the  suhnuicous,  musculnr,  aiid  even 
the  [)eritoneal  coat,  and  may  cause  perforation.  The  fourth  type  is  that  in 
which  as  a  result  of  cicatrization  ami  contraction  scars  and  deformities 
develop,  whicli  produce  si-rious  conserjuences. 

Pathology  and  Morbid  Anatomy. — Gastric  ulcer  is  usually  single,  but  ca 
are  not  very  rare  in  which  the  ulcers  are  mimerous.  When  acute  it  forn 
rapidly  and  presents  a  jx^culiar  punched-out  appearance.  In  the  usuaf 
chronic  fin-ni  the  edges  are  more  shelving,  indurated,  and  not  so  shar|)ly 
defined.  The  size  of  the  ulcer  varies  from  a  small  spot  s("arcely  larger  than 
a  pinhead  to  an  enormous  excavation  covering  nearly  two-thirds  of  iht 
gastric  surface.     These  large  ulcers  are,  however,  very  rarely  met  with. 

The  ilepth  to  which  the  ulcerative  process  extends  is  also  variable.    Th 
mucous  membrane  nearly  always  suffers  most,  but  the  tissues  beneath  it  ar 
affected  as  well,  an<l  the  destructive  process  may,  as  just  stated,  extend  as 
far  as  the  peritoneal  coat.     Undermined  ulcers  are  extremely  rare.    /Vround 
the  eflge  of  the  ulcer  there  is  usually  marked  hypenemia,  and  the  surround- 
ing tis.sues,  especially  in  chronic  ulcers,  are  often  infiltrated  by  formati\i 
cells  or  by  the  <levelopment  of  connective  tissue.     Usually  the  rest  of  tin 
stomach  exhibits  more  or  less  marked  chronic  gastritis. 

Ulcer  of  the  stomach  is  usually  found  on  the  |K>sterior  wall  of  the  v-i.sc-i 
near  the  pylorus  and  on  the  lesser  curvature  (75  per  cent.),  probably  becaua 
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^his  is  the  part  of  the  stomach  which  carries  out  the  grinding  process  and 
ujrges  the  food  into  the  duodenum,  and  therefore  is  exposed  to  injury  and 
aabrasion.  Armstrong  has,  however,  analyzed  240  cases  of  gastric  ulcer  and 
Sound  the  anterior  wall  affected  in  125  cases,  the  posterior  wall  in  only  32. 
If  the  heaUng  process  is  not  rapid  enough  to  arrest  the  ulcerative  process, 
the  wall  of  the  stomach  may  be  perforated  and  so  produce  severe  abdominal 
symptoms.  More  commonly,  however,  as  the  inflammatory  process  ap- 
proaches the  surface  of  the  stomach  it  causes  this  viscus  to  become  glued 
to  a  neighboring  organ,  and  so  it  happens  that  the  floor  of  the  ulcer  may  be 
formed  by  an  adjacent  viscus.  In  this  way  neighlx)ring  -organs  may  be 
involved  in  the  inflammatory  and  septic  process,  and  not  rarely  subphrenic 
abscess  is  due  to  this  cause.  Sometimes  a  perforation  takes  place  into  the 
colon  or  duodenum,  and  cases  have  been  recorded  in  whicli  the  pericardium 
and  pleura  have  been  involverl  in  this  manner.  The  liver  is  also  sometimes 
infected.  Fenwick,  in  an  analysis  of  127  cases,  found  the  stomach  adherent 
to  the  pancreas  in  49,  to  the  liver  in  33,  and  to  the  liver  and  pancreas  in  10. 


Fig.  79 


DiAgram  showlnsr  the  situation  of  ulcers  of  the  stomach  on  the  le«fier  curvature  and  near 
tlie  pylf^ruM.     (Modtfled  from  English.) 

Ulcers  on  the  anterior  surface  of  the  stomach  are  less  common,  but 
more  prone  to  perforation  into  the  peritoneum  than  those  situated  poste- 
riorly. It  is  held  that  the  anterior  wall  is  more  movable  than  the  posterior, 
and  hence  time  for  adhesion  to  apposed  tissue  is  less. 

In  many  cases,  a  tendency  to  healing  asserts  itself  and  gradually,  the 
exposed  tissues  are  healed  by  the  formation  of  a  cicatrix  which  may  cause 
considerable  puckering  as  it  develops. 

If  the  ulcer  has  been  near  the  pylorus  this  may  cause  pyloric  stenosis,  or 
if  it  be  near  the  middle  of  the  stomach  and  the  ulcer  has  been  extensive  an 
hour-glass  contraction  may  result.     (See  Hour-glass  Stomach.) 

Symptoms. — Ulcer  of  the  stomach,  at  least  in  its  milder  forms,  may  exist 
for  years  without  its  presence  being  suspected,  the  patient  suffering  from  a 
train  of  moderate  gastric  symptoms,  generally  described  as  dyspeptic.  In 
most  cases,  however,  it  makes  its  presence  known  by  symptoms  which  sooner 
or  later  send  the  patient  to  her  physician  for  relief.    The  symptoms  now 
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c<^nii)laiiie(l  of  are  disromjnri  ami  pain  affrr  rai'mrf,  with  a  roiuftavf  ffnawivg~ 
iK^ween  meals  when  the  stomach  is  empty.  Not  infrequently  this  gastric  dis- 
tress is  relievetl  by  taking  some  food,  and  then  increases  as  an  excess  of  ga.^ 
trie  juice  is  poured  out  to  (ligcst  the  ftHKl.  The  pain,  when  characteristic, 
is  peculiar  in  its  distriUution,  for  it  radiates  from  the  epigastrium  back  to 
the  shoulder-biude,  or  to  a  spot  between  the  shoulder  Itlade  and  the  spine. 
}Iead  has  al.so  shown  that  in  gastric  ulcer  there  is  an  area  of  cutaneous  hyper- 
lesthesia  in  a  small  triangular  s{X)t  in  tlie  left  epigastrium.  This  is  demon- 
strable by  a  light  touch,  atui  not  on  <!eep  palpation.  At  times  the  pain  is 
exceedingly  severe,  ami  it  may  require  tietive  medication  l^>eeause  of  its  inten- 
sity. Oftentimes  the  patient  attempts  to  iind  relief  by  lying  on  the  stomach 
or  placing  a  pillow  against  it,  but  as  a  rule  the  epigastrium  is  so  tender  that 
any  pressure  on  the  part  of  the  physician  makes  the  patient  wince.  Careful 
palpation  may,  however,  reveal  an  area  of  thickening  or  induration,  if  the 
ulcer  is  a  chronic  one.  Associatetl  with  these  symptoms  there  is  often 
vomiting  of  very  acid  fluid,  and  an  examination  of  the  gastric  contents  will 
show  an  excess  of  hijdrnchloric  acid  both  as  to  percentage  and  actual  quan- 
tity.   Constipation  is  usually  marked,  and  the  xiriymry  flcmi  is  scanty. 

It  is  important  to  remember  that  ulcer  of  the  stomach  does  not  by  any 
means  always  cause  the  same  train  of  symptoms.  Attention  has  already 
been  called  to  the  fact  that  the  symptoms  may  be  latent.  In  other  eases 
there  may  develop,  with  great  snd<Jenness,  a  profuse  hfFjnateTnestJt  or  symp- 
toms of  collapse  from  perforation,  and  o!ie  of  these  accidents  may  be  the 
first  symptom  of  any  im[M)rtance.  In  fjther  instances  there  is  a  general  jailure 
of  Itcnlth,  Tfuirkt'd  cmavtaiion,  and  a  <levelopmeut  of  profound  anamia.  In 
still  others  violent  neuralgic  pains  (gastralgia)  are  the  chief  manife^stafions. 
In  some  instances  the  disease  lasts  but  a  few  weeks;  in  others  it  is  prolonged 
for  years. 

The  symptoms  so  far  described  are  chiefly  those  of  acute  or  subacute 
ulcer.  Chronic  nlver,  on  the  other  hand,  may  produce  none  of  these  symjH 
toms  when  the  patient  [)resents  herself  for  treatment.  Beyond  a  history  of 
gastric  distress,  which  may  have  existed  for  many  years,  there  may  Ix*  no 
pain  on  pressure  and  no  soreness^  in  the  sense  of  tenderness.  Indeed,  the 
symptoms  may  be  those  of  gastric  dilatation,  or  of  pyloric  stenosis.  The 
patient  is  emaciated  by  rejuson  of  voluntary  starvation,  to  decrease  discom- 
fort, and  by  the  loss  of  food  by  vomiting.  So,  too,  a  cicatrix  near  the 
middle  of  the  stomach  may  prmJnce  an  hour-glass  stomach.  This  may 
become  evidetii  on  <iistending  the  stomach  with  gas  or  fluid,  but  it  is  to  l»e 
recalled  that  there  is  danger  that  rupture  may  ensue  from  this  practice. 
(See  Pyloric  Stenosis  and  Dilatation  of  the  Stomach.) 

In  no  other  disease,  .save  pernicious  anicmla,  is  there  such  a  notable 
diminution  of  red  blood  cells  as  takes  place  in  many  cases  of  chronic  gastric 
ulcer.  This  is  due  to  the  more  or  less  constant  loss  of  blood  which  escapes 
by  the  bowel,  the  loss  of  which  is  usually  not  recognized.  When  hemor- 
rhage does  not  occur  great  anaemia  is  rare,  although  tlie  patient  may  appear 
pallid. 

Wlien    hemorrhage   from    the   stomach    takes   place   the    blood    may    be 
omited  or  be  passed  by  the  l>owe!.    The  hemorrhage  may  follow  inanv 
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vreeks  of  suffering  or  it  may  be  the  first  sign  that  the  gastric  mucous  mem- 
brane is  diseased.  The  quantity  of  blood  lost  may  be  very  small  or  so 
arge  as  to  almost  exsanguinate  the  patient,  the  variation  depending  upon 
he  size  of  the  bloodvessel  which  is  eroded.  If  a  large  vessel  is  perforated 
>y  a  small  ulcer  it  is  not  diflBcult  to  understand  why  it  is  that  hemorrhage 
nay  be  the  first  symptom.  In  other  words,  the  hemorrhage  may  be  the  first 
iymptom  of  ulcer.  On  the  other  hand,  not  infrequently  gastric  hemor- 
'hage,  particularly  if  it  be  from  a  chronic  ulcer,  may  be  so  scanty  as  never 
o  cause  bloody  vomiting,  the  small  amount  of  blood  escaping  with  the 
'ood  into  the  bowel.  Moynihan  believes  that  all  ulcers  bleed  at  some  time 
n  their  existence.    (See  Diagnosis.) 

In  studying  the  question  of  perforaiion  of  gastric  ulcer  it  is  well  to 
*ecall  that  this  accident  may  or  may  not  be  preceded  by  symptoms  which 
vill  serve  as  a  warning  to  the  physician  if  not  to  the  patient.  There  is,  in 
\oTne  cases,  a  progressive  increase  in  discomfort  and  pain  after  eating,  a 
greater  degree  of  tenderness  or  pain  over  the  epigastrium,  and  more  fre- 
]uent  vomiting.  When  such  signs  are  present  the  patient  must  be  placed  at 
ibsolute  rest,  and  if  the  symptoms  do  not  speedily  become  modified  opera- 
ion  must  be  considered.  On  the  other  hand,  the  literature  on  this  subject 
x>ntains  cases  in  which  the  history  of  gastric  disorder  was  entirely  absent, 
ind  the  patient  was  suddenly  seized  by  symptoms  of  perforation. 

When  perforation  does  develop,  it  is  usually  in  the  anterior  gastric  wall, 
and  from  what  has  been  said  of  the  various  ways  in  which  perforation  of  the 
stomach  occurs,  it  must  be  evident  that  the  symptoms  may  vary  over  a  wide 
range  of  severity.  When  no  inflammatory  adhesions  have  been  formed 
and  the  gastric  contents  escape  suddenly  into  the  general  peritoneal  cavity, 
the  onset  is,  of  course,  startling  in  its  acvieness  and  the  pain  is  exceedingly 
severe,  but  the  locality  of  the  pain  is  frequently  far  removed  from  the  area 
of  the  accident.  Vomiting  and  collapse  may  soon  develop,  and  general 
peritonitis  begins  if  operative  relief  is  not  promptly  given. 

If  the  perforation  is  more  gradual  the  symptoms  are  less  violent  and  the 
opening  may  at  first  be  so  small  that  only  a  little  of  the  gastric  contents 
escapes  into  the  peritoneal  cavity.  In  those  cases  in  which  adhesions  have 
formed  before  perforation  takes  place  a  subphrenic  abscess  may  result. 
In  such  instances  the  perforation  is  usually  on  the  posterior  wall  of  the 
stomach. 

Sometimes  perforation  of  the  stomach  may  take  place  without  the  sharp 
and  decisive  sjonptoms  just  described. 

While  the  pulse  usually  is  rapid  it  may  not  be  materially  increased  in 
rate. 

Again,  it  is  important  to  remember  that  after  perforation  of  the  stomach 
there  may  be  a  "period  of  repose,"  or  "fallacious  calm,"  during  which 
time  the  patient  feels  less  pain  and  distress,  and  the  pulse  approximates 
its  normal  speed. 

At  one  time,  it  will  be  recalled,  a  decrease  in  the  area  of  liver  dulness 
was  supposed  to  be  indicative  of  gastric  or  intestinal  perforation,  but  we 
now  know  that  the  absence  of  this  sign  does  not  negative  perforation.  Thus, 
Pearson  found  a  decrease  in  the  area  of  liver  dulness  in  33  per  cent,  of  140 
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complaine<i  of  are  discomfort  ami  jiain  after  eafhtg,  with  a  cnnstatif  t/rta-wittff 
between  meals  when  the  stomaeh  is  empty.  Not  infre(juentl}'  thia  gastric  dis- 
tress is  relieved  by  taking  some  fa(><l,  and  then  increases  as  an  excess  of  gas- 
tric juice  is  poured  out  to  digest  the  food.  The  pain,  when  characteristic, 
Is  pecnhar  in  its  distribution,  for  it  radiates  from  the  epigastrium  bark  to 
the  shoulder-blade,  or  to  a  spot  between  the  shoulder  bhide  and  the  spine. 
Head  has  also  shown  that  in  gjLstric  ulcer  there  is  an  area  of  cutaneous  hyper- 
aesthesia  in  a  small  triangular  spot  in  the  left  epigastrium.  This  is  demon- 
strable by  a  light  touch,  and  not  on  deep  palpalioti.  At  timers  the  pmin  is 
exceedingly  severe,  and  it  may  require  active  medication  because  of  its  inten- 
sity. Oftentimes  tlie  patient  attempts  to  find  relief  by  lying  on  the  stomach 
or  placing  a  pillow  against  it,  but  as  a  rule  the  epigastrium  is  so  tender  that 
any  pressure  on  the  part  of  the  physician  makes  the  patient  wince.  Careful 
palpation  may.  however,  reveal  an  area  of  thickening  or  induration,  if  the 
ulcer  is  a  chronic  one.  Associated  with  these  symptoms  there  is  often 
vomiting  of  very  acid  fluid,  and  an  examination  of  the  gastric  contents  will 
show  an  i^xce.tft  of  hydrochloric  acid  both  as  to  percentage  and  actual  quan- 
tity.    Consiipaiion  is  usually  mnrked,  and  the  urinary  flow  is  scanty. 

It  is  important  to  remember  that  ulcer  of  the  stomach  does  not  by  any 
means  always  cause  the  sairie  train  of  syinptoms.  Attention  lias  already 
been  calletl  to  the  fact  that  the  symptoms  may  be  latent.  In  other  cases 
there  may  develop,  witli  great  sud<lenness,  a  profuse  hwnuiienie^is  or  symjv 
toms  of  ciiHajise  from  perforation,  and  one  of  these  accidents  may  l>e  the 
first  syn)[)tom  of  any  importance.  In  other  instances  there  is  a  cfcnrral  failure 
of  health,  viarkcd  emaciation,  and  a  development  of  profound  anwmia.  In 
still  others  violent  neuralgic  pains  (gastralgia)  are  the  chief  manifestations. 
In  some  instances  the  disease  lasts  but  a  few  weeks;  in  others  it  is  prolonged 
for  years. 

The  symptoms  so  far  described  are  chiefly  those  of  acute  or  subacute 
ulcer.  Chronic  xdcer,  on  the  other  liaml,  may  produce  none  of  these  symp- 
toms when  the  patient  presents  herself  for  treatment.  Beyond  a  history  of 
gastric  dii<trcss,  which  may  have  existed  for  many  years,  there  may  be  no 
pain  on  pre^ssure  and  no  soreness,  in  the  sense  of  tenderness.  Indee<l,the 
symptoms  may  be  those  of  gastric  dilatation,  or  of  pyloric  stenosis,  'llie 
patient  is  emaciated  by  reason  of  voluntary  starvation,  to  decrease  discom- 
fort, an<l  by  the  loss  of  foo<i  by  vomiting.  So,  too,  a  cicatrix  near  the 
middle  of  the  stomaeh  may  produce  an  hour-glass  stomach.  This  may 
become  evident  on  distending  the  stomach  with  gas  or  fluid,  but  it  is  to  1)0 
recalled  that  there  is  danger  that  rupture  may  ensue  from  this  practice. 
(See  Pyloric  Stenosis  and  Dilatation  of  the  Stomach.) 

In  no  other  ilisease,  save  pernicious  anirmia,  is  there  such  a  notable 
diminution  of  red  IiIoimI  cells  as  takes  ]>lace  in  many  CHvSes  of  chronic  gastric 
ulcer.  This  is  due  to  the  more  or  less  cfnistant  lo.ss  of  blood  which  escapes 
by  the  bowel,  the  loss  of  which  is  usually  not  recognized.  When  hemor- 
rhage does  not  occur  great  aniemia  is  rare,  although  the  patient  may  appear 
pallid. 

When  hrmorrhagc  from  the  stomach  takes  place  the  bloo<i  may  be 
vomited  or  be  passed  by  the  bowel.    The  hemorrhage  may  follow  many 
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^weeks  of  suffering  or  it  may  be  the  first  sign  that  the  gastric  mucous  mem- 
brane b  diseased.  The  quantity  of  blood  lost  may  be  very  small  or  so 
lai^  as  to  almost  exsanguinate  the  patient,  the  variation  depending  upon 
the  size  of  the  bloodvessel  which  is  eroded.  If  a  large  vessel  is  perforated 
by  a  small  ulcer  it  is  not  diflBcult  to  understand  why  it  is  that  hemorrhage 
may  be  the  first  symptom.  In  other  words,  the  hemorrhage  may  be  the  first 
symptom  of  ulcer.  On  the  other  hand,  not  infrequently  gastric  hemor- 
rhage, particularly  if  it  be  from  a  chronic  ulcer,  may  be  so  scanty  as  never 
to  cause  bloody  vomiting,  the  small  amount  of  blood  escaping  with  the 
food  into  the  bowel.  Moynihan  believes  that  all  ulcers  bleed  at  some  time 
in  their  existence.    (See  Diagnosis.) 

In  studying  the  question  of  perjoraiian  of  gastric  ulcer  it  is  well  to 
recall  that  this  accident  may  or  may  not  be  preceded  by  symptoms  which 
will  serve  as  a  warning  to  the  physician  if  not  to  the  patient.  There  is,  in 
some  cases,  a  progressive  increase  in  discomfort  and  pain  after  eating,  a 
greater  degree  of  tenderness  or  pain  over  the  epigastrium,  and  more  fre- 
quent vomiting.  When  such  signs  are  present  the  patient  must  be  placed  at 
absolute  rest,  and  if  the  symptoms  do  not  speedily  become  modified  opera- 
tion must  be  considered.  On  the  other  hand,  the  literature  on  this  subject 
contains  cases  in  which  the  history  of  gastric  disorder  was  entirely  absent, 
and  the  patient  was  suddenly  seized  by  symptoms  of  perforation. 

When  perforation  does  develop,  it  is  usually  in  the  anterior  gastric  wall, 
and  from  what  has  been  said  of  the  various  ways  in  which  perforation  of  the 
stomach  occurs,  it  must  be  evident  that  the  symptoms  may  vary  over  a  wide 
range  of  severity.  When  no  inflammatory  adhesions  have  been  formed 
and  the  gastric  contents  escape  suddenly  into  the  general  peritoneal  cavity, 
the  onset  is,  of  course,  startling  in  its  acvieness  and  the  fain  is  exceedingly 
severe,  but  the  locality  of  the  pain  is  frequently  far  removed  from  the  area 
of  the  accident.  Vomiting  and  collapse  may  soon  develop,  and  general 
peritonitis  begins  if  operative  relief  is  not  promptly  given. 

If  the  perforation  is  more  gradual  the  symptoms  are  less  violent  and  the 
opening  may  at  first  be  so  small  that  only  a  little  of  the  gastric  contents 
escapes  into  the  peritoneal  cavity.  In  those  cases  in  which  adhesions  have 
formed  before  perforation  takes  place  a  subphrenic  abscess  may  result. 
In  such  instances  the  perforation  is  usually  on  the  posterior  wall  of  the 
stomach. 

Sometimes  perforation  of  the  stomach  may  take  place  without  the  sharp 
and  decisive  symptoms  just  described. 

While  the  pulse  usually  is  rapid  it  may  not  be  materially  increased  in 
rate. 

Again,  it  is  important  to  remember  that  after  perforation  of  the  stomach 
there  may  be  a  "period  of  repose,"  or  "fallacious  calm/'  during  which 
time  the  patient  feels  less  pain  and  distress,  and  the  pulse  approximates 
its  normal  speed. 

At  one  time,  it  will  be  recalled,  a  decrease  in  the  area  of  liver  dulness 
was  supposed  to  be  indicative  of  gastric  or  intestinal  perforation,  but  we 
now  know  that  the  absence  of  this  sign  does  not  negative  perforation.  Thus, 
Pearson  found  a  decrease  in  the  area  of  liver  dulness  in  33  per  cent,  of  140 
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cases  of  ^ijastric  ulcer  at  some  perio<!  during  their  stay  in  the  hospital,  yi 
pfrr<jrnti()ii  took  place  in  none  of  them. 

Diagnosis. — Gastric  ulcer  in  some  instances  is  so  manifestly  present  thi 
there  is  little  iliRicnlty  in  determining  the  cause  of  the  illness,     ('are  mu: 
be  taken  (hat  the  pain  of  appendicitis,  gallstone  colic,  renal  colic,  and  inteiv 
menstrual  colic  is  not  taken  for  that  due  to  perforation.    Moynihan  si>ea* 
of  .1  cases  operate<l  u[>on  for  perforation  in  wliich  menstruatioti  wa.s  tl 
cause  of  the  pain,  and  states  that  of  49  cases  of  perforated  duodenal  uU 
apf>endicitis  was  thought  to  be  the  cause  of  illness  in  IS.     In  (he  gastralgi< 
eases  ulcer  must  be  separated  from  orrlinary  gastric  neuralgia  by  the  rccof 
lection  of  the  fact  that  true  gastric  neuralgia  is  \evy  rare,  by  the  a(ldition 
fact  that  tlie  pain  of  neuralgia  is  not  induced  by  taking  food  and  by  the 
fact  that  in  neuralgia  evi<]cnces  of  gastric  indigestion  are  not  constantly 
present,  as  they  arc  in  most  cases  of  ulcer.    Severe  pains  in  the  stomach  du^H 
to  locomotor  ataxia  (gastric  crises)  can  usually  be  excluded  by  the  presenc*^^ 
of  Argyll-Robertson  pupils,  absence  of  knee-jerks,  and  swaying  wiien  tlie 
patient  stands  with  the  eyes  shut. 

The  irritation  |)nnluced  by  gallstones  may  produce  symptoms  reseiublinj 
gastric  ulcer,  but  in  these  cases  the  history  of  gallstone  colic  will  be  give 
and  the  taking  of  frx>d  has  no  influence  \\\yon  the  pain.    Then,  too,  the  pain' 
in  tfic  back  due  to  ulcer  is  to  the  li'ft  of  the  mitJdle  line  near  tlie  twelfth 
drtrsal  vertebra,  whereas  that  due  to  gallstone  is  on  the  right  of  tlie  median 
line  an<l  a  little  lower  down.    S(3,  too,  paljiation  of  the  ncighliorhood  of  tli^^ 
gall-bladder  may  reveal  an  enlargement  uf  this  viscus,  and  jaundice  point^f 
to  clmlelitliiasis  rather  than  to  ulcer. 

Cases  of  chrooic  ulcer  of  the  stomach  with  much  cicatricial  tissue  around 
the  ulcer,  or  at  the  seat  of  an  ulcer  which  has  healed,  may  present  symp^^ 
toms  almost  identical  with  those  of  gastric  cancer.     Pain  and  obstructio!^' 
to  the  passage  of  food  through   (he  pylorus,  gastric  dilatation  due  to  this 
latter  cause,  an*l  emaciation  from  all  these  causes  may  combine  to  preser 
a  clinical  picture  of  gastric  cancer,  particularly  if  the  physidan  finds,  oi 
palpation,  tlial  he  can  feel  a  mass  or  masses  in  the  gastric  wall.    The  c-oi] 
parative  youth  of  the  patient  in  cases  of  ulcer,  the  absence  of  cachexia  evt 
if  ansemia  is  marke<l,  and  a  remembrance  that  ulcer  of  the  stomach  is  mt^ 
common  in  the  female  sex  helps  to  make  the  diagnosis  j>ossll)le.     Again,  i| 
ulcer  the  gastric  contents  show  an  excess  of  hydrochloric  aci<l  after  a  tc 
meal,  whereas  in  cancer  this  acid  is  usually  absent  or  less  than  normal. 
(For  tlie  tests  of  the  stomach  contents  see  article  on  Gastric  Cancer.) 

Finally  it  must  be  recalled  that  duo*lcnal  ulcer  may  cause  9ym|)toms  so 
closely  re.send)ling  gastric  ulcer  that  a  dilferentiatiiin  may  be  im|Missibh'. 
If  hemorrhage  occurs,  and  blootl  is  passed  in  the  st(H)ls  in  considerable 
fjuantity,  the  lesion  is  probably  duotlenal.     (See  Duodenal  Ulcer.) 

Boas  considers  the  demonstration  of  mirnite  quantities  of  bl'wwj  in  tl: 
feces  to  be  of  great  value  in  the  diagnosis  of  gastric  idcer,  and  especially  \i 
determining  whether  obscure  case-s  of  gastric  disease  are  pure  gustrulgil 
or  con<litions  in  which  the  .symptoms  are  products!  by  ulcerative  lesions 
the  ga.strie  mucosal.     It  has  been  proven  experimentally  that  the  ingcstioi 
of  50  small  a  (juantity  as  3  c.c.  of  blood  gives  a  positive  reaction  for  bk 
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in  the  feces,  and  this  fact  shows  that  even  mtnutc  Iiemorrhagcs  may  give 
rise  to  similar  positive  reactions. 

Before  performing;  the  test  al!  other  sources  of  hemorrhage,  such  as  the 
swallowing  of  blow!  from  wounds  in  the  mouth  or  from  lesions  in  the  re- 
spiratory tract  must  l)e  jj^uaidiMl  against,  and  the  abserjceof  ha^maturia,  and 
in  women  metrorrhagia  and  mon.^fnial  bh>od,  must  also  be  assureci.  No 
rare  meat,  fish,  or  sausages  are  alioweii  for  two  days  hefore  the  test  is  made. 

Boas  prefers  tlie  aluin  test  iis  recently  recommended  hy  Klunge  and 
Schaer  to  t!ie  older  guaiacum  test.  It  is  performed  as  follows:  f)  to  10 
grams  of  feces,  which,  if  hard,  are  to  be  softened  by  the  addition  of  a 
small  quantity  of  water,  arc  mixed  with  20  c.c.  of  ether,  3  to  5  c.c.  of 
glacial  acetic  acid,  and  the  mixture  is  well  shaken  in  a  reagent  glass.  Then 
more  ether  is  atlded,  and  also  20  or  30  drops  of  an  old  oil  of  turpentine.  If 
to  this  mixture  there  now  be  addetl  lU  or  15  dj'ops  of  a  solution  made  hy 
dissolving  In  3  to  5  c.c.  of  70  j>er  cent,  alcohol  as  much  aloin  as  can  be 
taken  up  on  the  tip  of  a  suuiH  sjmtula,  a  light-red  color  is  soon  produced 
if  blow!  is  present.  This  light-re<l  gradually  assumes  a  cherry-red  hue  if 
the  mixture  is  allowed  to  stand.  If  no  blood  is  present  tlie  mixture  remains 
of  a  yellow  col<fr  for  from  one  to  two  hours,  when  it  changes  to  rose  re^l. 

The  j»ossibility  of  j>;irenehyuuikins  gnstric  hemnrrhage,  an<l  i^f  hemor- 
rhage from  varicose  or  atberonuitous  bloodvessels  in  the  ot*sophagus  or 
stomach,  must  of  course  be  taken  into  consideration  before  a  diagnosis  of 
doubtful  ca.ses  is  made. 

In  several  cases  Boas  has  found  blood  present  in  the  feces  shortly  after 
patients  luid  experiencetl  an  attack  of  pain  in  the  epigastrium.  After 
several  days  of  mild  diet  it  was  often  found  that  no  blood  could  be  detected 
in  the  feces. 

Prognosis. — The  prognosis  of  cases  of  gastric  ulcer  must,  of  course,  vary 
greatly  with  the  severity  of  the  lesion,  and  the  time  (hiring  wlueh  it  has 
lasted.  In  those  cases  in  which  superficial  erosions  are  present,  the  patient 
probal^ly  recovers  in  the  great  majority  of  instances.  When  actual  ulcera- 
tion is  pi*esent,  the  proposition  is,  of  course,  a  difTerent  one.  The  most 
divergent  views  exist  as  to  the  prognosis  in  this  type  of  case.  Brinton,  in 
his  now  somewhat  ancient  statistics,  states  that  50  per  cent,  recover  under 
medical  treatment.  Tricomi  j)laces  tlie  percentage  at  25,  as  do  also  De- 
bove  and  Ramond.  Loube  slates  that  2.5  j>er  cent,  die  as  a  direct  effect  of 
the  disease.  Whatever  nuiy  l»e  the  percentage  as  to  recovery,  it  cannot  be 
doubte<i  that  in  many  instances  it  is  once  an  ulcer  always  an  ulcer,  in  the 
sense  that  relapses  take  place  soon  after  the  ulcer  seems  well.  In  a  collection 
of  500  cases  at  the  Ivondon  Hospital,  maile  by  Bulstrode,  211  had  had  ulcer 
before,  18  per  cent,  died,  and  42  per  cent,  were  not  cured  on  tlischarge. 

Ulcers  near  the  pylorus  heal  more  slowly  than  those  which  occur  else- 
where. Some  gastric  ulcers  [iri^balily  heconie  cancerous  in  later  life. 
Graham  has  found  a  history  of  idccr  in  iM)  per  cent,  of  125  cases  of  cancer 
of  the  stomach — a  fact  of  some  prognostic  importance. 

The  mortality  in  cases  whieli  suffer  from  hemorrhage  is  not  high. 
The  direct  morUiIity  from  this  cause  is  only  2.1  per  cent.,  according  to 
RussgU.    So  far  as  recovery  from  the  ulcer  is  concerned  when  it  is  severe 
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enough  to  cause  hemorrhage  the  outlook  is  not  good — 44.7  per  cent,  con- 
tinue<l  in  ill  health  and  42.6  per  cent,  recovered  (Russell). 

Treatment. — Tlie  treatment  of  gastric  ulcer  consists  in  restricting  the 
diet,  in  the  administration  of  medicines  qualified  to  improve  the  state  of 
the  gastric  mucous  membrane,  and  in  the  institution  of  rest  for  the  general 
system  as  well  as  for  the  stomach,  Fooils  which  are  verj  hot  or  very  col<l, 
particularly  those  which  are  very  hot,  should  be  carefully  avoideil,  and 
hyperacidity  is  to  be  counteracted  by  the  use  of  calcined  magnesia  or  bicar- 
bonate of  soda. 

li. — Sodii  bicarbonalia, 
Magnesia;  ponderosa*, 

Calcii  carbonat "**     5j- 

01.  menth.  piperitse 1H.X. 

Sig. — A  heaping  teaspoonful  in  half  a  glass  of  water  when  ne<?ded 

In  most  instances  it  is  wise  to  insist  that  the  patient  remain  in  bed  for 
a  perio*f  of  tlirce  or  four  weeks,  durinj^  wliich  linit'  the  rest  cure  may 
be  instituted  in  a  nullified  form,  since  with  the  improvement  in  general 
health  and  the  cure  of  anuemiii  healing  of  the  ulcer  progresses  more  rapidly. 

The  diet  should  consist  of  milk  which  is  predigested  by  a  peptonizing  pow- 
der either  before  or  immediately  after  it  is  taken  into  the  stomach.  Under 
certain  circumsfunces  it  may  be  permissible  to  give  the  patient  very  soft 
milk-toast  in  small  quantities,  or  to  give  scalded  soda-biscuits  digeste<]  by 
means  of  taka-<jiastase  or  pancreatin.  When  the  ingestion  of  food  increases 
gastric  pain  and  distress  it  may  be  necessary  to  give  the  patient  nothing  by 
the  stomach  for  a  period  varpng  from  one  or  two  days  to  two  weeks,  and 
to  nourish  him  as  far  as  possible  during  this  perio<l  by  nutritive  enemata, 
which  should  consist  of  four  ounces  of  peptonized  milk  and  one  Qg^^  injected 
three  times  in  the  twenty-four  hours,  the  bowels  being  carefully  washetl  out 
with  norma!  saline  solution  before  each  injection  in  order  that  the  residue 
from  the  previous  injection  may  l>e  removed. 

For  the  purpose  of  relieving  thirst,  it  is  often  advantageous,  when  the 
stomach  is  irritable,  to  give,  daily,  normal  saline  solution  by  h}'podermoclysis. 
In  other  instances  a  pint  to  a  quart  of  normal  saline  solution  may  be  given 
high  up  into  the  colon. 

A  number  of  years  ago  the  late  J.  M.  Da  Costa  strongly  recommended 
ice-cream  as  a  diet  for  these  cases.  Care  should  be  taken  that  the  ice-cream 
does  not  contain  too  much  sugar,  as  this  will  cause  fermentation  and  dis- 
tress.   Frozen  milk  flavored  with  vanilla  is  better. 

The  patient  suffering  from  gastric  ulcer  should  receive,  in  the  way  of 
metlicine,  i  of  a  grain  of  nitrate  of  silver  with  J  of  a  grain  of  extract  of 
hyoscyamus  in  pill  three  or  four  times  a  day  and  take  them  an  hour  before 
taking  food,  in  order  that  these  flrugs  may  act  upon  the  stomach,  exercising 
a  healing  influence,  and  preventing  an  excessive  secretion  of  gastric  juice. 
If  pain  is  severe,  opium  may  be  substituted  for  hyoscyamus,  but  there  xs 
some  evidence  that  opium  does  not  decrease,  and  may  sometimes  increase, 
the  flow  of  gastric  juice.  In  other  instances  chloretone  in  the  dose  of  from 
3  to  5  grains  may  be  given  three  or  four  times  a  day,  and  it  is  particularly 
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:ful  if  pain  is  present.     In  other  cases  hyperacidity  and  pain  are  best 
controlled  by  10  to  20  grain  doses  of  bromide  of  strontium  or  of  sodium. 

The  administration  of  massive  doses  of  bismuth  subnilrate  has  been 
strongly  recommended,  chiefly  by  Fleiner.  He  gives  150  to  300  grains, 
stirred  in  5  or  6  ounces  of  warm  water»  after  the  stomach  has  been  care- 
fully cleansed  by  lavage.  Of  course  a  heavy  precipitation  of  bismuth  occurs 
upon  the  gastric  mucous  membrane.  This  plan  is  more  suitable  for  chronic 
oases  than  for  acute  ones. 

In  all  cases  of  gastric  ulcer  it  is  important  that  the  bowels  should  be  moved 
every  day  or  two  by  means  of  one  of  the  alkaline  purgative  waters,  of  which 
prohably  Carlsbad  water  has  the  greatest  reputation.  The  Carlsbad  and 
riathorn  spring-waters  at  Saratoga  do  almost,  if  not  quite  as  well,  as  the 
imported  water.  The  advantage  of  employing  these  waters  is  that  they 
not  only  unload  the  bowels,  but  tend  to  correct  acidity  and  relieve  chronic 
gastric  catarrh  by  their  favorable  influence  u[K»n  the  gastrointestinal  mucous 
membrane. 

Should  hemorrhage  from  the  stomach  occur,  the  patient  should  be  put  to 
bed,  ami  if  not  too  depressed  by  the  bleedings  a  small  ice-bng  may  be  placed 
over  the  epigastrium,  an<l  2  teaspoonfuls  of  adrenalin  cJiforide  (1:1000) 
mixed  with  2  or  3  ounces  of  water  may  be  given  hy  the  mouth,  with 
the  hope  that  the  adrenalin  chloride  will  contract  the  bloodvessels  and 
arrest  the  hemorrhage.  Where  a<lrenalin  chloride  cannot  be  obtained, 
from  5  to  30  drops  of  IMonsel's  solution  may  be  given  in  2  ounces  of  water. 
The  use  of  ergot  hypodermically,  or  by  the  month,  in  this  condition  can 
scarcely  be  of  benefit,  as  it  will  raise  arterial  pressure  in  other  parts  of  the 
body  and  may  increase  the  hemorrhage.  The  general  treatment  in  these 
cases  is,  of  course,  identical  with  that  of  profuse  hemorrhage  occurring 
from  other  parts  of  the  body,  and  consists  in  the  use  of  ^  of  a  grain  of 
morphine  hypoilerinically  to  allay  mental  distress,  and  hypodermoclysis  of 
normal  salt  solution.  Should  the  hemorrhage  be  sharp  and  very  profuse, 
the  question  of  operative  interference  arises. 

The  decision  as  to  whether  an  operation  should  be  performed  in  gastric 
ulcer  with  hemorrhage  is  a  most  difficult  one  to  reach.  We  are  rarely  tempted 
to  operate  in  such  cases  unless  the  hemorrhage  is  so  severe  as  to  he  alarming, 
and  yet  its  very  severity  renders  the  condition  of  the  patient  unfavorable 
to  operation. 

In  deciding  whether  an  operation  is  needful  in  a  case  which  has  had  an 
attack  of  gastric  hemorrhage,  consideration  must  be  given  to  the  character 

I  of  the  ulcer.  Even  those  surgeons  who  are  most  radical  in  advising  opera- 
tive measures  in  these  cases  state  that  in  cases  of  licmorrhage  from  acute 
ulcer  medicinal  measures  will  usually  control  that  particular  bleeding,  and 
as  an  immc*liate  second  hemorrhage  is  rare  operation  is  not  demjinded. 
(See  Prognosis.)  W^hen  the  hemorrhage  does  recur  and  particularly  if  it  be 
profuse  on  recurrence,  ojieration  is  to  be  considered  carefully,  whether  the 
ulcer  be  acute  or  chronic.  The  operation  of  election  is  gastroenterostomy, 
for  it  has  been  found  impossible  to  find  the  bleeding  spot  in  most  cases 
l>ecause  the  bleeding  often  comes  from  several  spots,  and  indeed  may  ooze 
from  a  multitude  of  eroded  spots.   Needless  to  say  that  the  gastroenterostomy 
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is  not  designed  to  stop  a  bleeding  already  in  active  progress,  but  is  to 
be  performed  as  soon  as  possible  to  prevent  further  bleedings. 

When  the  ulcer  is  very  chronic  -that  is,  has  lasted  a  long  time — its  edges 
may  be  so  indurate<l  and  the  bloodvessels  in  its  cavity  so  erodal  that 
little  hope  of  cure  by  natural  processes  can  be  entertained,  an  o[>eration  is 
wise.  It  is  not  necessary  to  excise  the  ulcer.  A  gastroenterostomy  givas 
the  stomach  rest  and  the  circulatinu  in  its  walls  Ijccomes  modified.  Not 
only  does  such  an  openitioti  remove  the  danger  of  hemorrhage,  but  it  may 
change  the  patient  from  a  chronic  ilyspeptic  to  a  well-nourished,  healthy 
individual.  If,  however,  the  ulcer  causes  suffering  or  chronic  gastric  dis- 
tress, surgical  interference  should  be  carefully  considered.  This  holds  true 
with  special  force,  if  the  existence  of  a  chronic  ulcer  near  the  pylonis  is 
causing  obstruction. 

Operation  for  the  removal  of  the  ulcer,  when  as  yet  it  has  neither  under- 
gone perforation  nor  produced  hemorrhage,  has  been  advised,  but  of  course 
has  not  been  very  popular,  as  few  patients  care  to  submit  to  it,  an<l  few 
physicians  have  considered  it  advisable  to  strongly  urge  operative  inter- 
ference. 

The  surgical  treatment  of  gastric  ulcer  with  f>erforation  is  now  a  well- 
recognized  proceflure  in  modern  meiiicine.  When  perforation  occurs  opera- 
tion should  be  resorted  to  at  once,  uiiless  the  patient  is  profoundly  shocked, 
when  some  delay  is  advisable  in  order  that  she  may  rally. 

The  best  results  are  obtained  in  the  cases  which  are  operated  on  during 
the  first  twelve  hours  after  the  occurrence  of  perforation.  An  analysis  of 
these  statistics  shows  that  the  mortality  under  operation  lias  been  pro- 
gress! vely  ret  1  u  cet  1 : 

In  July,  1S09,  Tinker  added  57  cases  to  Keen\s  list  of  156,  and  in  1900 
he  collected  19  others,  which  made  the  total  number  232,  with  a  mortality 
of  48.81  per  cent.  Later,  in  the  year  1900  Finney  made  an  addition  of  3G 
cases  to  Tinker's  last  list,  thus  bringing  the  number  up  to  268,  of  which  the 
mortality  was  4S  per  cent.  Of  IG3  cases  collected  since  the  publication  of 
Finney's  paper  in  1900,  102  recovered  and  Bl  died — a  mortality  percentage 
of  37.04.    These  figures  bring  the  sUitistics  up  to  June,  1904. 


CANCER  OF  THE  STOMACH. 


Gastric  carcinoma  is  one  of  the  most  common  forms  of  malignant  growth. 
Many  years  ago  Welch  showctl  that  in  31,482  cases  of  cancer  the  disease 
affecte<]  the  stomach  in  21.4  per  cent.  Startlin;^stiitistic5  as  to  the  increasing 
frequency  of  cancer  have  been  puldlshed  within  the  last  four  years  by  several 
writers,  of  which  one  of  the  leaders  has  been  Roswell  Park,  of  Buffalo.  In 
the  United  States  census  for  1890,  the  deaths  from  gastric  cancer  were  p!ace<! 
at  2014  a.s  against  304  for  cancer  of  the  rectum,  and  876  from  cancer  of  the 
liver;  whereas,  in  the  census  for  190O.  tiiere  were  4220  deaths  from  cancer 
of  the  stomach,  574  from  cancer  of  the  rectum,  and  17S4  from  cancer  of  tlie 
liver.  As  a  large  proportion  of  cases  of  cancer  of  the  liver  are  secondary  to 
growths  elsewhere,  particularly  in  the  stomach,  these  facts  are  of  great 
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interest.  In  the  city  of  Washinf^on  the  deaths  from  cancer  of  the  stomach 
in  the  decade  from  1881  to  1890  were  191.  and  in  the  decade  from  1891 
to  1900,330,  which  sliows  an  increase  greater  in  proportion  than  the  growth 
of  the  city  popuhilion.  So,  too,  Templeton,  of  Dundee,  found  that  from 
1877  to  1902  the  death  rate  from  gastric  and  oesophageal  cancer  increased 
12.615  per  10,000. 

Etiology. — Gastric  cancer  is  far  more  common  in  males  than  in  females. 

\VeIch  states  the  proportion  to  be  b  to  4,  but  in  Osler*s  cases  tlie  proportion 

was  5  to  1.    The  fact  that  gastric  ulcer  may  in  some  cases  seem  to  be  the  site 

for  the  development  of  gastric  cancer  has  little  real  bearing  upon  the  etiology 

of  this  disease.     While  some  patients  state  that  they  have  been  subject  to 

gastric  tlisortlers  for  years  before  the  finid  illness  develops,  it  has  l>cen  my 

experience  that  a  very  large  proportion  of  patients  state  that  hitherto  tliey 

have  had  perfect  digestion,  and  have  never  known  what  it  was  to  have  gastric 

distress  in  previous  years.    In  other  words,  given  a  man  who  complains  of 

prave  gastric  symptoms  and   loss  of  weight,  wlio  has  not  cirrhosis  of  the 

liver,  or  dilatation  of  the  stomachy  who  has   not   used    alcohol    to   excess, 

and  who  boasts  of  his  good  stomach  during  the  first  forty  years  of  life, 

that  man  will  often  be  found  to  have  gastric  cancer.     We  have  no  knowl- 

e<lge  of  the  etiology  of  gastric  cancer  beyond  the  facts  already  named. 

Morbid  Anatomy. — Gastric  cancer  is  usually  primary,  but  it  iumv  l>e  seconfl- 
ary.  The  most  common  form  is  the  medullary  carcinoma,  a  form  of  the 
spheroidal-cell  cancer;  the  adenocarcinonui,  the  malignant  adenonia  of 
German  WTiters,  or  cylindrical-cell  cancer,  is  second  in  point  of  frequency. 
'Die  scirrhus  type  is  the  third  in  frerpiency.  GelriliniF()nn  degeneration 
occurs  in  the  first  and  second,  iu\\\  when  present  such  tumors  are  called 
ci»lloid  cancers. 

The  medullary,  or  spheroidal-cell  t}'pe,  is  the  most  rapid  in  its  growth, 
usually  tends  to  ulcerate  early,  anfl  is  followed  by  metastasis  and  direct 
extension  to  contiguous  organs  sooner  than  the  other  types. 

The  scirrhus  is  a  denser  growths  inhltniting  antl  indurating  the  suh- 
mucosa  often  to  some  distance,  or  even  all  of  the  organ;  under  such  cii'ciiru- 
stances,  the  thick,  flense,  gastric  wall  has  led  to  the  condition  being  called 
"India-rubber  bottle  stomach/'  or  "leathery  stomach." 

The  colloi*!  growths  form  tumors  of  greater  size,  often  extending  by  con- 
tiguity and  matting  adjacent  organs  into  a  solitl  mass.  On  section  the  clear 
or  grayish  gelatiniforai  trembling  matrix  is  found  to  be  enclosed  in  alveoli, 
often  of  macroscopic  dimetisions. 

The  pylorus  is  the  part  of  the  stomach  usually  affected;  next  to  it  in  fre- 
quency is  the  lesser  curvature,  but  out  of  Welcirs  13(X)  cases  the  pylorus  was 
affectetl  791  times  and  the  lesser  curvature  but  148. 

Mr.  Moynihan,of  Leetis,  has  investigateil  tlie  subject  of  how  malignant 
growths  spread  in  the  gastric  wall,  and  ha,s  concluded: 

1.  That  malignant  <lisease  of  the  stomach  begins  in  the  majority  of  instances 
near  the  pylorus,  just  below  the  lesser  curvature. 

2.  lliat  from  this  point  it  spreads  most  rapidly  and  most  widely  in  the 
submucosa. 

3.  That  the  rate  of  gro\\^h  toward  the  cardiac  orifice  is  rapid,  toward 
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the  duodenal  side  extremely  slow.  The  duodenal  extremity  of  the  viscus 
is  rarely  affected  extensively. 

4.  That  the  tendency  of  the  ^owth  is  to  drift  toward  the  cun-atures. 

He  found  that  the  lymphatic  system  of  the  stomach  was  comparatively 
simple.    There  are  three  chief  lymphatic  areas  of  the  stomach  (Fig.  SO). 

1.  An  area  along  the  lesser  curvature  (a)  from  which  the  IjTnphalic  vessels 
pass  upward  and  to  the  left  into  the  coronary  glands.  The  coronary  glands 
lie  along  the  artery  of  the  same  name.  At  the  coeliac  axis  they  become  con- 
tinuous with  the  glands  alon^  the  upper  border  of  the  pancreas. 

2.  An  area  (6)  along  the  greater  curvature  from  which  the  lymphatic  vessels 
pass  downward  and  to  the  right  into  tJie  glands  lyin^  along  the  greater  cur\'a- 
ture.  These  glands  are  more  numerous  near  the  pylorus,  and  from  here  pass 
to  the  head  of  the  pancreas  and  become  continuous  with  the  hepatic  group 
of  glands  which  lie  along  the  hepatic  artery,  and  in  part  along  the  pyloric 
artery. 


Fio.ao 
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Tbe  lympbatto  venels  aod  glands  of  the  Blomoch :   a  Is  the  moet  frequently  ftffected  are*,  6  U  next, 
Mild  c  \A  the  *'  iKotiit««l  urea."    (Moyuibaii.) 


3.  In  addition  to  these  two  areas  is  a  third  (c),  for  which  I  (Moynihan) 
suggestetl  the  name  "isolated  area."  This  area  comprises  the  greater 
tuberosity  of  the  stomach,  the  lower  end  of  the  oesophagus,  and  an  are 
along  the  greater  cur\ature  as  far,  approximately,  as  the  limit  of  supplj 
of  the  left  gastroepiploic  artery.  Its  lymphatic  vessels  pass  downward  to 
tlie  hiluin  of  tiie  spleen.  The  term  ** isolated  area"  seems  singularly 
appropriate  for  this  region,  for  it  is  very  rarely  affected  by  growth  spread- 
ing upward  from  the  pylorus. 

If  a  cancer  of  the  stomach  arising  independently  of  ulcer  is  examined  in 
its  early  stages  it  will  usually  be  found  covered  with  mucous  membrane, 
which  later  ulcerates.  The  entire  wall  of  the  viscus  may  soon  be  involved, 
but  in  the  colloid  form  the  mucous  membrane  may  not  he  destroyed. 

The  effects  of  cancer  of  the  stomach  upon  the  shape  of  this  viscus  depend 
largely  upon  the  character  of  the  growth,  and  chiefly  upon  its  situation.  The 
general  tendency  is  for  the  stomach  to  be  decreased  in  size,  but  if  the  growth 
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obstructs  the  pylorus  the  stomach  may  be  greatly  dilated.  When  tlie  tumor 
is  widely  diffused  the  gastric  walls  are  much  thickened,  and  if  it  be  of  large 
size  it  may  displace  the  pylorus  very  greatly  by  its  weight. 

Perforation  of  the  stomach  through  the  cancerous  mass  may  occur,  but 
this  is  not  a  frequent  complication. 

Symptoms. — The  symptoms  of  gastric  cancer  may  not  manifest  themselves 
for  a  long  period  after  the  growth  has  begim,  and  even  when  the  general 
nutrition  is  ini[)aired  the  patient  may  not  complain  of  gastric  disorder.  It  ia 
a  mistake  to  supj>ose  that  gastric  cancer  is  usually  very  painful. 


Flo.  fil 


P(4>iii»cli.  I-JUKC  ulc«r»titiiCi  fiinicind,  cyltndriral-crU  caroinnmn,  fiftuatcfl  im  llie  p>iutt«ri«>r  wall  near 
lhfl1'yl*>f^iN  whicb  waft  Aliiehity  ulHtnicted  by  thn  pntjccting  iirowth.  A  ff\m^  nnl  in  ita.<^<w4l  Ibroujth  a 
iwrfMfatittn  n^ar  ihi»  ronim  nf  the  fl<»or  of  ih<»  uleer.  Tbo  canliar  Ami  of  the  "rcan  if  modprately  dilated 
'fb^rr  WAJ*  pcctiDilary  tMiloricomrnt  of  the  lyrnph  noden  l>cbin<l  the  ftomach,  and  meta)«tatic  nodules  in 
(be  liver. 

When  symptoms  are  present  they  may  l>e  divided  into  the  ttbjcctive  and 
the  subjective.  Tlie  objective  syni[)tonis  are  pallor,  whieli  becomes  well 
marke<];  a  loss  of  weight,  which  is  often  extraordinary,  amounfingto  a  loss  of 
from  fifty  to  seventy  pouiuis  in  a  few  months,  and  with  this  there  is  usually  a 
rapid  loss  of  strength.  The  aiKFVixa  is  chiefly  the  result  of  a  marked  decrease 
of  haemoglobin,  altliough  marked  reduction  and  morphological  alteration  in 
the  er^i-hrocytes  may  yield  a  blood  picture  resembling  pernicious  aiuemJa. 
Sooner  or  later  leukocytosis  occurs. 


592 


DiSKAStS  OF  THE  STOMACH 


The  sjTnptoms  presented  by  the  patient^  in  the  sense  that  they  ai« 

plainetl  of  by  him,  are  loss  of  strength,  gaMric  distress  and  '^dyspepsia,' 
of  appetite,  nausea,  and  not  rarely  vomiting.    Vomiting  is  a  far  more  c 
stant  s>Tnptoni  when  the  pylorus  is  obstrncted  than  when  it  is  free,  »nd  tli 
matters  vomited  may  indicate  a  feeble  digestive  power  and  be  colored  lik' 
coffee  grounds  due  to  exuded  ami  altere<l  blood  arising  from  the  ulcefttto 
growth.  Sometimes  a  free  hcrmaieme^is  develops.  Care  sliould  Im?  taken 
the  presence  of  altered  bile  in  the  vomit  is  not  taken  for  altered  blood. 

Not  rarely  the  patient  complains  of  constant  gnawing  pain  in  the  stotuiclu— ^• 
which  may  or  may  not  l)e  increased  by  the  taking  of  fcKMl.    Tin?  pain  " 

usually  more  ^vere  when  the  disejise  is  in  the  region  of  the  pylorus.  If 
skin  over  the  epigastrium  is  lightly  iouche<l,  it  may  be  very  senaii 
There  may  be  moderate  frver^  conMipaiion,  and  wdcma  of  the  ankles. 

Robson  states  that  pain  is  present  in  SO  per  cent,  of  cases,  vomiting  in 
85.3  per  cent.,  and  a  lumor  is  palpable  in  7G.G  per  cent.  Tlicse  figim\s  reftr 
to  the  entire  history  of  the  case^  reconJeil,  and,  as  poiiite<l  out  clscwherr, 
none  of  these  symptoms  may  be  present  during  the  early  stage  of  the  di*- 
ease,  when  it  is  most  amenable  to  surgical  treatment.  Such  percentage* 
are,  therefore,  of  greater  value  from  a  sUtistical  than  from  a  diagnostic 
staiidjxiint. 

Dug:nosis. — The  pallid,  cachectic  hue  of  the  patient,  combined  with  a  liis- 
tory  of  loss  of  weight,  and  with  the  fact  that  the  patient  is  usually  bejxmd 
the  fortieth  year,  shouh]  make  the  physician  suspect  at  least  the  presence 
of  a  malignant  growth,  and  this  suspicion  becomes  strongt^r  as  he  is  able 
to  exclude  other  causes  of  anaemia  and  emaciation,  such  as,  for  exam|ile. 
diabetes.  Bright 's  disease,  and  pernicious  anemia.  The  presence  of  cougii 
will  usually  be  a  guide  to  the  examination  of  the  lungs  for  pulmonary  tuber- 
culosis. It  must  not  l>e  forgotten  that  alKlominal  tul>erciilo.sis  produces,  us 
a  rule,  a  dry,  harsh  skin,  instead  of  the  ix^culiju*  waxy  or  grctisy  skin  of  malig- 
nant growth  and  pernicious  anaemia. 

In  the  diagnosis  of  malignant  growth  the  blood  may  give  considerable 
information  and  aid  us  in  separating  this  condition  from  |>eruicious  anaemia, 
which  resembles  it  very  closely  in  some  of  its  objective  symptoms.  Malig- 
nant growth  is  characterized  by  a  marketl  decrease  in  the  amount  of  lurmrw 
globin  and  in  the  haemoglobin  index,  a  condition  the  reverse  of  that  in  jH*r- 
nicious  amemia.  When  the  case  is  far  advanceil  there  is  usually  a  duni- 
nution  in  the  numl>er  of  red  cells,  but  this  tliminution  is  only  mo<leratein 
early  cases.  Leukoc\iosis  is  usually  present  in  mo<lerate  degi*t*e,  a\ « 
perhaps,  20,(XX)  to  25,(K)0,  and  it  is  much  more  marked  if  nuf 
hemorrhage,  ulceration,  or  septic  infection  occur.  The  increase  in  white 
cells  is  chiefly  in  the  polymorphonuclear  neutrophiles.  It  is  a  noteworthy 
point  that  these  cells  may  be  relatively  increased  without  a  distinct  leukf>- 
cytosis  being  present.  Normoi)lasts  and  myelocytes  are  sometimes  found  in 
limital  numbers  when  the  disease  is  fur  advanced. 

While  it  is  true  that  in  a  few  cases  of  f)ernicious  anaemia  there  is  a  uiarkeil 
diminution  in  the  quantity  of  hydrochloric  acid,  it  is  rarely  if  ever  so  per- 
sistently absent  as  it  is  in  gastric  carcinoma. 
Another  condition  which  may  give  rise  to  much  difficulty  in  diagnosis  b 
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ulcer  of  the  stomach,  with  thickening  and  induration  around  it.  This  condi- 
tion is  particularly  prone  to  appear  in  the  neighborhood  of  the  pylorus,  and 
it  may  be  impossible  by  palpation  to  differentiate  ulcer  and  induration  from 
acirrhous  cancer.  In  other  words,  every  case  in  which  a  mass  can  be  felt  in 
the  stomach  is  not  one  of  cancer.  In  such  a  case  the  excess  of  hydrochloric 
acid  in  ulcer  and  its  absence  in  cancer  are  valuable  factors  in  diagnosis. 
Then,  too,  ulcer  is  much  more  frequently  present  in  persons  under  forty, 
but  cancer  is  more  common  in  |>ersons  over  forty. 

Inspection  of  the  epigastrium  very  often  gives  most  valuable  information, 
because  it  may  reveal  a  bulging  and  undue  pulsation  due  to  impulse  from  the 
aorta  transmitted  by  the  growth,  or  the  presence  of  a  nodule.  A  deep  breath 
taken  during  inspection  may  reveal  distinct  movements  of  the  mass.  If 
a  Seidlitz  powder  is  taken  in  two  parts,  so  that  the  contents  of  one  paper 
follow  the  other,  the  tumor  can  sometimes  be  seen  to  be  projected  against 
the  abdominal  wall  by  the  distended  viscus.  Palpation  may  reveal  a  mass 
which  usually  presents  an  uneven  surface,  and  this  may  be  distinctly  nodular. 

The  position  of  the  mass  may  be  varied  by  the  pressure  of  food  in  the 
stomach.  If  a  mass  cannot  he  felt,  immersing  the  patient  in  a  hot  bath 
may  relax  the  tense  belly  wall  so  that  the  tumor  may  be  demonstrable* 
Percussion,  if  it  is  carefully  and  gently  performed,  over  the  mass  may  give 
an  impaired  note. 

Additional  signs  on  palpation  consi.st  of  a  hardening  of  the  gastric  walls 
due  to  contraction  of  their  muscular  fibres,  and  if  ihe  patient  is  thin  the  mass 
may  be  so  movable  that  it  may  be  pushed  high  up  under  the  ribs  or  far 
down  towanl  the  pelvis.  The  mobility  is  of  great  diagnostic  value,  for  if 
the  mass  be  due  to  induration  about  an  ulcer  the  gastric  wall  will  nearly 
always  be  glued  to  adjacent  tissues,  and  therefore  be  made  fast.  As  a  rule, 
tumor  at  the  pylorus  is  more  readily  palpated  than  one  at  the  middle  of  the 
stomach,  and  a  growth  at  the  cardia  is  rarely  to  be  felt. 

Auscultation  may  reveal  constant,  direct,  or  reversed  peristalsis  if  the 
growth  obstructs  the  pylorus,  and  all  the  symptoms  of  gastric  dilatation  may 
be  present  if  the  growth  be  so  situated,    {See  Gastric  Dilatation.) 

A  very  useful  and  reliable  method  for  the  purpose  of  determining  the 
presence  of  gastric  cancer  is  the  determination  of  the  character  of  the 
stomach  contents. 

If  the  stomach  contents  are  examined  after  a  test  meal,  there  will  be  an 
almost  complete  or  total  absence  of  liydrochloric  acid  and  an  abnormal 
amount  of  lactic  acid  present.  To  determine  these  facts,  we  resort  to  the 
use  of  a  test  meal  and  certain  chemical  tests,  as  follows: 

Boas'  test  meal  consists  in  the  use  of  an  ordinary  breakfast  roll  weighing 
about  1  ounce,  with  10  ounces  of  water,  or  of  weak  tea,  which  should  contain 
no  milk  or  sugar.  This  is  allowed  to  remain  in  the  stomach  for  one  hour, 
and  then  is  removed  by  the  stomach  tube.  The  quantity  of  fluid  obtained 
should  equal  from  three-fjuarters  of  an  ounce  to  an  ounce  and  a  half.  It  is 
best  to  examine  this  fluid  microscopically,  and  theUt  after  filtering  it,  to 
apply  the  tests  for  hydrochloric  acid  and  the  organic  acids.  The  two  common 
tests  for  free  hydrochloric  acid  are  Giinzburg's  phloroglucin-vanillin  and 
Boas'  resorcin  test,  GUnzburg's  reagent  is  composed  of: 
38 
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Phlorogluoin 

Vanillin 

Alcohol  (absolute) 


gr.  XXX  (2  grams) 
gr.  XV  (I  gram) 

3J(30c.c.) 


Iliis  solution  should  be  carefully  protected  from  the  ligiit  by  being  kept 
in  a  dark  bottle  and  should  be  frequently  prepared,  as  stale  solutions  are 
uncertain.  One  or  two  drops  of  this  reagent  are  placed  in  a  porcelain  dish  or 
capsule,  with  an  equal  quantity  of  the  filtrate  obtained  from  the  gastric  con- 
tents. The  dish  is  then  gently  heated  over  an  alcohol  lamp  or  Bunsen  burner 
to  such  a  degree  that  slow  evaporation  takes  place.  If  free  hydrochloric  acid 
is  present,  a  typical  rose-red  luie  develops  at  the  et\ge  of  the  mixture  where  it 
is  drying  on  the  dish,  or  it  may  be  less  of  a  pink  and  more  of  a  bright  red. 
This  test  is  exceedingly  delicate  and  very  certain* 

Boas'  reagent  depends  upon  the  fact  that  resorcin  produces  a  somewhat ' 
similar  reaction  with  free  hydrochloric  acid.    This  reagent  is  composed  of: 


Resublimed  resorcin 
Cane-sugar  . 
Alcohol  (94  per  cpnt.) 


gr.  Ixxv  (5  grams) 

gr.  xlv  (3  grama) 
|n;ss{100  c.c.) 


4 


A  few  drops  of  this  reagent  are  placed  in  a  porcelain  dish  and  an  equal 
quantity  of  the  stomach  filtrate  added  to  them.  Heat  is  applied  as  in  the 
previous  test,  and  if  the  acid  is  present  a  very  perceptible  red  color  appears 
at  the  edge  of  the  evaporating  mixture. 

Still  another  pfiint  of  diagnostic  importance  is  the  examination  of  the 
stomach  contents  by  the  microscope,  which  may  reveal  blood  cells  and 
portions  of  malignant  growth.     While  it  is  true  that  the  presence  of  blood 
may  be  thie  to  ulcer,  the  associate<J  pieces  of  growth  are,  of  course,  diag*^J 
nostic.  ^H 

Rommelaere  asserts  that  if  a  patient  over  forty  years  of  age  wi'th  chronic  ^* 
gastric  disease  eliminates  less  than  180  grains  of  urea  a  day,  he  has  cancer. 
This  is  prolmbly  too  dogmatic.    A  better  way  of  putting  it  is  to  say  that  when 
a  patient  with   these  symptoms  eliminates  450  grains  a  day  he  has  not 
gastric  cancer. 

It  is  important  to  note  that  a  bacillus  called  the  Oppler-Boas  bacillus  is 
present  in  the  stomach  contents  of  cases  of  gastric  cancer  with  great  con- 
stancy. Indeed,  it  is  present  ninety-nine  times  in  a  hundred.  This  bacillus 
is  a  very  long,  non-motile  organism,  which  lias  the  power  of  converting  sugar 
into  lactic  acid,  and  lactic  acid  is  present  in  large  amount  in  this  disease. 

Prognosis. — The  prognosis  is  only  hopeful  in  inverse  ratio  with  the  size  of 
the  growtht  the  ability  uf  the  surgeon  to  remove  it,  au<!  the  general  state  of 
the  patient.  Even  surgery  can  offer  only  temporary  relief,  for  in  tlie  majority 
of  cases  recidivity  takes  place.  Fenwiek  asserts  that  if  the  potassium  sulpha- 
cyanide  disappears  from  the  saliva,  the  patient  dies  within  a  month. 

Duration. — This  varies  greatly.  In  some  instances  death  comes  in  a  few 
weeks  after  the  disease  is  recognized.  In  others  it  is  deferred  for  months, 
particularly  if  the  growth  be  scirrhous  and  involves  (he  pylorus,  when  a 
gastroenterostomy,  by  relieving  obstruction  and  permitting  nourishment, 
may  prolong  life  for  a  long  period.  My  colleague,  Dr.  Keen,  performed 
gastroenterostomy  in  a  ca.se  under  my  care  in  which  the  growth  was  so  great 
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(hat  excision  was  impossible.  The  patient  was  greatly  emaciated  and  more 
than  sixty  years  of  age,  yet  he  gained  nearly  thirty  pounds  in  sL\  months^  and 
lived  in  comfort  for  two  years  and  a  half  after  the  operation. 

Treatment. — ^The  medicinal  treatment  of  gastric  cancer  consists  first  in  the 
administrationof  anodynes  if  there  is  much  pain.  These  anodynes  may  consist 
of  small  doses  of  morphine  or  codeine  or  cannabis  indica.  ]\luch  of  the  dis- 
tress due  to  so-called  dyspepsia  can  be  relieved  by  the  use  of  5  to  10  drops 
of  dilute  hydrochloric  acid,  with  1  or  2  drachms  of  the  fluid  extract  of  con- 
(lurango,  given  immediately  after  or  witli  each  meal.  If  starchy  foods  are 
taken,  taka-diastase  may  be  use«i. 

The  use  of  a  stomach  tube  for  washing  out  the  stomach  is  usually 
inadvisable,  as  it  may  produce  a  perforation  if  the  growth  is  soft  or  the 
ulceration  deep. 

Should  vomiting  occur  and  blood  be  in  the  vomit,  the  directions  for  the 
treatment  of  htematemesis  in  the  article  on  Gastric  LUcer  should  be  followed. 
Many  patients  with  gjistric  cancer  can  be  much  improved  and  their  lives 
prolonged  by  operation,  but  it  is  essential  that  the  growth  shall  be  limitctl 
to  the  stomach  and  that  it  does  not  involve  neigJjboring  parts.  For  this 
reason  it  is  of  vital  importance  that  the  diagnosis  of  the  disease  shall  be 
made  at  the  earliest  possible  moment.  Indeed,  it  may  be  said  that  every 
patient  who  develops  persistent  gastric  symptoms  after  the  age  of  forty 
should  be  regarded  as  a  possible  case  of  gastric  cancer  until  repeated  studies 
of  the  gastric  contents  have  excluded  this  disease.  In  the  opinion  of  the 
wTiter,  every  case  of  gastric  cancer  in  its  early  stages  should  at  least  be 
subjected  to  exploratory  operation,  since  by  this  means  it  may  be  dis- 
covered tliat  the  diseased  area  may  be  excised.  The  danger  of  exploratory' 
operation,  as  comparetl  to  the  certainty  of  death  if  the  growth  is  not 
interfered   with,  is  not   to   be  considered. 

Kronlein  has  shown  that  the  average  iluration  of  life  after  patients  come 
under  obsen'ation  is  about  nine  months.  If  they  submit  to  operation  it  is 
more  than  twelve  months.  The  duration  of  life  was  greater  in  those  treated 
by  gastrectomy  than  in  those  treated  by  gastroenterostomy. 


HYPERTROPHIC  STENOSIS  OF  THE  PYLORUS. 

Definition. — This  condition,  as  its  name  implies,  is  one  in  which  there  is 
thickening  and  overgrowth  of  the  muscular  hbrt*s  in  the  pyloric  portion  of 
the  stomach,  with  spasm  antl  consequent  obstruction  to  the  free  passage  of 
its  contents  into  the  bowel. 

Overgrowth  of  the  tissues  aI>out  the  pylorus  may  l>e  divide^l  into  three 
types.  In  one  the  gastric  walls  liecome  thickened  by  an  overgrowth  of  con- 
nective tissue,  which  not  only  results  in  an  increased  diameter  of  the  part,  but 
also  in  a  fliminution  of  the  size  of  the  entire  stomach.  A  second  form  has 
been  described  by  French  authors,  wlu<"h  is  associated  with  sclemtic  hyper- 
trophic changes  in  tiic  other  alHlouiiiial  viseeia,  snrh  as  the  liver,  pancreas, 
and  kidneys.  The  third  form  is  that  which  is  known  as  congenital  hyper- 
trophic stenosis,  which  has  no  etiological  relationship  to  tlie  two  forms  just 
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described.    All   three  of  these   forms  are  quite  rare,  the   last  being  most 
fre(jucnt. 

Etiology. — We  have  little  knowledge  of  the  causes  of  hypertrophic  stenosis 
of  the  pylorus.  In  some  instances  it  has  been  thought  that  the  overgrowth 
is  the  result  of  some  congenital  defect,  or,  in  other  words,  that  it  is  a  primary 
Con<lition,  but  in  others  it  has  seemed  to  be  certainly  secondarj'.  It  is' 
probable  that  in  the  hvpertrnphic  stenosis  of  adults  the  underlying  cause  is 
chronic  gastritis,  When  it  occurs  in  adults  hy[>ertrophic  stenosis  is  usually 
a  disease  of  middle  life. 

Morbid  Anatomy. — In  that  form  of  diis  disease  which  arises  in  middle  life 
and  which  develops  as  a  result  of  chronic  gastritis,  notwithstanding  the  non- 
existence of  the  obstruction  at  the  pyloric  opening,  dilatation  of  the  stomach 
as  a  secondary  condition  seems  to  be  rare,  but  this  depends  somewhat  upon 
how  dilTuse  the  overgrowth  of  connective  tissue  happens  to  be.  "When  it  is 
limited  strictly  to  the  pyloric  region,  dilatation  ensues  l)ecause  of  the  obstruc- 
tion. When  it  is  more  diffuse,  the  stomach  may  be  diniinishe<I  in  size.  Very 
rarely  does  the  overgrowth  of  connective  tissue  develop  to  such  an  extent  as 
to  make  it  possible  to  discover  any  mass  by  careful  palpation. 

When  the  condition  is  due  to  some  congenital  defect,  the  pathological  con- 
dition is  somewhat  different.  Tt  is  found  that  the  organ  is  larger  than  normal 
and  that  its  walls  are  thickened  by  overgrowth  of  its  muscular  fibres.  At  the 
pylorus  these  muscular  fibres  have  un<lergone  great  hy|>ertrophY,  so  thut 
this  part  of  the  stomach  feels  like  a  solid  mass  between  the  fingers,  and  on 
section  it  is  fouiul  to  l>e  dense  and  firm,  the  mucous  membrane  lining  the 
part  being  thrown  into  folds  which  lie  in  the  direction  of  tlie  long  axis  of  the 
organ.  Sometimes  one  of  these  folds  is  so  much  larger  than  others  that  it 
aids  in  producing  obstruction  and  seems  to  form  a  large  part  of  tlie  over- 
growth. Moynihan  has  well  said  that  such  a  stomach  may  appear  and  feel 
much  like  the  bladder  and  prostate  when  they  have  bc*en  removed  by  <lissec- 
tion.  If  the  duodenum  is  opened,  the  pyloric  orifice  may  resemble  that  of 
the  cervix  uteri  when  it  is  seen  through  the  vagina.  The  thickening  of  the 
muscular  fibre  is  not  always  limitetl  to  the  pyloric  area,  but  sometimes 
extends  into  the  duodenum.  The  longitudinal  muscular  layers  are  not 
greatly  increase<l  in  size,  and,  although  there  is  a  general  hypertrophy  of  the 
muscular  element  throughout  tlie  entire  organ,  it  is  often  so  slight  at  the 
canliac  end  of  the  stomach  that  tt  is  scarcely  noticeable. 

SymptomB.^The  symptoms  of  stenosis  of  the  pylorus  in  adults  consist  in  a 
sensation  of  fuhwsSj  pressure,  and  pain  in  the  stomach.  There  are  also  evi- 
dences of  motor  insufficiency,  and  when  the  obstruction  to  the  pylorus 
becomes  marked,  vomiiiyig  may  come  on  to  relieve  the  stomach  of  materials 
which  cannot  escape  into  the  intestine.  So.  too,  the  patient  may  lose  flc^h 
as  the  result  of  interference  with  the  digestion  and  with  the  retention  of 
proper  quantities  of  food.  The  hydrochloric  acid  of  the  gastric  contents  is 
usually  diminished,  probably  because  of  the  chronic  gastritis  which  precedes 
the  disease. 

Diagnosis. — It  may  be  exceedingly  difficult  to  differentiate  hypertrophic 
stenosis  of  the  pylorus  in  an  adult  from  gastric  cancer  occurring  in  tliis  por- 
tion of  the  stomach.    In  the  article  on  Gastric  Cancer  it  was  pointed  out  that 
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many  of  these  patients  ^ve  a  history  of  perfect  digestion  and  no  gastric  dis- 
tress until  the  cancer  develops;  but  in  hypertrophic  stenosis  there  is  usually  a 
history  of  many  years  of  discomfort,  with  a  constant  endeavor  to  find  food 
which  would  not  cause  indigestion.  The  absence  of  cachexia,  although  the 
patient  may  be  aneemic,  also  points  toward  hypertrophic  stenosis.  On  the 
other  handy  if  the  liver  or  gall-bladder  seems  to  be  affected,  the  condition  is 
almost  certainly  carcinomatous.  In  some  instances  it  is  impossible  to  make 
a  differential  diagnosis  without  operation,  and  even  then  it  may  require  a 
microscopic  examination  to  determine  that  the  thickening  is  not  malignant. 
So  far  as  probabilities  are  concerned,  it  may  be  stated  that  the  presence  of 
obstruction  at  the  pylorus  in  a  person  at  or  past  middle  life  is  very  much 
more  likely  to  be  carcinoma  than  hypertrophic  stenosis,  since  the  former 
condition  is  quite  common  and  the  latter  condition  is  very  rare- 
Difficulty  may  also  be  experienced  in  differentiating  hypertrophic  stenosis 
from  cicatricial  contraction  due  to  the  remains  of  an  old  gastric  ulcer.  The 
physical  signs  and  symptoms  present  at  the  moment  of  examination  may 
give  us  no  information,  but  the  past  history  of  the  case  may  aid  us  materially. 
Thus,  when  gastric  ulcer  has  been  present,  there  may  be  a  history  of  hemor- 
rhage and  severe  pain,  which  is  absent  in  cases  of  stenosis. 

CoNGENTTAL  PYLORIC  Stenosis. — As  already  stated,  the  condition  of 
pyloric  stenosis,  when  not  due  to  ulcer  or  cancer,  is  met  with  in  the  majority 
of  cases  in  very  young  children,  and  in  such  is  undoubtedly  congenital.  In 
such  instances  the  child  is  born  apparently  healthy,  and  after  two  or  three 
days,  or  several  weeks,  of  life  is  seized  with  svdden  and  persistent  vomitivg, 
for  which  no  errors  in  diet  can  be  held  responsible.  The  vomiting  is  often 
forcible  and  gives  the  child  relief  for  the  time  being  until  more  food  is  taken, 
when  it  recurs.  The  time  during  which  the  food  is  retained  varies  from  a 
few  minutes  to  several  hours,  and  in  some  instances  the  mere  act  of  swal- 
lowing seems  to  reflexly  produce  the  motions  of  vomiting.  In  some 
instances  the  vomiting  is  sufficiently  prolonged  to  empty  the  stomach  thor- 
oughly; in  others  a  considerable  quantity  of  food  may  be  retained.  It  is  a 
noteworthy  fact  that  even  if  the  vomiting  is  severe,  bile  is  never  present  in 
the  ejected  material,  because  the  closed  pylorus  prevents  it  from  being  drawn 
from  the  duodenum.  The  result  of  the  ejection  of  the  food  almost  as  soon 
as  it  is  swallowed,  combined  with  the  deficient  digestive  function  of  the 
stomach  which  is  nearly  always  present,  is  rapid  emaciation,  exhatistion,  and 
death.  Sometimes  a  |>eriod  of  semi-consciousness  ensues,  and  occasionally 
the  child  is  seized  with  a  convulsive  attack. 
The  duration  of  life  varies  from  four  to  five  weeks  to  six  months. 
As  the  disease  progresses  and  emaciation  becomes  marked,  it  may  be 
possible  to  see  the  outline  of  the  stomach  in  its  forcible  contractions  if  the 
abdomen  is  carefully  examined  in  a  good  light.  If  deep  palpation  can  be 
practised,  the  thickened  pyloric  portion  of  the  stomach  can  be  felt  forming 
a  distinct  contrast  to  the  empty  and  collapsed  intestines,  which  are  pre- 
vented from  containing  their  usual  food  and  liquid  by  the  obstruction  at  the 
pylorus.     (See  Fig.  82.) 

The  points  which  are  strongly  in  favor  of  hypertrophic  stenosis  of  the 
pylorus  in  infancy  are  the  causeless  and  persistent  vomiting,  the  absence  of 
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bile  from  the  vomit,  the  constipation,  the  presence  of  a  tumor  in  the  pyloric 
area^  the  collapsed  intestines  and  distended  stomach,  and  the  fact  that  gas- 
tric digestion  is  almost  completely  arrested,  and,  finally,  tiiat  these  symp- 
toms are  present  in  a  yoimg  child. 

Prognosis. — The  prognosis  in  hypertrophic  stenosis  is  unfavorable  as  to 
recovery,  and  it  may  be  unfavorable  as  to  life  if  the  obstruction  is  very  great. 
A  very  few  cases  are  on  record  in  which  recovery  without  operation  has 
occurred. 

Treatment. — Tlie  treatment  consists  in  the  use  of  lavaiije  and  in  feeding 
through  a  rubber  tube,  so  that  the  movements  of  swallowing  are  not  neces- 
sary. In  some  cases  it  may  be  possible  to  prevent  the  vomiting  by  gently 
washing  out  the  stomach  before  each  feeding.  When  this  measure  fails, 
or  if  the  symptoms  are  exceedingly  severe,  operative  procedure  must  be 
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resorted  to  l>efore  the  child  is  sufficiently  exhausterl  (o  contraindicate  the 
operation.  The  operation  should  either  be  pyloroplasty  or  gastroentero*-^ 
tomy.  Moynihan  states  that  anterior  gastroenterostomy  has  been  performed 
9  times,  with  5  recoveries  and  4  deaths^  but  1  of  these  deaths  was  due 
to  acute  obstruction  caused  by  a  Murphy  button.  Loreta's  operation  of 
pylorodiosis  has  been  performed  9  times,  with  7  recoveries. 


HOUR-GLASS  STOMAOH. 


Definition. — Hour-glass  stomach,  sometimes  called  "bilocular  stomach/* 
or  "Saiuiuhrmagen,"  is  a  condition  in  wliich  the  stomach  is  diWded  into  two 
parts  by  a  contraction  which  may  exist  anywhere  between  the  cardiac  and 
pyloric  orifices.  Very  rarely,  indeed,  a  trilocular  condition  may  be  present, 
and,  still  more  rarely,  a  quadrilocular  state  may  exist. 
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Etiology. — Hour-glass  stomach  may  be  congenital  or  acquired.  There  is 
some  difference  of  opinion  as  to  the  relative  frequency  of  tliese  two  forms  of 
the  condition.  Some  authors  have  maintained  that  all  cases  are  acquired, 
while  others  assert  that  the  congenital  cases  are  more  common.  Fenwick 
says  that  about  45  per  cent,  of  the  cases  which  have  been  so  far  recorded 
showed  no  sign  of  either  ulcer  or  scar  in  the  stomach,  or  if  an  ulcer  or  scar 
were  present  it  was  manifest  that  it  was  more  recent  thau  the  stricture  itself; 
and  again  he  states  that  only  1  case  of  the  acquired  type  has  l)een  found  in 
the  T,ondon  Hospital  in  forty  years,  whereas  several  instances  of  the  con- 
genital type  were  met  with  during  the  same  period  of  time.  To  those  who 
believe  in  the  congenital  origin  of  these  cases,  Moynihan  is  strongly  opposed. 
He  states  that  he  has  examined  a  number  of  specimens  and  searched  the 
literature  carefully,  and  can  find  no  instance  in  which  there  is  good  ground 
for  consitlering  the  contraction  as  congenital.  He  therefore  contradicts 
those  who  think  that  tlie  ulcer  is  secondary  to  the  contraction. 

According  to  Moynihan^  there  are  three  causes  of  hour-glass  contraction: 
first,  perigastric  adhesion;  second,  chronic  ulcer;  and  third,  malignant  dis- 
ease. The  perigastric  adhesions  are  most  commonly  tlue  to  ulcer  of  the 
stomach  or  to  a  nearby  infiarnmatory  process  set  up  by  the  presence  of  gall- 
stone. Chronic  ulcer  not  only  produces  perigastric  adhesions,  but  it  may, 
in  healing,  cause  much  contraction  and  thickening  of  the  stomach,  so  that  its 
wall  becomes  puckered  and  its  calibre  decreased.  Associated  with  this 
contraction,  due  to  the  formation  of  scar  tissue,  there  is  also  a  certain  amount 
of  muscular  spasm,  the  circular  muscular  fil>res  contracting  in  such  a  way  as 
to  resemble  a  sphincter  muscle.  This  spasmodic  contraction  accounts  for  the 
paroxysms  of  discomfort  from  which  the  patient  occasionally  suffers. 

Pathology  and  Morbid  Anatomy. — On  examining  a  stomach  for  the  seat  of 
hour-glass  contraction,  two  sets  of  thickened  muscular  fibres,  which  cross  one 
another,  may  sometimes  be  seen.  These  bundles  are  usually  one-half  inch 
or  more  in  width,  and  cross  one  another  at  the  pc»int  of  contraction,  and  it  is 
the  shortening  of  these  muscular  fibres  which  produces  the  deformity.  Hiat 
this  is  not  the  cause  in  most  instances,  however,  is  shown  by  the  fact  that 
these  muscular  fibres  are  frequently  absent,  or,  at  least,  are  not  abnormally 
developed.  When  the  constriction  is  due  to  the  formation  of  a  cicatrix 
the  narrowed  band  forming  the  dividing  septum  between  the  two  pouches 
is  composed  of  fibrous  tissue;  this  may  be  puckered,  indicating  that  it  has 
follow^ed  an  ulcer. 

Symptoms. — The  symptoms  of  hour-glass  contractions  of  the  stomach  are 
by  no  means  definite.  There  are,  however,  certain  physical  signs  which  can 
be  elicited  in  some  cases  which  are  of  great  imp>ortance.  These  methods  are 
well  described  by  Moynihan  in  the  following  words: 

"1.  If  the  stomach  tube  be  passed  and  the  stomach  washed  out  with  a 
known  quantity  of  fluid,  the  loss  of  a  certain  quantity  will  be  observed  when 
the  return  fluid  is  measured.  Thus,  if  30  ounces  be  used,  only  24  ounces  can 
be  made  to  return.  Woelfler,  who  called  attention  to  this  sign,  said  that  some 
fluid  seemed  to  disappear  'as  though  it  had  flowed  through  a  large  hole' — as, 
indeed,  it  has,  in  passing  from  the  cardiac  to  the  pyloric  pouch  (Woelfler's 
'first  sign'). 
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"  2.  If  the  stomach  be  washed  out  until  the  fluid  returns  clear,  a  sudden  rush 
of  foul,  evil-smelling  fluid  may  occur;  or  if  the  stomach  be  washed  clean,  the 
tube  withdrawn  and  passed  again  in  a  few  minutes,  several  ounces  of  dirtj, 
offensive  fluid  may  escape.  The  fluid  has  regurgitated  through  the  connect- 
ing channel  between  the  pyloric  and  cardiac  pouches  (VVoelfler's  'second 
sign'). 

"3.  Paradoxical  dilatation.  If  the  stomach  be  palpated  and  asuccussion 
splash  obtained,  the  stomach  tube  passed,  and  the  stomach  apparently 
emptied,  palpation  will  still  elicit  a  distinct  splashing  sound.  This  is  due  to 
the  fact  that  only  the  cardiac  pouch  is  drained;  the  contents  of  the  pyloric 
pouch  remain  undisturbed  and  cause  the  splashing  sound  on  palpation.  For 
thisphenomenonJaworski  has  suggested  the  appropriate  name  of 'paradoxical 
dilatation.'  Jahoulay  has  pointed  out  that  if  the  cardiac  loculus  be  filUxl  with 
water,  a  splashing  sound  can  still  be  obtained  by  palpation  over  the  pyloric 
pouch.  The  sign  of  paradoxical  dilatation  is  best  elicited  after  washing  out 
the  stomach  in  the  ordinary  manner.  When  the  abdomen  is  examined  at  the 
completion  of  the  washing,  and  when  the  stomach  has  been  apparently 
drained  quite  dry,  a  splashing  sound  is  readily  obtained,  for  some  of  the 
fluid  used  has  escaped  into  the  pyloric  pouch  through  the  connecting  channel. 

"4.  Von  Eiselsberg  observed  in  one  of  his  cases  that  on  distending  the 
stomach  a  bulging  of  the  left  side  of  the  epigastrium  was  produced;  after  a 
few  moments  this  gradually  subsidtnl,  and  concomitantly  there  was  a  gradual 
filling  up  and  bulging  of  the  right  side. 

"5.  Von  Eiselsberg  also  called  attention  to  the  bubbling,  forcing,  'sizzling' 
sound  which  can  be  heartl  when  the  stethoscope  is  applied  over  the  stomach 
after  distention  with  CO^.  If  the  two  halves  of  a  Seidlitz  powder  are  sepa- 
rately given  and  the  stomach  be  normal  or  dilated,  nO  loud  sound  is  heard 
anywhere  except  at  the  pylorus;  if  a  constriction  is  present  in  the  stomach, 
a  loud,  forcible,  gushing  sr>un<l  can  be  easily  distinguished  at  a  point  two 
inches  or  three  Inches  to  the  loft  t)f  the  middle  line. 

"G,  I  (Moynihaii)  first  called  attention,  two  years  ago,  to  a  sign  which  I 
have  since  found  of  great  ser\'ice  in  establishing  a  diagnosis  of  hour-glass 
stomach.  The  alxlomen  is  carefully  examined  and  the  stomach  resonance  is 
percussed.  A  Seidlitz  powder,  in  two  halves,  is  then  administered.  On 
percussing,  after  about  twenty  or  thirty  seconds,  an  enormous  increase  in  the 
resonance  of  the  upper  part  of  the  stomach  can  be  found,  while  the  lower 
part  remains  unalteivd.  If  the  pyloric  pouch  can  be  felt,  or  is  seen  to  be 
clearly  demarcated,  the  diagnosis  is  inevitable,  for  the  increase  in  resonance 
must  be  in  a  distended  cardiac  segment.  If  the  abdomen  be  watched  for  a 
few  minutes  the  pyloric  pouch  may  sometimes  be  seen  grmlually  to  fill  and 
become  prominent. 

"7.  Schmidt-Monard  and  Eichhorst  have  both  seen  a  distinct  sulcus 
between  the  two  pouches  Inflated  with  CO,.  In  one  case  the  two 
pouches,  with  a  hard — as  I  thought  malignant — mass  between  them,  could 
readily  be  seen.  Wlien  both  pouches  were  distended  with  CO,,  alternate 
pressure  upon  them  showed  unmistakably  that  they  communicated  through 
a  very  narrow  orifice,  for  the  one  could  be  emptied  slowly  into  the  other,  and 
the  fluid  could  be  felt  to  ripple  gently  through.    The  diagnosis  in  such  a  caa 
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is  simplicity  itself.    In  another  case  a  distinct  notch  was  seen  at  the  lower 
border  of  the  inflated  stomach. 

"8.  Ewald  has  called  attention  to  two  signs  which  he  considers  of  value  in 
establishing  a  diagnosis.  When  the  stomach  is  filled  with  water  and  exam- 
ined by  gastrodiaphany,  the  transillumination  is  seen  only  in  the  cardiac 
pouch;  the  pyloric  pouch  remains  dark. 

"9,  The  deglutable  India-rubber  bag  of  Tiirck  and  Hemmeter  is  passed 
and  distended.  The  bulging  caused  thereby  is  limited  to  the  cardiac  pouch, 
which  lies  to  the  left  of  the  middle  line. 

**The  two  aids  to  diagnosis  of  greatest  value  are,  it  will  be  seen,  the  wash- 
ing out  of  the  stomach  and  its  inflation  with  gas  by  the  administration  of  a 
Seidlitz  powder  in  two  portions.  The  fluid  used  for  the  washing  must  be 
carefully  measured  before  being  used;  the  tube  is  then  passed  and  the 
stomach  emptied,  the  contents  set  aside  in  a  separate  dish,  and  the  wash- 
ing commenced.  All  the  fluid  now  returning  is  collected  in  a  separate 
vessel  and  carefully  measured.  The  two  signs  of  Ewald  are  of  little 
importance;  a  correct  diagnosis  can  always  be  made  without  them." 

Treatment. — ^The  only  treatment  for  hour-glass  contraction  which  can 
afford  any  relief  is  operative.  Thus,  a  gastroenterostomy  may  be  done 
from  both  pouches,  or  gastroplasty  or  pyloroplasty  may  be  necessary.  For 
these  operations  the  reader  is  referred  to  books  on  surgery. 


QASTRIO  KEUBOSES. 

At  the  present  time  several  states  of  the  stomach  are  known  to  exist  which 
depend  upon  an  altered  or  perverted  nerve  supply,  and  are  not  connected 
"With  any  pathological  lesion  which  our  methods  of  examination  can  detect. 
Gastric  neuroses  are  not  conmionly  met  with  as  conditions  independent  of 
true  lesions,  and  the  physician  must  not  rest  satisfied  with  a  diagnosis  of 
gastric  neurosis  until  he  has  exhausted  every  possible  means  of  discovering 
an  actual  morbid  change.    In  some  instances  the  nervous  affection  of  the 
stomach  is  a  manifestation  of  disease  of  the  central  nenous  system ;  in  others 
it  is  a  sign  of  perverted  nervous  function  due  to  neurasthenia  or  nervous  ex- 
haustion, and  in  still  other  cases  it  may  be  dependent  upon  growths  which, 
being  situated  in  adjacent  tissues,  press  upon  the  gastric  nerves  and  so  cause 
pfun  or  spasm.    Finally,  it  is  to  be  remembered  that  even  if  the  physician  can 
discover  no  sign  of  gastric  lesion,  this  does  not  justify  a  diagnosis  of  gastric 
neurosis,  because  it  not  rarely  happens  that  disease  elsewhere  causes  pain 
which  is  incorrectly  referred  by  the  patient  to  the  region  of  the  stomach. 
Thus,  a  child  with  pericarditis  or  appendicitis  may  complain  bitterly  of 
epigastric  pain. 

True  gastric  neuroses  may  be  divided  for  study  into  three  classes,  viz., 
disorders  of  mobility^  disorders  of  sensation^  and  disorders  of  secretion,  and 
these  in  turn  are  divisible  into  states  of  excitation  and  depression. 

Cardiospasm,  or  cramp  of  the  muscular  fibres  in  the  cardiac  end  of  the 
stomach,  is  a  result,  as  a  rule,  of  irritation  of  the  gastric  mucous  mem- 
brane by  superacid  secretion.    Occasionally  it  may  develop  as  the  result 
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of  distention  of  the  stomach  by  gas,  and  in  some  instances  no  direct  cause 
for  its  existence  can  be  discovered  save  that  a  state  of  nenous  unrest  and 
instability  is  present.  Cramp  of  the  cardia  appears  in  an  acute  and  fleeting 
fonn,  and  as  a  chronic  condition  which  causes  great  distress  and  may  l>e 
seriouSj  in  that  it  exhausts  the  patient.  In  the  former  cases  pain  and  spasm 
seize  the  patient  and  then  pass  away.  In  the  latter  it  often  happens  that  the 
patient  has  difficulty  in  swallowing  and  expresses  the  feeling  that  the  food 
cannot  enter  the  stomach,  but  remains  in  the  oesophagus.  If  the  taking  of 
food  is  persisted  in,  it  speedily  accumulates  in  the  oesophagus,  and  when 
this  tube  is  distended  the  patient  regurgitates  the  food  undigested  and 
devoid  of  gastric  juice,  for  it  has  never  entered  the  stomach.  The  emaciation 
which  follows  this  inability  to  take  food  may  lead  to  the  belief  that  a  gastric 
carcinoma  is  present,  particularly  if  the  patient  is  advanced  in  years.  When 
chronic  cardiospasm  lasts  for  a  long  time,  dilatation  of  the  cesopbagus  may 
develop,  and  even  a  diverticulum  may  be  formed. 

Treatment. — The  treatment  consists  in  the  use  of  remedies  designed  to 
prevent  and  coimteract  excessive  gastric  acidity^  the  avoidance  of  all  irritat- 
ing or  stimulating  forms  of  food  and  drink,  the  use  of  lavage  if  there  is  any 
evidence  of  chronic  gastric  catarrh  or  of  fermentation  in  the  stomach,  and  in  . 
feeding  through  a  stomach  tube  if  there  is  any  difficulty  in  giving  the  patieiflH 
a  proper  amount  of  nourishment.  Boas  states  that  in  some  cases  solids  ai^H 
taken  more  readily  than  liquids.  Sedatives,  such  as  chloretone,  the  bromides 
and  chloral,  may  be  used.  Sometimes  galvanic  electricity  gives  relief,  using 
for  its  application  an  intragastric  electrode.  In  some  instances  the  daily 
pjissa^e  of  a  large-sized  gastric  or  ccsophageal  bougie  produces  a  cure. 

Pylorospasm. — Pylorospasm  is  nearly  always  secondary  to  lesions  el 
where,  although  a  primary  spasm  may  occur.    In  pylorospasm  a  contracti< 
wave  may  be  seen  in  a  thin  patient  endeavoring  to  urge  the  gastric  contend 
through  the  closed  pyloric  orifice,  and  if  the  spasm  is  persistent  the  stoma 
contents  will  not  only  be  retained,  as  in  gastric  dilatation,  but  they  may 
undergo  fermentative  changes  as  well,  so  that  symptoms  of  chronic  gastric 
catarrh  or  dilatation  may  be  present.     In  other  cases  a  reversed  peristalsis 
is  set  up  and  vomiting  comes  on,  so  that  symptoms  like  those  of  hypertrophic 
pyloric  stenosis  ensue.    The  treatment  is  identical  with  that  of  cardiospasm. 

Gastric  Hyperperistalsis,  called  by  Kussmaul  **  peristaltic  unrest,"  is  a 
condition  in  whicli  the  stomach  almost  incessantly  continues  to  maintain 
peristaltic  movement.  As  a  rule,  it  is  most  active  after  meals,  but  it  may  be 
present  when  the  stomach  is  empty,  and  even  persist  at  night  during  absolute 
rest.  Although  marked  pain  is  usually  not  present,  the  incessant  movement  of 
the  stomach  causes  restlessness  anrl  gastric  discomfort.  Often  the  wave-like 
movements  of  the  stomach  can  he  felt  through  the  abdominal  wall,  and  tlieir 
progress  is  from  left  to  right.  These  undulatory  movements  are  not  demon- 
strable, as  a  rule,  unless  some  gastric  dilatation  is  present  and  the  l>elly  wall 
fairly  thin.  Three  causes  are  recognized,  viz.,  excessive  acidity  producing 
irritation,  great  reflex  excitability,  and,  most  important  of  all,  stenosis  of  the 
pylorus,  which  obstructs  the  flow  from  the  stomach. 

Treatment. — The  treatment  consists  in  the  use  of  sedatives,  such  as  the 
bromides,  chloral,  codeine,  and  hyoscyamus,  and  in  the  use  of  counter- 
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irritation  over  the  epigastrium.  Not  rarely  an  absolute  rest  cure,  with  rectal 
feeding  for  a  week,  may  be  needful  to  cause  gastric  quiet.  Causes  which 
produce  nervous  exhaustion  and  undigestible  foods  are  to  be  forbidden  and 
hydrotherapeutic  measures  should  be  instituted. 

Merycismus. — Merycismus  is  a  neurotic  condition  in  which  the  patient 
ha^s  the  ability  at  will  to  regurgitate  the  food  from  the  stomach  into  the  mouth 
for  the  purpose  of  rechewing  it,  as  is  done  by  ruminants.  It  is  usually  met 
with  in  neurotic  degenerates. 

Nervous  Eructation. — Nervous  eructation  is  not  a  veryrare  affection.  The 
patient  is  usually  very  nervous  and  will  often  sit  for  hours  ''rifting  up*'  gas, 
which,  in  many  cases,  Is  really  swulU>wed  air.  In  other  cases  the  movements 
of  eructation  are  performed  without  any  gas  being  brought  up.  This  condi- 
tion is  commonly  seen  in  hysteria.  It  is  best  treated  by  the  rest-cure  and 
the  administration  of  tonics  or  nervous  sedatives,  such  as  the  bromides, 
spirit  of  chloroform,  asafrjctida,  or  rhioretone. 

Closely  relate*!  to  nervous  cructaiion  is  nervous  vomiting. 
Hypersesthesia. — Among  the  sensory  disorders  of  the  stomach  is  hyper' 
cesthcsia,  in  which  the  taking  of  food  causes  great  gastric  distress,  so  that  the 
patient  refuses  to  eat  enough  to  maintain  nutrition.  In  hysterical  cases  the 
patient  may  be  able  to  eat  what  she  wishes,  yet  has  pain  when  other 
articles  of  food  are  given  to  her. 

Tliis  condition  is  to  be  separated  from  the  hjperiesthesia  due  to  gastric 
ulcer,  since  it  sometimes  develops  when  this  lesion  is  not  present.     Some- 
times it  seems  to  arise  from  the  abuse  of  alcohol,  coffee,  ice,  or  certain  drugs, 
such  as  quinine  and  the  salicylates,  or  tobacco.    In  other  instances  it  arises 
from  nervous  exhaustion  due  to  sexual  excess,  great  mental  strain,  pro- 
longed lactation,  or  raenorrliagia.    So,  too,  it  may  develop  in  the  course  of 
chlorosis,  and   while  in  the  majority  of  instances  this  condition  in  chlorosis 
points  to  ulcer,  the  possibility  of  no  ulcer  being  present  must  be  considered^ 
in  view  of  our  knowledge  of  the  existence  of  this  state. 

Symptoms. — The  symptoms  consist  in  a  sense  of  fulness  and  distention  of 
"tLhe  stomach,  particularly  in  the  neighborhood  of  the  cardia,  with  some  aching 
C3r  burningt  which  extends  upward  under  the  ribs.  Const ipai inn  is  usually 
JDresent.  As  the  condition  advances  the  disagreeable  sensations  in  the 
stomach  become  so  severe  as  to  amount  to  pain^  and  the  taking  of  food  usually 
greatly  increases  the  suffering.  Wlien  fully  developed  the  patient  often 
suffers  from  vomiling,  which  may  occur  after  every  meal.  In  ulcer,  vomit- 
ing usually  gives  temporary  relief,  but  in  hypera'Sthesia  of  the  stomach  it 
cloes  not.  If  the  disease  persists,  there  is  emaciation  due  to  the  pain  and 
constant  vomiting.  The  skin  over  the  epigastrium  is  usually  hyper  test  hetic, 
SkTid  the  tenderness  on  deep  palpation  is  diffuse  and  not  localized  as  in  ulcer. 
An  examination  of  the  gastric  contents  usually  rei'eals  a  normal  acidity,  but 
in  some  cases  the  acidity  may  be  above  or  below  the  normal. 

Oastralgia. — Gastralgia,  gastrodynia,  or  gastric  neuralgia,  may  be  a  cause 
of  much  severe  suffering,  for  the  patient  may  be  seized  by  a  paroxysm  oj 
pom  which  seems  as  violent  as  a  renal  or  hepatic  colic.  This  pain  is  felt  not 
only  in  the  epigastrium,  but  along  the  etiges  of  the  floating  ribs  to  the  spine, 
and  it  often  recurs  with  a  peculiar  periodicity.    It  is  not  rare  in  hysteria  and 
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neurasthenia.  The  gastric  crises  of  locomotor  ataxia,  the  pain  of  ulcer, 
and  that  caused  by  gas  must  be  carefully  excluded  before  a  diagnosb  of 
gastralgia  is  reached;  indeed,  a  diagnosis  of  simple  gastraigia  should  always 
be  looked  upon  with  suspicion,  because  gastric  pain  is  so  commonly  due  to 
some  organic  cause.  Unlike  the  pain  of  ulcer,  this  form  is  usually  relieved| 
by  taking  food. 

Bulimia. — A  neurosis  of  the  stomacli  characterized  by  excessive  hung 
and  the  ingestion  of  great  quantities  of  food  to  alleviate  the  discomfort 
called  *' Bulimia."     It  is  usually  met  with  in  cases  of  hysteria,  in  cases  of 
exophthalmic  goitre,  and  in  cerebral  tumor  and  epilepsy. 
Anorexia  Nervosa  is  a  form  of  neurosis  with  persistent  lack  of  appetite- 
Nervous  Disorders  of  Secretion. — A  form  of  nervous  disorder  of  secre- 
tion consists  in   hypersecretion  of  gastric   juice,  producing  the  ordinary^ 
symptoms  due  to  acid  stomach.    It  is  often  met  with  in  chlorotic  girls,  an4^| 
13  usually  associated  with  constipation.     The  excessive  secretion  may  oocu^^ 
in  paroxysms  or  be  continuous. 


The  antithesis  of  this  state  is  that  in  which  there  is  an  absence  of  secretion^B 
sometimes  called  acht/lia-gastrica  nervosa.    This  state  of  absence  of  HCl  is^^" 
of  course,  common  in  gastric  cancer,  and  it  arises  also  from  atrophy  of  the 
gastric  tubules,  but  there  are  instances  in  which,  apparently  because  of  dia 
ordered  nerve  supply,  there  is  absence  of  secretion  for  weeks,  months,  or  ev< 
years,  yet  finally  it  is  perfectly  re-eiitablished. 

Treatment. — The  treatment  of  these  disorders  of  sensation  consists  in  th 
institution  of  a  rest  cure  for  the  rehabilitation  of  the  patient's  nervous  tone 
in  the  use  of  hydrothcrapeutic  measures  and  electricity  designed  to  bring" 
about  the  same  result,  and  in  the  prescription  of  a  mode  of  life  which  will^ 
avoid  nervous  worry  and  strain,  provide  a  sufficient  number  of  hours  of  sleej 
and  outH:loor  exercise,  and  prevent  the  ingestion  of  articles  of  food  which  ar 
difficult  to  digest  or  irritating  to  the  stomach.     For  the  prevention  or  relief 
of  painful  or  disagreeable  sensations,  a  number  of  remedies  may  be  employed. 
Not  infrequently  a  dose  of  a  drachm  of  spirit  of  chloroform  and  a  drachm  Q^^ 
compound  spirit  of  lavender  in  a  little  water  will  dispel  gas  and  distentioi^| 
and  act  as  a  sedative  to  the  stomach.     In  other  instances  ^  to  1  grain  o^^ 
menthol  may  be  given  in  capsule  or  pill.    In  still  others  one  of  the  coal-t-ar 
products,  as  antipyrin,  acetanilid,  or  |»lienacetin,  may  he  used,  and  in  some 
instances  much  relief  will  be  obtained  by  the  use  of  chloretone  in  capsule  ' 
tablet  in  3  to  5  grain  doses.     Where  there  is  a  distinct  hysterical  elemer 
and  it  is  considered  desirable  to  exercise  a  mental  influence,  the  stomach  tul 
may  be  passes]  once  or  twice  a  day.    If  an  excessive  secretion  of  hydrochloric 
acid  is  present,  associated  with  much  nervousness,  tlie  bromides  may  be 
employed,  or  nitrate  of  silver  and  hyoscyamus  may  be  used. 


HEMORRHAGE  FROM  THE  STOMACH. 


Hemorrhage  into  the  stomach  is  called  gastrorrhagia,  and  when  the  bic 
IS  vomiteil  the  condition  is  one  of  JuEmcUeniesis,    It  may  result  from  rupture 
of  dilated  gastric  and  oesophageal  veins,  from  ulcer  of  the  stomach,  froa 
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cancer  of  the  stomach,  and  from  dilatation  of  the  gastric  veins  in  chronic 
gastric  catarrh.  It  has  also  been  known  to  follow  severe  injuries  over  the 
epigastrium.  Occasionally  the  vomiting  of  blood  has  been  due  to  an  aneurysm 
which  has  perforated  the  oesophagus  and  then  drained  into  the  stomach. 
The  physician  must  also  remember  that  malingerers  sometimes  swallow 
blood  for  the  purpose  of  deceiving  their  attendants.  Sometimes  "  coffee- 
ground  vomit,"  due  to  the  presence  of  altered  blood,  is  met  with  in  cases  of 
gastric  cancer,  in  certain  forms  of  purpura,  in  hsemophilia,  and  in  persons 
suffering  from  such  poisons  as  phosphorus  and  carbolic  acid.  Occasionally, 
too,  in  cases  of  exceedingly  severe  infectious  disease,  such  as  yellow  fever 
and  smallpox,  vomiting  of  coffee-ground  material  occurs.  By  far  the  most 
frequent  causes  of  bloody  vomiting,  however,  are  cirrhosis  of  the  liver,  ulcer, 
and  cancer  of  the  stomach.  When  due  to  cirrhosis  it  is  usually  met  with  in 
males,  and  when  due  to  ulcer  it  most  commonly  occurs  in  females. 

Preble  has  made  a  most  complete  statistical  study  of  gastrointestinal 
hemorrhage  in  hepatic  cirrhosis,  and  finds  that  the  great  majority  of  cases 
occur  in  the  atrophic  form,  although  occasionally  hemorrhage  takes  place 
in  hypertrophic  cirrhosis.  In  one-third  of  the  cases  the  first  hemorrhage 
is  fatal;  wlule  in  the  other  two-thirds  the  hemorrhage  occurs  at  intervals 
varying  from  a  few  years  to  several  years,  the  longest  duration  being  over  a 
period  of  eleven  years. 

In  some  instances  it  is  possible  to  make  the  diagnosis  of  hepatic  cirrhosis, 

but  in  other  instances  the  change  in  the  size  of  the  liver  is  so  slow  that  not 

for  months  after  the  hemorrhage  occurs  is  this  organ  found  to  be  smaller  than 

normal.    In  80  per  cent,  of  the  cases,  according  to  Preble,  there  are  varices  in 

•Ae  oesophagus,  and  in  more  than  one-half  of  these  there  are  evidences  of 

-their    rupture   (Fig.    83).     It    has   also   been   found    that   fatal    hemor- 

s*hages  may  occur  in  cases  which  do  not  suffer  from  oesophageal  varices. 

"TThese  cases  are  probably  due  to  the  rupture  of  a  large  number  of  capillaries 

mn  the  alimentary  mucous  membrane.    It  is  interesting  to  note  that  in  only 

C  per  cent,  of  the  cases  which  showed  oesophageal  varices  was  the  cirrhosis 

"typical  in  the  sense  that  the  ordinary  symptoms  of  this  condition  were 

jDresent.    Very  profound  hemorrhages  may  come  from  a  very  small  open- 

»  Jig  in  a  bloodvessel,  so  that  at  autopsy  it  may  be  almost  impossible  to 

^i^iscover  the  source  of  the  bleeding. 

Aside  from  the  actual  vomiting  of  blood,  the  symptoms  of  gastric  hemor- 
:»"iage  are  those  of  ordinary  hemorrhage,  namely,  pallor,  faintness,  or 
^:m^ual  syncope,  and  sometimes  death.  The  vomited  blood,  if  it  has  been 
p»oured  out  in  large  quantities,  is  somewhat  venous  in  color  and  filled  with 
cz-lots,  and  if  it  remains  in  the  stomach  any  length  of  time  it  may  become 
fc»:BX>wn  or  granular  in  appearance,  through  the  action  upon  it  of  the  digestive 
t  ^-Mrces.  It  must  always  be  remembered  that  the  quantity  of  blood  vomited 
ci.^3es  not  necessarily  indicate  the  quantity  of  blood  which  has  escaped  from 
E*.  bloodvessel,  as  a  very  large  amount  may  leak  into  the  stomach  before 
^i^«3miting  occurs,  and  the  stomach  in  vomiting  may  not  completely  empty 
i'trself.  Care  must  he  taken  in  determining  that  the  blood  comes  from  the 
^^omach,  and  that  the  red  color  is  really  due  to  blood.  Sometimes  a  bloody 
>lor  of  the  vomit  may  be  due  to  claret  or  the  juice  of  various  berries.    A 
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DiUleii  venules  ia  lowf^r  pvl  of  <xaophACus  due  to  hepitio  eirrbusii.     (Kail  mad  Rumtil«r.) 
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distinction  can  be  made  by  a  microscopic  examination,  by  the  history  of  the 
ingestion  of  certain  articles  of  food,  and,  if  need  be,  by  the  use  of  the  spectro- 
scope and  the  various  tests  which  are  employed  to  determine  the  presence 
of  blood.  It  must  also  be  borne  in  mind  that  persons  who  suflFer  from  nose- 
bleed, in  which  the  leaking  vessel  is  far  back  in  the  nose,  may  swallow  con- 
siderable quantities  of  blood  and  then  vomit  it. 

Hemorrhage  from  the  lungs,  or  hremoptysis,  is  to  be  separated  from  hcema- 
temesis  by  the  fact  that  in  hemorrhage  from  the  lungs  the  blood  comes  up 
with  coughing,  and  in  heraonhage  from  the  stomach  by  vomiting,  although 
at  times  both  of  these  symptoms  may  be  present  in  eacli  class  of  cases.  The 
characteristic  appearance  of  a  patient  well  advanced  in  tuberculosis  will  be 
of  great  diagnostic  aid  in  such  cases,  and  an  examination  of  the  chest  in  the 
case  of  haemoptysis  will  usually  reveal  some  lesion;  whereas,  the  lungs  will 
he  clear  in  hiemateme-sis.  In  a  case  of  hBemateniesis  an  examination  of  the 
abdomen  may  reveal  an  atrophied  liver  and  an  enlarged  spleen,  or  some 
other  abdominal  state,  such  as  the  capuf  medusa',  which  will  indicate  that 
there  is  venous  stasis  in  the  abdomen.  (See  Hepatic  Cirrhosis.)  In  haemop- 
tysis the  blood  is  pink  and  frothy.  In  hemorrhage  from  the  stomach  it  is 
(lark,  has  little  air  mixerl  with  it,  and  is  often  acid  in  reaction;  whereas,  that 
in  haemoptysis  is  usually  alkaline.  In  haemoptysis  no  dark,  tarry  stools  are 
present,  but  they  are  frequently  seen  after  an  attack  of  hBematemesis.  A 
day  after  an  attack  of  hemoptysis  the  patient  may  cough  up  some  thick- 
eneil,  bloody  mucus,  but  there  is  no  difficulty  in  separating  this  from  the 
more  fluid,  dark  blood  from  the  stomach.  An  additional  aid  in  the  diagnosis 
of  hiematemesis  is  Boas'  test  given  in  the  article  on  Gastric  Ulcer. 

Notwithstanding  the  profound  mental  shock  and  vital  depression  which 

often  follows  a  profuse  hemorrhage  from  the  stomach,  it  is  worthy  of  note 

that  death  very  rarely  occurs  as  the  immediate  result  of  this  loss  of  blood, 

unless  the  patient  is  already  devitalized  by  advanced  disease  or  repeated 

^   hemorrhages. 

I     ^ 
P   has 
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CYOLIO  VOMITING. 


Under  the  name  of  cycHc,  periodical,  or  recurrent  vomiting,  a  condition 
has  been  rarely  met  with  in  which,  at  certain  periods,  a  child  is  seized  by  an 
attack  of  persistent  vomiting,  which  not  only  continues  while  the  stomach  is 
_  being  emptied  of  its  normal  contents,  hut  persists  for  many  hours  afterward, 
■  and  in  some  instances  ends  fatally.  The  condition  in  all  probability  depends 
upon  a  form  of  autointoxication.  This  autointoxication  consists,  appar- 
ently, in  a  condition  of  acidiosis.  Marfan  believed  that  it  was  due  to  an 
acetona?mia.  Edsall,  on  the  other  hand,  who  has  studied  the  disease  most 
carefully,  and  who  has  done  much  work  upon  the  subject  of  acid  intoxication, 
reports  5  casP3  in  which,  at  the  time  of  the  attacks,  this  condition  existed. 
Tlie  urine  between  the  paroxysms  was  normal,  but  immediately  before  the 
attack  contained  diacetic  acid  and  acetone.  He  found  that  the  immediate 
administration  of  large  doses  of  bicarbonate  of  soda,  as  much  as  2  drachms, 
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This  infection  may  be  protluced  by  a  large  number  of  organisms,  some  of 
which  are  not  pathogonic  wh*ni  the  rhihl  is  in  perfect  health,  and  whicli  only 
become  competent  to  cause  UisurJer  or  disease  when,  by  some  additional 
cause,  the  general  or  local  vitality  of  the  patient  is  reduced.  Thus,  it  not 
rarely  happens  that  the  st(X)ls  contain  myriads  of  streptococci,  staphylococci, 
the  Bacterium  laci'ts  aerogenct,  or  the  BacUhis  'pyocfjaneus ^  the  pathogenic 
micro-organism  which  causes  green  stools,  and  other  bacteria.  More  impor- 
tant than  alK  the  bacillus  of  dysentery  of  Shiga  and  Flexner  is  now  known 
to  be  a  cause  in  a  large  proportion  of  cases.  (See  Cholera  Infantum  and 
Dysentery.) 

The  relationship  of  specific  micro-organisms  to  the  summer  diarrhcBa  of 
children  is  well  summed  up  by  Pease  and  Shaw  in  the  following  sentences: 

*'  We  think  it  can  be  fairly  concluded  that  there  exists  a  group  of  bacilli 
having,  in  general,  similar  characteristics  which  diiferentiate  them  from  the 
typhoi<l  bacillus  on  the  one  hand,  anil  the  colon  bacillus  group  on  the  other, 
which  can  be  said  to  liave  an  etiological  relation  to  most  cases  of  endemic 
and  e[)iilcniic  dysentery,  whether  the  same  occur  in  adults  or  children.  That 
there  probably  are  rare  epi4lemics  of  this  disease  in  which  the  clinical  course 
may  not  conform  exactly  to  tiie  usual  ty|^,  in  which  bacteria  other  than  the 
group  of  ilysentery  bacilli  are  the  etiological  factors.  An  example  of  this  kind 
is  the  epidemic  of  dysentery  due  to  the  Bacillus  pyocyancus  infection  reported 
by  Lartigau. 

"Whether  the  cases  of  summer  diarrhoea  in  children  not  showing  symp- 
toms of  true  dysentery,  an<l  not  having  been  more  or  less  closely  associated 
with  true  cases  of  the  disease,  can  be  considered  as  uniformly  cause<J  bv 
cither  of  these  two  types  of  dysentery  bacillus  is  still  open  to  question.*' 

The  canses  that  usually  permit  these  organisms  to  ilevelop  are  ex(x>3ure 
to  cold  or  excessive  heat,  so  that  the  bowel  is  congested  and  its  circulation 
impaired,  and  the  use  of  fooils  which  are  unsuitable  in  kind  or  have  become 
s;>  by  infection  or  chemical  change.  Winds  carrying  dust,  Hies  carrying 
infection,  and  air  carrying  gases  may  all  aid  in  impairing  the  quality  of  food. 
At  times  the  condition  develops  as  a  result  of  an  attack  of  an  infectious 
disease,  such  as  measles.  Heat  and  humidity  not  only  reduce  the  resistance 
of  the  child,  but  greatly  increase  the  immbcrof  micro-organisms  in  raw  foods, 
especially  milk,  in  which  they  sometimes  number  as  many  as  lOO.OOU.CXX)  per 
cubic  centiraeta\   (Park  and  Holt.*) 

Pathology  and  Morbid  Anatomy. — The  ileocolitis  of  childhood  affects  par- 
ticularly the  lower  part  of  the  ileum  and  the  colon,  the  extent  <iepending 
upon  the  vital  resistance  of  the  child  and  the  virulence  of  the  infection.  Even 
in  those  cases  due  to  the  bacillus  of  Shiga,  the  most  varied  lesions  are  found. 
The  degree  of  pathological  change  varies  within  wide  limits.  In  some 
instances  there  is  only  a  superficial  catarrh,  with  some  infiltration  of  the 
nnicous  membrane,  while  in  (»thers  the  submucous  tissues  are  affected,  and 
in  still  others  areas  of  mucous  membrane  may  slough.  In  these  severe 
cases  the  mucous  membrane  of  the  entire  alimentary  canal  may  show  more 
or  less  catarrh. 


I  Tbo*e  IntcKfltcd  In  the  cflTtK't  or  U«mp«>ratur«,  )i««Mon,  and  milk  inpply  upnn  inCftnt  mortfttlty  ihouM 
read  aalatUtfcal  ixifHT  liy  Parte  aiiU  llult  in  the  Medical  News,  DecembrrS,  1909. 
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If  the  mucous  membrane  of  the  small  intestine  is  examined  at  autopsy,  its 
villi  are  found  to  be  soft  and  swollen,  so  that  the  surface  of  the  bowel  presents 
a  velvety  aspect.  In  mild  cases  the  hyf>erEemia  is  not  intense.  A  universal 
cjongestion  is  present  in  severe  cases,  and  even  punctate  extravasations  of 
blood  may  be  seen.  The  solitar}*  follicles  are  swollen  and  protrude  above 
the  surface  in  both  the  small  and  larj^e  bowel  and  at  the  summits  of  follicles 
beginning  ulceration,  which  rarely  is  extensive,  is  noticeable-  Peyer*s 
patches  may  also  be  infiltrated,  hut  they  are  rarely  ulcerated.  In  ' 
severe  or  long-continued  eases  the  solitary  glands  may  ulcerate,  but  the 
agminated  glands  very  rarely.  An  app<*arance  which  at  first  glance  may 
be  thought  to  be  an  ulcerated  Peyer's  patch  will  be  found  to  be  due  to  the 
running  together  of  several  ulcers  of  solitary  foUicles. 

In  severe  cases  a  condition  of  acute  membranous  enteritis  develops,  the 
lower  ileum  and  colon  Ijeing  covered  by  a  thin  false  membrane,  which  can 
be  seen  in  some  cases  only  with  dirticulty.  This  membranf  may  be  of  a 
yellowish-green  hue  and  it  lies  over  a  part  of  the  bowel  which  is  greatly 
thickened  by  an  inflammatory  process  which  involves  its  deeper  coats. 
Curiously  enough,  ulceration  of  the  raucous  membrane  in  such  an  area  is 
unusual. 

Symptoms. — The  symptoms  of  acute  ileocolitis  in  ehihihood  varj'  greatly 
in  their  severity  and  duration.  In  the  mild  catarrhal  farm,  there  is  a  sliglit 
rise  of  ietnperature  of  from  1°  to  2°,  with  several  loose  movements  of  the 
bowel  each  day.  These  stools  have  a  little  mucus  in  each  of  them  and  perhaps 
a  few  small  flecks  of  undigeste4l  food. 

If  the  condition  is  more  severe  there  is  pain  in  the  bowels^  with  vomifinfft 
high  fei>ert  and  the  frer|ncnt  jyassarjc  of  tjellow  or  greenish  stools  containing 
mucus  and  considerable  amounts  of  ntnligested  fmxl,  and  if  the  condition 
persists  the  nmcus  may  beconK"  streaked  with  bl<K)d,  and  frfir.fjjuus  may  be 
severe.  Theix*  is  little  flatus  and  little  odor  to  the  passages.  The  tongue  is 
coated  and  anorexia  is  marked. 

Because  of  the  fever,  voiiu'ting,  and  diarrhoea,  the  patient  is  rapidly  proa- 
trated  and  loses  flesh  with  reinurkalile  speed. 

If  the  course  of  the  colon  is  pal[)ated  through  tlie  tuniiil  abdominal  wall, 
some  tenderness  is  usually  found.  As  rt'co\ery  begins  (he  stools  become 
less  frequent,  have  a  UTore  normal  color,  the  quantity  of  mucus  decreases, 
and  the  fever  falls.  If^  on  the  other  haml,  at  the  end  of  a  week  or  two  there 
is  no  change  for  the  Ix'tter,  the  mope  severe  stale,  in  whi<'h  ulceration  of  the 
intestinal  lining  takes  plac*»,  is  probably  present,  and  death  may  ensue  from 
exhaustion  and  depressioin  with  signs  of  toxaemia. 

If  recovery  takes  place  it  is  very  slow,  a  tendency  to  looseness  of  the 
bowels  persisting  for  weeks,  mucus  l>cing  seen  in  alnn>st  every  stool,  and  a 
relapse  being  threatene<l  at  each  change  in  weather  or  in  the  food. 

In  ihe  well-developed  xdcerafed  fonn  the  systemic  disturbance  is  jirofound 
and  often  sudden  in  onset,  and  its  very  severity  may  serve  to  prevent  a  sharp 
febrile  reaction.  The  stools  are  often  much  fewer  per  day  than  in  the  catarrhal 
form,  but  they  contain  more  mucus  and  less  blood.  Unlike  the  stools  in  the 
milder  type,  these  passages  smell  badly.  The  bellif  is  distended  and  the  general 
loss  of  flesh  is  very  severe.    The  Tnouth  and  tongue  are  dri/  and  foul. 
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This  infection  may  be  produce<l  by  a  large  number  of  organisras,  some  of 
which  are  not  pathngt^nic  wh(*n  t\w  chilii  is  in  perfect  health,  and  which  only 
become  coinpeteiit  to  cause  disorder  or  disease  when,  by  some  additional 
cause,  the  general  or  local  vitality  of  the  patient  is  reduced.  Thus,  it  not 
rarely  happens  that  the  stools  contain  myriads  of  streptococci,  staphylococci » 
the  Bacterium  ladls  aerogencsy  or  the  Bacillus  pyocyanens,  the  pathogenic 
tnicro-or^anism  wliich  causes  green  stools,  and  other  bacteria.  More  impor- 
tant than  all,  the  bacillus  of  liysciitery  of  Shiga  and  Flexner  is  now  known 
to  be  a  cause  in  a  large  proportion  of  cases.  (See  Cholera  Infantum  and 
Dysentery.) 

The  relationship  of  specific  micro-organisms  to  the  summer  diarrhcBa  of 
children  is  well  summed  up  by  Pease  and  .Shaw  in  the  following  sentences: 

'*  We  think  it  can  t>e  fairly  concludod  that  there  exists  a  group  of  bacilli 
having,  in  general,  similar  characterisLics  which  ditferenliate  them  from  the 
typhoid  bacillus  on  the  one  hand,  and  the  colon  bacillus  group  on  tlie  other, 
which  can  l>e  said  to  have  an  etiological  relation  to  most  cases  of  endemic 
and  epidemic  dysentery,  whether  the  same  occur  in  a^lults  or  children.  That 
there  probably  are  rare  epidemics  of  this  disease  in  which  the  clinical  course 
may  not  conform  exactly  to  the  usual  ty]>e,  in  which  bacteria  other  than  the 
group  of  dysentery  bacilli  are  the  etiological  factors.  An  example  of  this  kind 
is  the  epidemic  of  dysentery  due  to  the  Bacillus  pyocyanais  infection  reported 
by  Lartigau. 

"Whether  the  cases  of  summer  diarrhoea  in  child!*en  not  showing  symp- 
toms of  true  dysentery,  and  not  having  been  more  or  less  closely  associated 
with  true  cases  of  the  ilisease,  can  Ije  considered  as  unifomily  caused  by 
cither  of  these  two  types  of  dysentery  bacillus  is  still  open  to  question." 

The  causes  that  usually  pennit  these  organisms  to  develop  are  exposure 
to  cold  or  excessive  heat,  so  that  the  lx)we(  is  congested  and  its  circulation 
impairetl,  and  the  use  of  foods  which  are  unsuitable  in  kind  or  liave  become 
sr>  hy  infection  or  chemical  change.  Winds  carrying  (hist,  flies  carrpng 
infection,  ami  air  canying  gases  may  all  aid  in  impairing  the  quality  of  food. 
At  times  the  cotidition  develops  as  a  result  of  an  attack  of  an  infectious 
disease,  such  as  measles.  Heat  aud  humidity  not  only  reduce  the  resistance 
of  the  chilli,  but  greatly  increase  the  numbt.'rof  micro-organisms  in  raw  footls, 
especially  milk,  in  whicli  they  sometimes  number  as  many  as  100,0(XJ,00()  per 
cubic  centimetre.   (Park  and   Holt/) 

Pathology  and  Morbid  Anatomy. — ^The  ileocolitis  of  childhood  affects  par- 
ticularly the  lower  part  of  the  ileum  and  the  colon,  the  extent  *lcpending 
upon  the  vital  resistance  of  the  child  and  the  virulence  of  the  infection.  Even 
in  those  cases  due  to  the  bacillus  of  Shiga,  the  most  varied  lesions  are  found. 
The  degree  of  pathological  clumge  varies  within  wide  limits.  In  some 
instances  there  is  only  a  superficial  catarrh,  with  some  infiltration  of  the 
mucous  nunnbrane,  while  in  odiers  the  submucous  tissues  are  affected,  and 
in  still  others  areas  of  mucous  membraae  may  slough.  In  these  severe 
cases  the  mucous  membrane  of  the  entire  alimentary  canal  may  show  more 
or  less  catarrh. 


'  TtuMv  inttfirntod  In  the  efTcol  of  tt^nirwrature.  Miiaon,  and  mUk  supply  upon  infMiit  mortaJttjr  should 

read  n  stAlialiuttl  paj^er  by  Purtc  nml  Ilult  in  the  Mcilluil  Newa,  Oe«:int>cr3,  1900. 
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If  the  mucous  membrane  of  the  small  intestine  is  examined  at  autopsy,  its 
villi  are  found  to  bo  soft  and  swollen,  so  that  the  surface  of  the  bowel  presents 
a  velvety  aspect.  In  mild  cases  the  hyperieraia  is  not  intense.  A  universal 
congestion  is  present  in  severe  cases,  and  even  punctate  extravasations  of 
blood  may  be  seen.  The  solitary  follicles  are  swollen  and  protrude  above 
the  surface  in  l>ot!i  the  small  and  lar^  bowel  and  at  the  summits  of  fallicles 
be^nning  ulceration,  which  rarely  is  extensive,  is  noticeal>le.  Peyer's 
patches  may  also  be  infiltrated,  hut  they  are  rarely  ulcerated.  In  * 
severe  or  long-continued  cases  the  solitary  glands  may  ulcerate,  but  the 
agminated  glands  very  rarely.  An  appearance  which  at  first  glance  may 
be  thought  to  be  an  ulcerated  Peyers  patch  will  be  found  to  be  due  to  the 
running  together  of  several  ulcers  of  solitary  follicles. 

In  severe  cases  a  cf>ndition  of  acute  membranous  ent<'ritis  develops*  the 
lower  ileum  and  colon  being  covered  by  a  thin  false  nieuibrane,  which  can 
l>e  seen  in  some  cases  only  with  difficulty.  This  membrane  may  be  of  a 
yellowish-green  hue  untl  it  lies  over  a  part  of  the  l>oweI  which  is  greatly 
thickened  by  an  inflammatory  process  which  involves  its  deeper  coats. 
Curiously  enough,  ulceration  of  the  mucous  membrane  in  such  an  area  is 
unusual. 

Symptoms. — The  symptoms  of  acute  ileocolitis  in  cliildhnod  vary  greatly 
in  their  severity  ami  duration.  In  the  mild  catarrhal  form  there  is  a  slight 
rise  o}  temperature  of  from  1^  to  2°,  with  several  loose  movements  of  the 
bowel  each  day.  These  stools  have  a  little  mucus  in  each  of  them  and  perhaps 
a  few  small  flecks  of  undigested  food. 

If  the  condition  is  more  severe  there  is  imin  in  the  bcnvvh,  with  voviitlvg^ 
high,  fever,  and  the  frequent  jmssage  of  ifcllinv  or  greenish  atoolx  containing 
mucus  and  aiusiderable  amounts  of  undigested  fixn!,  and  if  the  condition 
persists  the  mucus  may  I »ertjine  streaked  witli  bloo<i,  and  tene.wius  may  be 
severe.  There  is  little  flatus  and  little  odor  to  the  passages.  The  tongue  is 
coateti  and  anorexia  is  marked. 

Because  of  the  fever,  vomiting,  and  diarrhupa,  the  patient  is  rapidly  pros- 
trated and  loses  flesh  with  remarkable  speed. 

If  the  course  of  the  colon  is  pal|>ated  through  the  tiimifl  abdominal  wall, 
some  tenderness  is  usually  founil.  As  recr>very  begins  the  stools  become 
less  frequent,  have  a  moi-e  norma!  color,  the  quantity  of  mucus  tlecreases, 
and  the  fever  falls.  If,  on  the  other  hand,  at  tht*  end  of  a  week  or  two  there 
is  no  change  for  the  Ix'tt^^r,  tlie  more  sevi-re  state,  in  whicii  ulceration  of  the 
intestinal  lining  takes  place,  is  probably  present,  and  death  may  ensue  from 
exhaustion  and  depression,  with  signs  of  toxa'uua. 

If  recovery  takes  place  it  is  very  slow,  a  tendency  to  looseness  of  the 
bowels  persisting  for  weeks,  mucus  Iwing  seen  in  almost  every  stool,  and  a 
relapse  being  threatened  at  each  change  in  weather  or  in  the  food. 

In  the  well-developed  ulcerated  form  the  systemic  disturbance  is  profound 
and  often  sudden  in  onset,  and  its  very  severity  may  serve  to  prevent  a  sharp 
febrile  reaction.  The  stools  are  often  much  fewer  per  day  than  in  the  catarrhal 
form,  but  they  contain  more  mucus  and  less  blood.  Unlike  the  stools  in  the 
milder  tj'pe,  tliese  passages  smell  badly.  The  belhj  is  distended  and  the  general 
loss  of  flesh  is  very  severe.    The  jnoulh  and  tongue  are  dri/  and  fotd. 
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In  the  mewlyranous  form  the  stools  contain  mucus  and  b1oo(]  and  par- 
ticles of  false  membrane,  which  are  easily  discerned  if  the  stools  are  first 
mixed  with  water  anil  then  strained  through  a  sieve.  The  degree  of  pros- 
tration and  evidence  of  toxtemia  in  these  cases  is  very  severe,  and  upon  the 
prolapsed  rectal  mucous  membrane  the  false  membrane  may  be  sometimes 
seen.  At  times  such  cases  pivsent  at  onset,  or  late  in  the  disease^  jnifr^r 
cerebral  sympiom^^  whicli  may  mask  the  intestinal  state. 

Diagnosis. — Ileocolitis  must  be  separated  from  the  typhoid  fever  of  infancy. 
In  most  cases  this  is  not  difficult,  because  in  the  typhoid  fever  of  children 
constipation  is  often  present,  and  the  rose  spots  may  be  found.  The  chief 
diagnostic  points  which  separate  the  two  affections  are  that  enteric  fever  is 
rare  and  ile«HTilitiseoinnion,  that  in  enteric  fever  the  onset  is  ustuilly  gradual; 
in  ileocolitis  it  is  acute.  In  one  there  is  an  enlarge<l  spleen  and  the  W'idal 
reaction;  in  the  other  neither  one  of  these  si^ns  is  present.  If  the  illness 
is  due  to  the  Bacillus  dyscnierur,  the  agglutination  test  may  reveal  that  fact. 
(See  Dysentery.) 

Prognosis. — The  prognosis  depends  upon  several  facts.  Young  children 
fare  worse  than  children  after  the  fourth  year.  City-bred  children  succumb 
more  rapidly  than  children  in  the  country,  particularly  if  the  weather  is  hot. 
Chiiilren  who  are  strong  and  hearty  at  the  onset  have  a  better  prospect  than 
poorly  nourished  weaklings.  High  fever,  many  stools,  much  vomiting,  much 
mucus,  marked  nervous  symptoms  and  si<»;ns  of  toxn^mla  are  of  evil  omen. 

Treatment. — The  treatment  of  ileocolitis  consists  in  the  application  of 
mild,  continuous,  counterirritation  over  the  abdomen  by  means  of  a  spice 
poultice,  which  consists  of  equal  parts  of  powdered  nutmeg,  allspice,  cloves, 
antl  cintiarnon,  moistened  with  warm  brandy  or  vinegar.  If  this  cannot  l»e 
had  a  mustard  plaster,  composed  of  one-quarter  to  one-half  mustard  flour 
and  wheat  fiour,  may  be  applied,  the  idea  being  to  pixxluce  continuous,  but 
not  severe,  counterirritation. 

The  child's  diet  should  be  carefully  regulated.  If  it  is  passing  imdigested 
food  in  its  stools,  those  articles  which  are  not  being  properly  dealt  with 
by  the  digestive  apparatus  should  be  withheld.  If  tmdigested  curds  of 
railk  are  present,  milk  should  be  stopf>ed,  or  dihited  sufficiently  to  make  its 
.  digestion  easy,  and  pepsin  and  hydrochloric  acid,  or  pnncreatin  with  bicar- 
j  bonate  of  soda,  should  be  used  to  aid  digestitm.  Beef-juice,  or  l>eef-broth, 
and  chicken-broth  may  be  administered,  and  if  the  child  is  not  a  verj*  young 
infant  their  nutritional  value  may  be  greatly  increased  by  adding  to  them 
strained  barley  or  wheat  gruel.  The  digestion  of  these  vegetable  broths 
should  be  aided  by  the  use  of  liquid  pancreatin  or  liquid  taka-<liastase.  If 
Uiere  are  any  evidences  of  inactivity  of  the  liver,  minute  doses  of  calomel 
every  thini  or  fourth  day  are  advantageous. 

If  mucus  is  present  in  considerable  quantity  in  the  stools  a  moderate  dose 
of  castor  oil,  varying  from  a  drachm  to  a  tables|x>onful,  may  be  used  once 
or  twice.  Griping  may  be  prevented  by  the  addition  of  a  few  drops  of 
paregoric. 

In  some  instances  small  doses,  such  sis  1  or  2  grains  of  chloride  of  ammo- 
nium dissolvtnJ  in  fluid  extract  of  licorice  and  water,  may  be  given  twicx*  or 
Uirit*e  a  day. 


CHOLERA  INFANTUM  613 

If  the  illness  occurs  in  hot  weather,  it  may  be  impossible  to  produce  a 
cure  without  the  aid  of  a  change  in  climate.  If  the  child's  home  is  in  the 
city,  removal  to  the  seashore  may  be  absolutely  necessary;  whereas,  if  the 
condition  develop  while  at  the  seashore,  removal  to  a  moderate  altitude  of 
1000  or  2000  feet  is  advisable. 

Antidysenteric  serum  may  be  given  if  an  examination  of  the  stools  reveals 
the  presence  of  the  BadUus  dysenterias. 


CHOLERA  INFANTUM. 

Deflnitioii. — Cholera  infantum  is  an  acute  affection  of  infancy  charac- 
terized by  profuse  watery  purging,  rapid  emaciation,  and  profound  depres- 
sion. It  is  so  closely  related  to  that  form  of  diarrhoea  due  to  catarrhal 
enteritis  in  adults  and  to  that  met  with  in  the  ileocolitis  of  infancy  that  it 
scarcely  deserves  a  separate  consideration  from  the  standpoint  of  etiology 
and  pathology,  yet  its  symptom-complex  aids  us  to  some  extent  in  making 
it  a  distinct  entity  at  the  bedside.  The  malady  is  almost  always  met  with 
in  the  hot  months  of  the  year. 

Etiology. — ^The  causes  of  cholera  infantum  are  practically  identical  with 
those  of  enterocolitis,  and  in  a  considerable  number  of  cases  the  bacillus  of 
dysentery  (Shiga's  bacillus)  is  the  cause.  Thus,  in  a  series  of  cases  of  typical 
summer  diarrhoea  occurring  in  Baltimore,  Duval  and  Bassett  isolated  this 
bacillus  from  no  less  than  42  patients.  It  was  found  in  large  numbers  in  the 
stools  of  acute  cases  and  in  the  mucous  membrane  of  the  bowel.  They 
could  not  find  this  bacillus  in  the  stools  of  25  healthy  children,  nor  in  those 
of  patients  with  ordinary  diarrhoea. 

Pathology  and  Morbid  Anatomy. — When  a  case  of  cholera  infantum  comes  to 
autopsy  the  mucous  membrane  lining  the  bowel  presents  a  peculiar  pallor, 
which  is  most  marked  in  the  ileum.  The  colon  may  show  areas  of  conges- 
tion. The  tissues  of  the  body  are  shrunken  because  of  the  profuse  purging, 
the  body  is  wasted,  the  skin  wrinkled,  and  the  eyes  sunken.  The  belly  may 
be  distended  or  collapsed.  If  enterocolitis  has  been  present  before  the 
severe  choleraic  character  of  the  purging  is  developed,  the  lesions  described 
under  the  discussion  of  that  disease  may  be  found. 

Symptoms. — Cholera  infantum  receives  its  name  because  its  chief  symp- 
toms are  like  those  of  Asiatic  cholera,  in  that  profuse  watery  purging,  inces- 
sant vomtting,  and  collapse  soon  develop.  The  pulse  rapidly  becomes  weak 
and  feeblCf  the  extremities  cold  and  the  face  pinched,  so  that  the  expression 
of  the  child  may  be  shrunken  like  that  of  a  very  aged  person.  This  anxious, 
pinched  look,  with  a  peculiar  drawing  down  of  the  mouth,  as  if  the  child 
were  about  to  cry,  is  very  characteristic.    The  fontanelles  are  depressed. 

At  first  the  child  may  be  exceedingly  restless  and  peernshy  but  if  the  attack 
is  severe  it  speedily  becomes  apathetic,  listless,  and  finally  comatose. 
Although  the  peripheral  temperature  is  low,  the  rectal  temperature  is  often 
very  high,  even  to  105°  or  106°.  There  is  often  a  mottling  of  the  skin,  due 
to  the  poor  capillary  circulation.  Thirst  is  excessive,  and  cannot  be  relieved 
because  of  constant  vomiting.  The  urine  is  scanty  or  suppressed.   As  the  end 
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approaches,  the  patient  develops  irregular  respirations,  the  head  is  retracted, 
the  temperature  is  subnormiiK  and  the  life  ends.  When  the  cerehral  s}inj>- 
toins  are  laarkcnl,  tfie  rondition  is  called  one  of  ** spurious  hydrocephalus, " 
a  most  unfortunate  and  inaccurate  name. 

The  symptoms  are  not  only  those  of  exhaustion,  but  of  profound  toxa^nia 
as  well. 

Proifnosis. — Given  a  case  of  well-advanced  cholera  infantum,  tlie  prog- 
nosis is  very  grave.  It  depends  upon  the  vitality  of  the  child,  the  severity 
of  the  purging  and  vomiting,  the  degree  of  response  to  treatment,  and  the 
age  of  the  patient,  for  very  young  infants  seldom  recover  if  the  disease  is  once 
well  developed. 

Treatment. — The  treatment  of  cholera  infantum  consists  first  of  all  in  the 
ahsnlute  prohi!>ition  of  milk  for  twelve  or  twenty-four  hours  after  the  patient 
is  first  seen.  It  mutters  not  whether  the  milk  be  from  the  breast  or  from  the 
bottle,  it  must  nevertheless  be  withhchl  from  the  cliild.  Indee<l,  it  may  be 
said  that  there  is  little  ase  in  treating  these  cases  me^licinally  if  milk  is  given. 
This  is  particularly  so  when  undigested  particles  of  milk  are  passed  in  the 
stools. 

During  the  periorl  in  which  milk  is  forbidden,  the  child  should  receive 
5  to  10  drops  of  Valentine's  beef-juice  in  I  or  2  tables[KKmfuls  of  ct>ol 
water  every  hour  or  two,  according  to  its  tliirst  and  its  age.  In  other 
instances  a  rump  steak  may  be  heated  sufficiently  to  start  its  juices^ 
then  squeezetl  in  a  meat-press  or  !emon-sc|ueezer,  and  this  juice,  pure  or 
diluted  with  coo!  water,  may  be  given  to  the  child.  When  these  juices  cannot 
be  obtained,  or  where  for  some  rcjuson  they  cannot  be  taken,  barley-water, 
rice-water,  or  a  water  made  by  boiling  and  straining  wheaten  grits  may  be 
used. 

Over  the  abdomen  of  the  child  should  be  applied  a  spice  plaster,  com- 
posed of  a  tablespoonful  each  of  powdered  allspice,  cloves,  nutmeg,  and 
cinnamon.  This  shouhl  be  moistened  with  warm  brandy  or  vinegar,  and 
renewed  as  frequently  as  it  becomes  hard  or  dry. 

The  child  should  receive  internally  ^^^  of  a  grain  of  podophyllin  dissolved 
in  a  few  drops  of  brandy,  and  mixed  with  a  little  water  just  before  it  is  taken, 
every  hour  until  three  or  fc»ur  doses  have  been  use<l;  or,  instep,  ^J^  of  a 
grain  of  bichloride  of  mercury  may  l>e  given  in  the  same  manner.  If  the 
vomiting  is  incessant,  it  may  be  necessary  to  get  the  solution  of  bichloride  or 
podophyllin  into  the  stomach  by  dropping  the  medicine  into  the  mouth  of  the 
child  with  a  medicine-<lropper,  ami  only  introducing  a  few  drops  at  a  time. 
It  is  of  the  greatest  ira|>ortance  that  the  liver  shall  secrete  and  cvpel  bile  into 
the  intestine.  The  appearance  of  a  little  bile  upon  the  diaper  of  the  child  in 
place  of  the  colorless  li^juid  which  has  previously  Ijeen  expelled  is  a  most 
encouraging  sign,  and  its  absence  is  correspondingly  discouraging. 

If  there  is  much  distention  of  the  abdomen,  some  relief  to  the  tympany 
may  be  given  by  introducing  a  rectal  tube  through  which  the  gas  may  escaj>e, 
and  if  the  stools  are  exceedingly  fetid  and  musty  it  is  often  advantageous  to 
irrigate  the  lower  bowel  with  normal  salt  solution  once  or  twice  a  day,  insert- 
ing into  the  rectum  alongside  the  noxzle  of  the  fountain  syringe  a  soft-rubber 
catheter,  through  which  the  injected  material  may  readily  return.    The  tube 
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attached  to  the  syringe  should,  however,  pass  up  into  the  bowel  for 
ei^'ht  inches  or  a  foot;  while  the  tiil>e  of  exit  should  be  just  within  tlie 
sphincter. 

If  much  tenesmus  is  present,  with  a  tendency  to  eversiou  of  the  bowel,  1 
or  2  tablespoonfuls  of  olive  oil  containing  2  grains  of  iotioform  may  be 
injecte<l  once  or  twice  a  day,  or  even  oftencr.  for  its  local  anaesthetic  effect 
upon  the  intestine,  and  after  this  injection  the  anus  should  be  supported  by 
the  nurse's  hand,  the  ball  of  her  thumb,  covered  by  a  napkin,  being  placed 
between  the  buttocks  to  aid  in  the  retention  of  the  flnid.  In  cliildren,  older 
than  six  or  eight  months,  good  results  sometimes  follow  the  use  of  weak  sul- 
phuric acid  solutions.  TIui.s,  1  minim  of  aromatic  sulphuric  acid  may  be 
given  in  4  tablespoonfuls  of  cool  water  every  two  hours.  The  acid  not 
only  acts  as  an  astringent,  but  it  probably  also  aids  in  tlestroying  infecting 
micro-organisms. 

When  symptoms  of  collapse  ensue  the  pjitierit  shonid  he  surrounded  by 
hot  bottles,  but  care  should  be  taken  that  a  peripheral  low  temperature  is 
not  considered  as  representing  the  temperature  of  the  central  portions  of 
the  body,  which  are  often  highly  febrile.  When  the  peripheral  tein[>erature 
is  low,  the  central  temperature  high,  and  the  circulation  in  the  ptTijJieral 
capillaries  is  impaired,  so  tliat  the  child  is  somewhat  livid  and  its  skin  mot- 
tled, excellent  results  will  often  l>e  obtained  by  immersing  it  several  times, 
for  a  fraction  of  a  minute,  in  quite  hot  water  for  the  pur|>ose  of  producing 
a  certain  amount  of  reaction,  relieving  internal  congestion,  and  bringing  the 
1>I<mk1  to  the  surface.  If  marked  fever  is  present  nnd  the  extremities  are  hot, 
etpially  good  results  may  come  from  the  use  of  a  cold  fnith  r>r  cold  sponging 
with  friction. 

Some  practitioners  have  been  in  the  habit  of  employing  minute  doses  of 
morphine,  hyjK)dermically,  or  by  the  nioutlu  In  some  instances  this  method 
of  treatment  may  l)e  advantageous,  l^ut  too  often  if  seems  to  increase  the 
toxemia  from  which  the  patient  is  sulYering. 

A  very  valuable  tnetliod,  which  shoulil  always  be  recollected  in  <iesperate 
cases,  is  the  use  of  normal  salt  solntitju  by  hypodcrmoclysis. 
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Definition. — Appendicitis  is  an  inflammation  involving  the  appendix  vermi- 
form is. 

History. — Although  influnmiation  of  the  appendix  vermifornus  had  been 
<lescribetl  by  a  nurnl)er  of  physicians  nmny  years  before  Reginald  Fitz,  of 
Boston,  prepared  his  classical  paper  on  this  subject  in  1S8G,  the  importance 
and  frequency  of  this  condition  was  not  appreciated  un.til  lie  called  attention 
to  it. 

Etiology. — The  causes  of  appendicitis  may  be  dixideti  into  two  classes, 
namely,  those  that  tlepend  upon  (he  anatomical  structure  and  position  of  the 
ap(>en<lix  aufl  those  that  arise  as  the  result  of  changes  in  its  walls. 

'riie  appendix  vermifonnis  is  a  vestige  of  what  was  a  large  and  important 
portion  of  the  alimentary  canal  in  our  early  evolutionary  ancestry,  and,  like 
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most  vestiges  of  this  character,  its  tissues  are  possessed  of  less  vital  resist- 
ance than  are  those  of  active  organs.  This  is  the  first  reason  why  severe  in- 
fiainniatory  processe-s  so  often  arise  in  it.  Again,  it  is  a  sac  the  neck  of  which 
is  usually  narrower  than  the  rest  of  its  cavity,  and  as  a  consequence  it  happens 
that  infectiii^^  niicTo-organisrns  fiiiil  their  way  into  it,  and  wlien  iniprisone*] 
there  by  swclhn^  of  tlie  mucous  niciuhrane  rapidly  attack  and  destroy  the 
epithelial  lining  of  the  ap[>endix  and  migrate  into  it-s  walls.  As  is  well  known^ 
nothing  is  more  favorable  for  the  growth  of  micro-organisms  than  the  pres- 
ence of  warmth,  moisture,  and  a  condition  in  which  drainage  is  impossible. 
Nothing  is  less  favorahle  to  the  vital  resistance  of  a  part  than  swelling, 
with  pressure  upon  the  hlood vessels  and  lymphatic  channels.  Still  another 
anatomical  cause  of  disease  in  the  appendix  is  the  fact  that  the  nicsoappeo- 
di\  is  very  short,  and  this  results  in  tlie  appendix  being  curved  or  drawn  on 
one  side.  The  mesivipjiemlix  carries  the  chief  bloodvessel  which  nourishes 
the  appendix,  and  if  from  swelling,  or  other  cause,  the  appendix  is  distorte<l 
or  twisted,  the  circulati<ni  of  blood  in  the  imtrient  vessels  may  be  so  impaired 
that  the  vitality  of  the  part  is  greatly  decrease^!.  Again,  in  those  cases  in 
which  the  appendix  is  very  long  (for  it  varies  in  length  from  one  to  six  inches) 
the  free  end  may  l>ecome  attached  to  other  parts  and  become  greatly  di.n- 
placed,  the  appenilix  itself  being  twisted.  Finally,  the  fact  that  the  appendix 
lies  near,  or  on,  the  ileopsoas  muscle  may  aid  in  provoking  appendicular 
irritiition,  and  this  is  probably  one  of  the  reasons  why  appendicitis  so  often 
follows  violent  rowing,  golfing,  and  bicycling. 

Among  the  causes  whicli  exist  in  the  appendix  itself,  in  the  sense  that  they 
are  present  in  its  cavity,  is  the  presence  of  fecal  concretions  (20  per  cent.), 
and  rarely  foreign  bodies,  of  which  a  multitude  have  been  recovered,  such 
as  pins,  tacks,  seetls,  nw\  otlier  objects  accidentally  swallowed.  Occasionally 
intestinal  worms,  amcrbre.  and  other  parasites  have  been  found-  Foreign 
bodies,  however,  are  comparatively  rarely  found  in  this  \Hscus  (less  than  4 
per  cent).  Primary  tumor  of  the  appendix,  of  which  a  number,  mainly 
carcinoma,  have  been  reported,  appears  to  be  at  least  a  predisposing  cause 
in  some  instances. 

In  a  very  large  proportion  of  cases,  nearly  S5  per  cent.,  the  micro-organism 
which  IS  directly  re,sjK>nsible  for  the  inHainmation  is  the  Bacilhis  coli  com- 
muniSf  which  is  always  present  in  the  bowel,  and  is  benign  unle-ss  the  condi- 
tions are  such  as  to  make  it  malignant,  as  when  it  is  confined  in  a  swollen 
and  close<l  api)eudix.  In  some  instances  the  streptococcus  or  the  staphylo- 
coccus is  th«  cause.  Any  micro-organism  capable  of  exciting  inflammation 
upon  gaining  access  to  the  appendix  may  be  the  cause.  Thus,  the  pueumo- 
coccus,  the  pyogenic  staphylococcus  and  streptococcus,  the  typhoid  bacillus, 
and  even  the  ray  fungus  may  act  in  this  way. 

Errors  in  diet  may  be  a  productive  factor,  for  in  a  certain  number  of  casfs 
of  appendicitis  there  is  a  history  that  the  patient  has.  a  few  hours  before  the 
attack  or  immediately  before  it,  eaten  heartily  of  onlinarj'  or  indigestible  food. 

The  age  of  the  patient  is  undoubtedly  an  important  factor  in  the  ilevelop- 
ment  of  the  malady.  Although  it  is  met  with  in  young  children  and  in  old 
persons — that  is,  after  sixty  years  of  age — appendiritisiscertainly  very  much 
more  rare  at  these  periods  of  life  than  in  the  interval.    For  this  there  is  no 
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adequate  explanation.  The  periotl  of  ^eateiit  frequency  is  from  the  fifteenth 
to  the  thirtieth  year,  ami  Fitz  states  that  more  than  half  the  cases  occur 
before  the  twentieth  year. 

Anotlier  predisposing  factor  is  sex.  About  six  times  as  many  men  as 
women  have  appenrJicitis.  This  is  in  part  due  not  only  to  greater  physical 
activity,  hut  to  the  more  frequent  causes  of  intestinal  catarrh  in  uuiles.  It 
also  depends  in  part  upon  the  fact  that  women  have  a  second  hlt>o<l  supply 
to  the  appendix,  at  least  in  many  case^,  namely,  an  artery  which  passes  from 
the  right  ovary  to  the  ap|)erKlix  by  means  of  a  fold  of  peritoneum,  which  has 
Iteen  calle<l  the  appendiculo-ovarian  ligament.  By  this  means  a  greater 
blood  supply  enables  tlie  part  to  combat  infection  when  the  mesenteric  vessel 
is  twisted.  Appendicitis  is  more  frequent  in  the  well-to-do  than  in  the 
poorer  classes,  although  it  might  l>e  supposed  that  the  greater  muscular 
exertion  in  the  latter  class  would  pre<iispose  its  members  to  the  malady. 

Pathology  and  Morbid  Anatomy. — A  knowleilge  of  the  pathology  of  appendi- 
citis makes  it  possible  to  understand  the  s^Tiiptoms  which  will  be  described 
farther  on,  for  these  depend,  to  a  large  extent,  upon  the  severity  of  the 
changes  in  the  appendLx,  and  upon  the  extent  to  which  adjacent  tissues  are 
diseased. 

Appendicitis  may  be  divideti  for  pathological  study  Into  the  caiarrhal, 
dbllteraiive,  \dcnaiive,  gangrenous,  and  perforative  types. 

In  the  catarrhal  type  hypencmia  and  congestion  of  the  deeper  layers  of  the 
appendix  may  l>e  present,  but  the  chief  lesion  is  in  the  mucous  membrane 
lining  the  organ.  This  results  in  a  free  secretion  of  mucus  and  in  distention 
of  the  appendix,  the  cervix  of  which  is  occluded  by  the  swelling  of  its  lining 
membrane.  By  this  meiin.s  pain  is  produced  afid  colic  ensues,  partly  as  a 
result  of  the  endeavor  of  the  appendix  to  expel  its  contents  into  the  colon 
and  partly  as  a  result  of  colic  in  the  large  bowel  produced  by  reflex  irritation. 
It  can  be  readily  seen  that  this  state  may  from  this  |>oint  proceed  to  recovery 
by  a  decrease  in  the  constriction  of  the  neck  of  the  appen4lix  and  the  escape 
of  its  contents,  or  to  a  far  more  grave  condition  dependent  upon  a  continu- 
ance of  the  stoppage,  a  local  and  general  impairment  of  resistance,  and  tfie 
presence  of  a  virulent  micro-organism.  If  the  attack  has  been  preceded 
by  others,  so  that  the  vitality  of  the  part  is  already  greatly  impaired  and 
altered,  the  case  is  even  more  grave. 

Even  in  the  mild  catarrhal  form  just  describetl  there  is  usually  left 
behind  distinct  traces  of  the  presence  of  the  acute  attack,  and  this  predis- 
poses the  patient  to  another  seizure.  In  those  cases  in  which  the  catarrhal 
process  is  severe  and  in  wliich  the  submucous  tissues  are  much  alTccted,  it 
not  infrequently  happens  that  after  the  acute  process  passes  away  a  subacute 
or  low-grade  inHammatory  corulition  ensues,  which  results  in  round-cell 
infiltration  and  in  tliickening  of  the  mucous  membrane  and  submucous 
tissues.  The  epitlielium  lining  the  appentlix  is  des(|uamated  and  slight 
ulceration  may  occur,  with  the  result  that  the  calibre  of  the  appendix  may 
be  greatly  decreasetl  in  several  places,  or  even  entirely  closed  by  the  adhesion 
of  its  opposing  surfaces.     In  this  maimer  a pjycndicit is  obliferans  is  developed. 

If  considerable  (juantities  of  pus,  or  mucus,  are  imprisoned  back  of 
tlie  constriction,  pain,  tenderness,  and  attacks  of  appendicular  colic,  or 
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true  appendicitis,  are  prone  to  recur.  When  the  inflammatory  process  is 
severe  enouf^h  to  affect  tlie  external  surface  of  the  <appcnclix  the  free  end  or 
side  of  it  nuiy  become  adherent  to  the  hovvcl  (jf  other  parts,  and  by  this  means 
the  appendix  may  not  only  be  distorted  and  lield  fast,  but  the  infecting  germs 
may  pass  through  its  walls  and  affect  nearby  structures. 

When  the  alcerotive  type  is  present,  it  is  a  condition  but  one  degree 
removed  in  severity  from  that  just  spoken  of,  and  it  can  be  readily  seen  that 
no  sharp  dividing  Hne  can  be  drawn  except  that  there  is  greater  likelihood  of 
the  adjacent  tissues  being  infected,  owing  to  the  fact  that  the  unprotected 
suhmiicosa,  with  its  lymphvessels  and  bloodvessels,  is  a  fair  field  for  infec- 
tion and  for  its  further  sproa<I.  Ulceration  is  particularly  prone  to  occur  if 
a  fecal  concretion  or  otlier  foreign  body  is  present  which  may  damage  the 
mucosa.  Tuberculosis  or  typhoid  fever  may  cause  it.  Sometimes  a  foreign 
body  may  be  the  cause  of  such  deep  ulceration  tliat  perforation  occurs,  or  in 
other  cases  the  floor  of  the  ulcer  is  unable  to  stand  the  stress  of  accumulated 
pus  or  mucus,  antl  tlie  same  accident  happens. 

The  gangrenous  tt/pe  of  appendicitis  is  the  most  important  of  all  lesions 
of  the  appendix,  not  because  it  is  the  most  frequent,  but  because  it  not  rarely 
changes  the  apparently  healthy  man  of  one  hour  into  a  corpse  within  a  few 
hours, and  this  without,  it  may  be,ai»y  history  of  previous  attacks  which  would 
lea<l  to  the  belief  that  the  appendix  was  gravely  diseased  and  unable  to  resist 
infection.  When  this  state  is  present  in  its  most  severe  ty]>e,  the  appendix 
undergoes  rapid  necrosis,  its  tissues  become  gangrenous,  and  it  may  slough 
away  completely  in  so  short  a  time  as  forty  hours,  so  that  it  may  be  impos- 
sible to  find  it  in  the  pus  which  is  set  free  by  the  surgeon's  knife,  only  shreds 
of  tissue  being  present.  In  other  cases,  however,  the  process  is  not  so 
destructive,  but  nevertheless  the  organ  is  utterly  necrotic  and  decom]>o3e<K 
In  many  instances  the  gangrenous  priwess  may  not  involve  the  entire 
appendix,  but  occur  in  one  spot,  speedily  caasing  perforation  and  so 
endangering  the  life  of  the  patient. 

Gangrene  of  the  appendix  arises  from  the  invasion  of  its  walls  by  virulent 
infecting  germs  when  its  vitality  is  impaired  by  some  unknown  cause,  or  it 
follows  from  thrombosis  or  capillary  stasis  in  its  nutrient  bloodvessels, 
whereby  the  same  destruction  ensues.  Gangrenous  appendicitis  may  be 
rapid,  widespread,  and  fatal,  or  the  vital  forces  of  the  patient  may  l>e  suffi- 
ciently vigorous  in  the  work  of  resistance  to  wall  off  the  infected  area  by 
lymph,  and  so  confine  the  morbid  process  to  the  immediate  neighborhood  of 
the  part  afl^ected. 

The  secondary  effects  of  the  pathological  processes  just  described  are 
dependent  entirely  n[Min  their  severity  and  the  ability  of  the  patient  to  pro- 
tect himself  from  general  infection.  The  acute  catarrhal  form  rarely  leaves 
behind  it  anything  more  than  some  thickening  of  the  walls  of  the  appendix, 
with  an  associated  susceptibility  to  another  attack.  If  all  (he  coats  have  been 
involved,  the  tissues  about  the  appendix  become  filled  with  lymph,  and  the 
consequent  induration  may  be  extreme,  the  appendix  beconung  buried  in 
an  adherent  mass,  which  may  not  only  hide  it  from  view,  and  form  with 
the  adjacent  tissues  a  matrix,  but  prevent  the  surga)n  from  finding  the 
appendix  if  operation  b  attempted. 
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\\Tien  the  inflammation  is  severe  enough  to  result  in  the  escape  of  infection 
into  the  adjacent  tissues,  we  not  only  have  pus  in  the  appemJix,  but  in  the 
surroiimhng  parts  as  well,  a  perityphlitic  or  periappcruHcuhir  abscess*  and 
in  those  instances  in  which  the  appendix  is  perforated  either  an  abscess 
is  formed  and  walled  off  from  the  general  peritoneum  by  adhesions  or  a 
general  peritonitis  ensues. 

The  situation  of  the  abscess  varies  with  the  direction  in  which  the  infec- 
tion escapes  from  the  appendix*.  If  the  infection  escapes  anteriorly  the 
site  of  the  abscess  is  often  lietween  the  navel  antl  the  anterior  supt^rior 
spine  of  the  ilium.  When  it  escapes  on  the  surface  of  the  iliac  fascia  or 
in  the  pelvis  l^)ehind  tiie  caecum,  it,  of  course,  lies  l)e!iind  the  peritoneum. 
not  in  the  serous  cavity,  and  retroperitoneal  suppuration  develops.  From 
here  the  pus  may  burrow  in  as  muny  ways  as  only  pus  can  burrow,  upward 
to  the  region  of  the  kidney,  downward  along  the  psoas  muscle  into  the 
thigh,  or  it  may  discharge  into  the  bladder,  the  rectum,  or  even  into  the 
scrotum. 

On  the  other  hand,  it  must  not  be  forgotten  that  appendicular  abscess 
may  develop  with  very  little  systemic  disturbance  and  exist  for  a  long  time 
entirely  unsuspected,  being  found  by  accident,  it  may  be.  when  seeking  for 
some  cause  of  distress  and  discomfort  with  impaired  health.  At  other 
times  such  an  abscess,  after  having  developed  insidiously,  produces  signs  of 
septic  infection  the  sf»urce  of  which  at  first  cannot  be  traccfl. 

Finally,  attention  must  l)e  callcrl  to  the  possibility  and  frequency  with 
which  infection  of  the  retro[)eriLoneal  lymphatics  anil  of  tlie  portal  vessels 
may  occur  from  disease  of  the  appendix.  Attention  has  been  called  to  this 
by  several  writers,  notably  by  A.  O.  J.  Kelly,  and  by  Munro  in  the  Thera- 
peutic (Jazeiie,  Not  only  may  retroperitoneal  abscess  be  due  to  perforation 
of  the  appendix  behind  the  peritoneum,  but  organisms  passing  along  the 
mesoappendix  produce  pus  when  they  reach  the  connective  tissues  in  the 
retroperitoneum.  Infection  of  the  portal  vessels  and  consequent  hepatic 
abscess  is  not  common,  but  several  cases  of  this  character  have  been 
reported. 

Symptoms. — It  must  be  manifest  from  the  description  just  given  of  the 
pathological  changes  that  appendicitis  is  a  malady  capable  of  producing 
very  different  symptoms  in  degree  and  kind.  It  is  not  possible,  for  this 
rea.son,  to  enumerate  a  set  of  synip1t)ni.s  ]>resent  in  all  ca^es.  Tliere  are, 
however,  certain  symptoms  which  are  fairly  constantly  present.  The  most 
constant  symptom  is  paxji  in  the  abdomen.  This  may  be  diffuse,  or  at  least 
the  patient  may  not  be  able  to  localize  it.  Not  rarely,  if  the  physician 
repeatedly  asks  that  it  be  localized,  it  is  descrilied  as  being  in  the  "pit"  of 
the  stomach  or  in  the  epigustrium.  If  the  epigastrium  is  pressed  upon  tlie 
pain  may  be  increased.  This  fictitious  localization  of  the  pain  in  the  early 
stages  of  appendicitis  may  be  most  misleading.  As  a  matter  of  fact,  how- 
ever, it  should  l)e  most  indicative,  and  every  person  seized  with  pain  of  this 
character  should  be  sirspecteil  of  suffering  from  appendicitis.  In  some 
cases  the  pain  is  referred  to  the  Ifft  iliac  region,  and  it  is  only  when  the 
physician  applies  pressure  to  tlie  right  iliac  arcu  that  the  patient  appreciates 
that  that  is  the  reul  centre  of  his  sufl"ering,  and  by  manifestations  of  an 
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unquestionable  character  shows  that  the  source  of  pain  has  been  cliscovercd. 
There  is  one  spot  callerl  ''McBurney's  point,"  situated  two  inches  from 
the  anterior  superior  spinous  process  of  the  ilium,  on  a  line  drawn  from 
this  point  to  the  navel,  in  which  pain  on  pressure  can  nearly  always  be 
eticite<l.  It  corresponds  rather  with  the  origin  than  with  the  tip  of  the 
appendix. 

The  pain  of  appendicitis  is  usually  9ei^ere  and  sharp^  and  in  some  cnse^ 
agonizing.  It  is  usually  sudden  in  onset,  and  for  this,  and  the  other  rejusons 
just  given,  it  may  Ijte  confused  at  first  with  renal  or  gallstone  colic,  I  have 
seen  more  tlian  one  case  in  which  the  diagnosis  of  acute  pleurisy  had  been 
made.  Occasionally  cases  are  met  with  in  which  the  pain  is  less  spasmodic 
and  more  dull  ia  character,  but  they  are  the  exception. 

Perhaps  the  most  important  fact  that  can  be  impressed  upon  the  mind  of 
the  stiitienl  in  connectinii  with  the  symptom  of  pain  In  appendicitis  is  this, 
viz.,  that  the  sudden  cessation  of  pain  in  a  case  of  appendicitis  is  not  a  gtxxl 
sign,  Init  an  exceedingly  hat!  one  in  most  instances,  for  It  indicates  tlmt 
the  distention  of  the  inflamed  appendix  has  been  relieved  by  perforation  or 
gangrene. 

When  the  pain  occurs  in  paroxysms,  it  is  thought  to  be  due  to  contractions 
of  the  appendix — appendicular  colic. 

Next  to  pain,  the  most  important  symptom  in  appendicitis  is  rigidity  or 
fixation  of  the  right  rectus  muscle.  Barring  voluntary  rigidity  of  this  miwclc, 
which  can  usually  be  prevented  by  diverting  the  patient's  mind  fmni  his 
abdomen,  it  is  a  sign  of  great  reliability,  and  its  degree  often  measures  the 
severity  of  the  inflammatory  process. 

Vomiting  is  very  commonly  present  in  these  cases.  In  some  of  them  it 
occurs  so  early  as  to  seem  to  usher  in  the  attack.  This  is  particidarly  apt 
to  be  the  case  if  the  stomach  lias  been  overloaded  with  food  just  beiore  the 
attack.  If  the  stomacii  is  empty  at  the  time  of  onset,  vomiting  is  often 
absent. 

The  febrile  movement  in  a  case  of  appendicitis  is  rarely  very  great.  Tlic 
temperature  varies  from  99°  to  101°,  ami  occasionally  reaches  102*^  in 
adults.     In  children  it  may  be  higher. 

The  pulse  i^  quicks  but  not  very  rapid,  unless  serious  alxlominal  disturb- 
ance has  already  developed.  It  ranges  from  90  to  110  per  minute.  If  it 
goes  higher  than  this,  general  peritonitis  is  probably  present.  Distejition  of 
the  Ijelly  with  gas  is  usually  a  late  symptom,  and  if  well  market!  may  l>e  indic- 
ative of  general  peritonitis,  when  it  is,  of  course,  a  very  grave  sjinptom. 

After  the  mahidy  has  been  present  for  some  days  a  swelling  in  tkr  right 
iliac  region  may  appear  and  be  due  to  pus  or  to  a  large  protective  exudation 
of  lymph.  Tiie  latter  f*irmation  is,  however,  usually  met  with  in  relapsing 
cases  rather  than  in  primary  cases. 

Finally,  we  meet  with  cases,  usually  in  women,  but  sometimes  in  men,  in 
which  there  is  present  a  true  mucous  colitis  with,  it  may  be,  a  chmnic  catarrh 
of  the  appendix.  In  these  persons  a  tiny  discharge  of  mucopus  may  daily 
infect  the  colon.  They  are  to  be  considered  as  cases  of  chronic  catarrhal 
appendicitis  and  operated  upon,  not  l)ecause  the  appendix  is  so  gravely  dis- 
eased as  because  it  causes  disorder  in  the  colon. 
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Diagnosis. — When  the  question  arises  as  to  the  cause -of  severe  abdominal 
pain,  an  examination  of  the  blood  should  he  made.  If  a  distinct  leukocytosis 
IS  present,  the  white  cells  of  the  polymorphonuclear  group  being  particularly 
increased,  it  is  indicative  of  an  acute  inflammatory  process  somewhere  in  the 
body,  and  probably  in  the  appendix,  if  the  symptoms  are  appendicular.  It 
is,  however,  a  great  mistake  to  allow  the  determination  to  do  an  operation 
to  rest  upon  this  sign,  for  it  has  at  times  proved  a  "hollow  reed."  At  best 
it  is  to  be  regarded  as  collateral  and  not  direct  evidence  of  appendicitis. 

One  of  the  most  important  differentiations  for  the  physician  and  surgeon 
b  that  between  appendicitis  and  early  typhoid  fever.  At  first  glance  this 
would  seem  to  be  easy,  but  those  of  experience  know  that  it  is  often 
diiBcult,  not  that  typhoid  fever  often  develops  suddenly,  but  that  appendi- 
citis may  develop  slowly  during  a  mild  influenzal  infection,  or  during  an 
attack  of  gastrointestinal  catarrh  that  has  been  obscure  in  its  nature.  Further 
than  this,  the  lymphoid  tissues  of  the  appendix  and  nearby  parts  are  usually 
involved  in  t3^hoid  fever,  and  may  cause  appendicular  symptoms.  (See 
Plate  I.)  These  localized  typhoid  lesions  may  cause  pain  and  tenderness 
in  the  right  iliac  area.  The  absence  of  very  severe  pain,  the  failure  to 
find  the  leukocytosis  of  acute  inflammation,  the  peculiarly  coated  tongue, 
the  presence  of  tympany,  and  the  later  development  of  rose  spots  and 
the  Widal  test  will  prove  the  case  to  be  one  of  typhoid  fever. 

Care  should  be  taken  that  pain  and  swelling  in  this  area  occurring  in  one 
who  has  tuberculosis  is  not  taken  for  appendicitis.  It  is  not  rare  to  find  these 
signs  in  consumptives  who  are  by  no  means  far  advanced  in  their  disease. 
The  condition  is  often  one  of  local  tuberculous  infection  of  a  chronic  type. 

Hepatic  colic  is  separated  from  appendicitis  by  the  presence  of  a  history  of 
previous  attacks,  by  the  absence  of  jaundice,  the  absence  of  tenderness  over 
the  gall-bladder,  and  by  the  fact  that  in  gallstone  colic  the  pain  is  referred  to 
thediest  between  the  right  shoulder-blade  and  the  spine;  whereas,  in  appen- 
dicitis it  is  not  so  referred. 

Renal  colic  is  differentiated  from  appendicitis  by  the  pain  being  referred 
to  the  testicle,  pelvis,  or  the  inside  of  the  thigh;  by  the  fact  that  the  urine 
contains  blood,  if  not  macroscopically,  at  least  microscopically;  there  is  no 
excess  of  pain  on  pressure  over  "McBurney's  point,"  and  there  may  be  a 
previous  history  of  renal  stone.  Irritability  of  the  bladder  is  of  no  value  as  a 
differential  symptom,  as  it  is  often  present  in  botli  renal  colic  and  appen- 
dicitis.    In  neither  form  of  colic  is  leukocytosis  marked. 

Ovarian  or  tubal  inflammation  may  simulate  appendicitis,  but  a  pelvic 
examination  will  usually  reveal  these  states. 

In  some  cases  of  intestinal  obstruction  the  pain  may  resemble  that  of 
appendicitis,  but  the  presence  of  obstinate  constipation,  the  development  of 
fecal  vomiting,  and  the  discovery  of  a  mass  in  the  belly  elsewhere  than  at  the 
appendix  may  enable  the  physician  to  make  a  difterential  diagnosis. 

The  possibility  of  acute  hemorrhagic  pancreatitis  being  present  is  to  a  large 
extent  excluded  by  the  fact  that  it  is  a  very  rare  coiulition,  by  the  site  of 
the  pain  and  the  onset  of  early  collapse  in  this  disease. 

Osier  has  pointed  out  that  in  persons  subject  to  the  erytlieniatous  erup- 
tionSj  severe  attacks  of  abdominal  pain  may  develop  which  give  rise  to  a 
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diagnosis  of  appendioitis,  which  may  be  excluded  only  after  a  careful  study 
of  the  case  with  reference  to  this  state  and  urticaria. 

Prognosis. — The  prognosis  of  appemJicitis  depends  largely  upon  the 
severity  of  the  condition.  Statistics  which  show  that  a  certain  percent- 
age of  all  ciises  get  well  are  of  interest,  hut  they  do  not  help  the  physician 
in  an  individual  case,  because  definite  statements  as  to  the  character  of  the 
statistics  are  not  given.  A  series  of  mild  catarrhal  cases  will  give  a  recovery 
percentage  of  100;  whereas,  a  series  of  severe  gangrenous  cases  will  give  a 
mortality  of  100  percent.  That  recovery  frequently  takes  place  is  shown  by 
the  fact  that  alvout  one-third  of  all  postmortems  show  signs  of  the  existence 
of  appendicular  diseiise  at  some  time  in  Ufe,  yet  there  may  be  no  history  of 
such  an  illne^. 

The  substance  of  our  present  knowledge  is  that  the  prognosis  in  an  ordinary 
attack  of  appendicitis  is  good  for  recovery  from  that  attack,  but  that  recur- 
rences are  likely.  Tn  the  perforative  or  gangrenous  type  the  proguusis  is 
always  grave  and  often  fatal.  Much  depends  ujH)n  prompt  sui^cal  inter- 
ference. If  this  is  delayed,  death  is  the  result  in  the  majority  of  cases  of 
this  type. 

If,  however,  all  cases  of  appendicitis  of  whatever  type  are  considereil 
statistically,  it  is  found  that  the  percentage  of  mortiiUty  is  only  about  15 
per  cent,  under  meilical  treatment.     (See  Treatment.^ 

Treatment. — ^There  is  perhaps  no  more  difficult  point  for  decision  in  mwl- 
ical  practice  than  that  as  to  the  treatment  for  appendicitis.  It  is  impossible 
to  discuss  the  vast  array  of  arguments  for  and  against  early  operative  inter- 
ference in  this  brief  space. 

Given  a  case  of  appendicitis  of  the  acute  type,  the  first  thing  for  the 
physician  to  do  is  to  call  in  a  surgeon  as  a  consultant,  not  as  an  operator, 
provide*!  a  surgeon  qualifie*!  to  ilo  go(^l  alxlomiiud  sur^^ery,  if  it  Ls  require!, 
is  obtainable.  If  none  such  can  be  ha<i,  the  patient  is  far  l>etter  off  witliout 
than  with  operation.  If  by  me<]ical  treatment  the  case  can  be  controlled  and 
carried  through  the  acute  attack,  the  surgeon  should  not  interfere,  for  tlie 
mortality  of  operation  in  the  acute  stage  is  far  greater  than  it  is  when  the 
operation  is  performed  in  the  interval  between  the  attacks. 

Fourteen  years  ago  Fitz  showed  that  40  |>er  cent,  die  after  surgical  meas- 
ures, and  11  after  me«iical  treatment;  but  this  does  not  prove  that  the 
latter  is  better  than  the  former,  but  rather  that  the  surgical  cases  did  not 
get  to  the  surgeon  unless  desperately  ill.  At  present  the  percentage 
of  deaths  in  surgical  cases  is  far  less,  chiefly  because  they  are  seen 
early  enough  or  operation  is  performetl  at  the  time  of  election;  but 
even  at  a  much  later  date  than  that  of  Fitz's  paper  we  find  Caley  (1809) 
recording  OS  me<lical  cases  with  3  deaths,  and  102  surgical  cases  M-ith  22 
deaths.  When  we  consider  Sprengel's  statistics  of  516  cases,  232  of  which 
were  operate<i  on  in  the  interval  with  2  deatlis,  and  284  during  the  attack 
with  57  deaths  and  Sahli's  7(XK)  cases  treated  me<lically  with  90  per  cent 
recoveries,  the  value  of  delay,  in  mild  cases,  is  e\ndent. 

'VUv  plan  of  treatment  in  mild  cases  is  as  follows:  The  patient  is  required 
to  tak«'  absolute  rest  in  bed.  An  ice-bag  is  placed  over  the  appendix.  No 
purgatives  are  given  nor  pain-relieving  drugs  are  to  be  used  unless  the  pain 
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is  excessive,  when  enough  morphine  may  be  used  h>^odermicully  to  take 
the  edge  off  of  the  agony,  but  never  enough  to  make  the  patient  comfortable 
or  to  make  him  sleep*  for  .such  an  effect  masks  the  symptoms.  No  food  is  to 
be  given  by  the  month  and  no  drink  is  to  be  taken.  If  need  be,  liquid  can  be 
given  V)y  hyfrndermocly-sis  or  by  rectal  injection.  If  the  bowels  tnove,  a  bed- 
pan must  be  used.  If  the  pulse  is  excitable  it  may  be  quieted  with  a  little 
aconite.  Under  this  treatment  the  acute  inflammatory  process  may  be 
arre3ted,  and  the  operatit^n  can  be  performed,  if  need  be,  after  it  has  sub- 
side*!. If  bv  the  end  of  twelve  or  twentv-four  hours  the  svniptorns  are  not 
rapidly  subsiding,  it  is  necessary  to  operate  at  once.  Fowler  has  shown 
that  when  operation  is  done  within  forty-eight  hours  83  per  cent,  recover. 
\Mien  the  cases  are  left  to  the  fourth  day  6(}  jjer  cent,  recover;  to  the  fifth 
and  sixth  days,  5S  per  cent.;  to  the  seventh  and  eighth  da}'3,  50  per  cent.; 
and  to  tlie  ninth  and  tenth  cUiys,  only  33  per  cent. 

The  signs,  however,  wliicli  will  force  the  surgeon  to  immediate  operation 
when  the  patient  is  first  se^ix,  or  if  he  does  not  improve  under  trentinent,  arc: 
great  rigidity  of  the  rectus  muscle,  persistent  vomiting,  a  rapid  pulse  (above 
110), an  anxious  facies,  and,  perhaps,  as  an  indication  of  some  importance, 
a  very  high  leukocytosis.  In  such  cases  the  only  salvation  of  the  patient  lies 
in  immediate  stirgical  interference,  and  each  hour  of  delay  *h"niiiiishes  the 
chance  of  recovery.  The  whole  question  is  one  of  severity  of  infection.  If 
there  is  reason  to  believe  that  the  tissues  are  l>ecoming  infecteil  and  that  the 
local  tissues  cannot  resist  the  spread  of  the  inflaannation,  then  we  must 
operate. 

This  cjuestion  of  tleferring  operation  to  the  interval  between  the  attacks  is 
still  under  debjite.  There  are  some  radicals  who  insist  that  operation  should 
l)e  resorted  to  without  waiting,  and,  indeed,  before  the  appendicitis  is  severe- 
There  are  others  who  are  conlent  to  wait  tilt  thestf*rm  is  jHtst,  and  still  others 
who  believe  that,  given  a  patient  who  has  had  but  one  attack  of  moderate 
severity,  he  may  go  free  until  another,  or  a  thir<i  attack,  makes  it  evident  that 
a  recurrence  is  likely  tn  take  place  at  any  time,  when  he  should  be  operate*! 
tjpon  in  the  interval.  As  Dennis  well  says:  *'The  f)lnn  of  allowing  (lie  simple 
catarrhal  cases  which  are  doing  well  after  thirty-six  hours  to  recover  without 
immediate  operation,  and  relegating  them  sabse«|uently  to  the  group  known 
as  interval  cases,  and  tFie  prompt  operation  after  thirty-six  hours  w^hen  the 
cases  are  not  doing  well,  seems  to  holfl  out  the  Wst  prospects  of  recovery. 
The  pendulum  has  swung  too  far  toward  indiscriminate  operation.  But 
now  the  introduction  of  the  interval  operation  has  brought  the  pendulum 
back  to  swing  witliin  the  proper  limits.''     (See  Peritonitis.) 

It  must  not  be  thought  tlial  [jutients  vvlio  have  had  recurrent  appendicitis 
can  be  promised  perfect  comfort  by  operation,  for  not  rarely,  while  they 
recover  from  the  operation,  they  continue  to  have  tenderness  and  pain  in 
the  rigiit  groin  for  years. 

INTESTINAL  OBSTRUCTION. 


Definition. — Intestinal  obstruction  is  a  term  applied  to  a  condition  of  the 
bowel  in  which,  by  reason  of  some  mechanical  impediment  or  intestinal 
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paralysis,  the  normal  movement  of  its  walla  and  contents  cannot  take  place. 
In  its  actite  form  it  occurs  as  the  result  of  no  less  than  six  causes:  first,  con- 
genital inalj  or  malum.;  second,  inva^lnniion,  or  telescoping  of  one  portion  of 
the  bowel  within  tiie  other,  or  so-<*alled  intussusception;  third,  strangvlalion 
by  bands,  diverticula,  menibranoua  tulhesions.  or  by  attachment  to  other 
organs,  am!  by  the  slipping  of  a  cuil  of  intestine  through  an  aperture;  fourth, 
as  a  result  of  twisting  of  the  bowel,  calle<l  volvulus;  fifth,  from  lodgement  of 
foreign  hodic^y  as  gallstones,  etc.;  and  sixth,  from  intestinal  paralysis  and 
distention. 

Chronic  inteHiiial  obstruction  arises  from  siricturr,  from  tumors  in  the 
bowel,  from  tumors  external  to  the  bowel,  and  from  the  ivipaciion  of  fecal 
masses. 

Congenital  Malformation. — Congenital  malformations  usually  consist  in 
closure  of  the  intestinal  tube  by  reason  of  improper  development.  Such  a 
closure  may  exist  at  any  part  of  the  alimentary  canal  from  ti)e  oesopiiagus 
to  the  anus.  Rarely  the  bowel  l>ecomes  strangulated  or  incarcerated  or 
twisted  because  of  some  congenital  defect.  A  common  congenital  defect  is 
imperforate  anus  and  rectum.  Less  frequently  there  is  atresia  at  the  pylorus. 
Not  rarely  children  born  with  this  condition  have  other  congenital  defects 
in  the  alimentary  canal.  In  the  statistics  collecte<l  by  Martin  and  myself, 
2S  per  cent,  of  such  cases  sliowed  more  than  one  point  of  obliteration.  In 
cases  in  which  the  atresia  does  not  exist  in  the  anus  or  rectum,  it  is  most 
commonly  found  near  the  ileoca^cal  valve,  in  the  duodenum,  or  in  the 
sigmoid  flexure. 

Symptocu. — The  symptoms  of  intestinal  obstruction  due  to  congenital 
causes  usually  appear  after  food  is  first  taken.  There  is  no  passage  of 
mecoisiium  from  the  anus,  and  the  vomited  materials  are  often  fecal  in  odor 
and  in  appearance.  Not  rarely  violent  peristaltic  waves  can  be  seen  through 
the  abdominal  wall.    There  is  also  pain  and  efforts  at  defecation, 

Diapaosia.— ^An  examination  of  the  anus  or  rectum  will  usually  reveal  the 
cause  of  the  trouble.  If  the  finger  cannot  reach  the  obstruction,  a  bougie 
may  discover  it.  In  other  cases,  water  from  a  fountain  syringe,  hung,  not 
over  two  feet,  above  the  patient's  buttocks,  may  be  allowed  to  flow  into  the 
bowel  to  detennine  its  capacity. 

Prognosis  and  Treatment. — The  prognosis  is,  of  course,  ejcceetlingly 
unfavorable,  but  if  the  closure  is  near  the  anus  a  surgical  0|>eration  may  give 
relief,  and,  as  all  die  without  operation,  the  knife  should  always  be  resorted  to. 
Death  ensues  from  inanition  or  exhaustion. 

Intussasceptlon. — Tlie  invagination  in  this  condition  is  composed  of  three 
layers  of  l>owel.  Tlie  intussusceptum  is  composed  of  the  entering  and 
returning  layers,  while  the  receiving  sheath  constitutes  the  intussuscipiens. 
To  the  point  where  the  entering  layer  is  turned  sharply  upon  itself  to  form 
the  returning  layer,  the  name  "apex"  is  applied.  The  word  "neck"  is 
applie<l  to  the  ring  which  results  from  the  flexure  formed  by  the  returning 
layer  jis  it  merges  into  the  sheath. 

Intussusception  may  be  separated  into  divisions,  according  to  the 
severity  of  the  condition,  or  according  to  the  part  of  the  intestine  which 
is    involved.      Rafinesque    makes    three    divisions,  namely,  those   which 
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are  ultra-acute,  death  taking  place  within  the  first  twenty-four  hours; 
those  which  are  acute,  death  occurring  in  the  first  week;  those  which  are 
subacute,  lasting  a  month  and  upward.  From  an  anatomical  stand- 
point, intussusception  may  be  divided  into  the  enteric,  in  which  the  small 
intestine  is  alone  involved;  the  ileoceecal,  in  which  the  ileum  and  caecum, 
together  with  the  ileocsecal  valve,  are  turned  into  the  colon;  and  the  ileo- 
colic, in  which  the  ileum  is  prolapsed  through  the  ileocrecal  valve,  the  latter 
retaining  its  proper  position,  at  least  for  a  time.  When  the  comlition  is 
called  "colic,"  it  involves  the  colon  only.  In  still  other  oases,  the  rectum  is 
solely  affected,  forming  the  rectal  type  of  the  malady.  In  the  great  majority 
of  cases  the  upper  segment  of  the  gut  is  received  into  the  lower,  but  occa- 
sionally the  reverse  condition  occurs,  and  when  this  happens  the  term 
'"retrograde  intussusception"  is  applied.  Double  and  triple  intussusception 
has  occasionally  been  noted. 

Kiology. — The  causes  of  intussusception  are  not  clearly  understood,  but 
probably  depend  upon  irregular  innervation  of  the  intestine,  whereby  a 
sudden,  spasmodic  contraction  of  one  portion  of  the  bowel  occurs,  the 
adjacent  portion  being  relaxed.  Intussusceptions  of  this  character  are  not 
infrequently  met  with  at  the  postmortem  table,  having  occurred  at  the 
time  of  dissolution.  Polyps  of  the  intestine  may  be  forced  along  the  lumen 
of  the  canal,  thereby  dragging  the  wall  at  the  point  of  attachment  and 
causing  intussusception. 

Tteqnentey. — In  1652  cases  of  intestinal  obstruction,  excluding  hernia,  col- 
lected by  Leichtenstern  and  Bryant,  657  cases,  or,  approximately,  40  per 
cent.,  were  due  to  intussusception.  It  is  evident,  therefore,  that  this  form  of 
obstruction  is  not  rare.  Intussusception  occurs  most  frequently  during 
the  first  twelve  months  of  life.  After  the  fifth  year  it  becomes  compara- 
tively rare  until  the  fortieth  or  fiftieth  year,  when  it  again  increases  in  fre- 
quency. The  ileoctecal  region  is  the  favorite  site  of  invagination  at  all  ages, 
but  ileum  invagination  is  exceedingly  rare.  If  the  colic  form  occur,  it  is 
usually  at  the  sigmoid  flexure. 

Pathology. — The  pathological  changes  resulting  from  intussusception  con- 
sist in  an  extravasation  of  the  blood  into  the  mucous  membrane  and  mesen- 
tery of  the  part  affected,  and  in  an  acute  inflammatory  process  in  the  walls 
of  the  intestine,  which  particularly  affects  the  serous  surfaces  of  the  entering 
and  returning  layers,  so  that  they  become  glued  to  one  another.  Not  infre- 
quently, however,  this  condition  does  not  arise,  and  adhesions  do  not  form. 
As  a  result  of  the  strangulation  of  the  invaginated  bowel,  it  sometimes  hap- 
pens that  this  portion  of  the  intestine  sloughs  away,  and  if  sufficiently 
strong  adhesions  have  formed  between  the  neck  and  the  upper  portion  of 
the  intussusceptum,  the  coming  away  of  this  slough  may  result  in  the 
recovery  of  the  patient.  Very  large  portions  of  bowel  have  been  known  to 
be  passed  in  this  manner.  Pampier  has  recorded  one  instance  in  which 
124  cm.,  Bottcher  another  in  which  112  cm.  were  passed.  In  other 
instances,  however,  if  gangrene  of  the  bowel  <levelops,  perforation  and 
general  peritonitis  ensue. 

SymptoniB. — These  depend  upon  the  degree  of  constriction  at  the  neck  of 
the  intussusceptimi.  Usually  the  first  symptom  is  svdden  and  violent  fain, 
40 
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This  pain  sometimes  ceases  as  suddenly  as  it  begins,  the  patient  l>eing  in 
comparative  comfort.  After  an  interval  the  pain  returns^  and  the  parox^'sms 
become  violent  and  prolonged,  with  shorter  intervals  of  ease.  Pressure  does 
not  always  elicit  tenderness;  indeed,  at  times  it  seems  to  relieve  the  pain. 
Vomiiing  is  an  even  more  constant  symptom  than  pain,  and  usual!}'  l>egins 
early  in  the  attiick,  but  in  adults  it  may  be  absent.  Of  all  forms  of  intussus- 
ception the  ileum  invagination  is  the  one  whicli  is  most  frerpiently  accom- 
panied by  early  vaunting,  chiefly  because  it  produces  the  most  complete 
obstruction.  In  children  a  very  coustant  symptom  is  the  jxissage  of  bloody 
mucus.  Out  of  lOS  cases,  analyzed  by  Martin  and  myself,  occurring  in  the 
first  year  of  life,  this  symptom  wa.s  absent  in  only  4. 

Tenesmus  and  bearing  drum  is  also  commonly  met  with.  In  about  one- 
half  the  cases  the  tumor  can  be  felt  through  tlie  abilominal  wall,  and  under 
the  pliable  alxlominal  wall  of  children  it  should  always  be  most  carefully 
sought  for.  Such  a  tumor  is  most  commonly  found  when  the  ileoca-cal  type 
is  present.  Occasionally  in  the  colic  type  the  invaginatwl  bowel  can  be  felt 
in  the  rectum.  The  movement  of  the  bowel  may  distinctly  change  the 
position  of  the  tumor. 

Prognosis. — The  prognosis  in  intussusception  is  not  very  good.  Treate<l 
by  the  expectant  method,  the  mortality  is  70  per  cent,,  according  to  I^eichten- 
stern.  The  statistics  of  Martin  and  myself  give  a  mortality  of  90  |3er  cent. 
The  mortality  is  greater  in  infants  tlian  it  is  in  ohler  persons.  The  sloughing 
and  discharge  of  the  intussusceptum  is  ahvays  to  be  considered  distinctly 
favorable,  and  Miirtin  and  myself  found  that  in  408  children  in  whom  slough- 
ing had  not  taken  place  85  per  cent,  dic^l,  while  of  149  who  passe<l  a  portion 
of  the  intestine  41  per  cent,  recovered.  Sloughing  rarely  occurs  before  the 
second  or  third  week  of  the  disease. 

Treatment. — The  treatment  consists  in  the  use  of  a  fountain  syringe  filled 
with  normal  salt  solution,  at  tlie  temperature  of  105°,  and  this  fluid  is  to  be 
injected  slowly  at  the  rate  of  4  ounces  to  the  minute.  The  pre^ure  in  the 
hydrostatic  syringe  should  not  be  over  twopouncis.  This  methotl  is  available 
only  when  the  intussusception  occurs  in  the  lower  portion  of  the  boweh  If 
it  is  in  the  ileum  It  is  valueless.  If,  after  pressure  has  been  continued  for  the 
period  of  a  half-hour,  the  tumor  does  not  disappear  under  gentle  manipula- 
tion, alwlominal  section  must  lje  resorted  to  at  once.  Tlie  older  statistics  in 
regard  to  this  operation  were  not  very  favorable,  most  of  them  being  gathered 
in  preantiseptic  days.  At  the  present  time  operation  gives  much  mow 
favorable  results. 

Internal  Strangulation. — Internal  strangulation  by  bands  is  the  next 
most  frequent  form  of  intestinal  obstruction,  forming  about  3G  per  cent,  of 
the  classified  cases.  The  condition  occurs  most  fref|uently  in  males  l>etweeD 
the  twentieth  and  fortieth  years,  and  seems  to  arise  in  the  majority  of  cases 
from  a  former  peritonitis;  although  occasionally  the  bowel  is  strangulatef]  by 
slipping  through  the  foramen  of  Winslow  or  through  a  slit  in  the  diaphragm. 
Numerous  cases  of  obstruction  due  to  a  Meckel's  diverticulum  have  been 
re|:)orted.  The  diverticulum  may  become  twisted  or  by  adhesions  to  neigh- 
boring structures  fonu  a  constricting  band. 

Out  of  151  reporte<l  cases  the  small  intestine  was  involved  in  133. 
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Symptoms. — The  symptoms  consist  in  svddeji  arjonizirifj  pain  which  is  con- 
stant, although  it  has  jmraxysmal  increments.  The  pulse  becomes  rufid  and 
weak;  the  temperature  is  abnormal;  the  vomiting  is  persistent^  ami  becomes 
fecaif  but  this  condition  of  the  vonitt  rarely  develops  before  the  bepnning 
of  the  third  day.  Constipation  is  present,  but  fecal  matter  may  be  passed 
from  the  lower  part  of  the  bowel  once  or  twice.  If  a  large  coil  of  gut  is 
involved,  a  distinct  area  of  distended  intestine  may  perhaps  be  found. 
While  the  presence  of  this  train  of  symptoms  in  a  youn^  child  woukl  be 
indicative  of  intussusception,  in  an  adult  it  is  indicative  of  strangulation  by 
a  band,  for  intussusception  is  rare  in  adults. 

The  only  method  of  treatment  which  is  s^itlsfactory  is  operative. 

Volvulus. — According  to  Brinton^this  condition  occurs  in  S  per  cent,  of 
fatal  cases  of  intestinal  obstruction;  according  to  Treves,  in  2.5  per  cent., 
and  according  to  Martin  and  the  writer's  statistics,  in  4  per  cent.  Some- 
times the  intestine  is  twisteii  for  three  or  four  conii>Iete  turns.  The  condition 
occurs  most  frequently  after  middle  life,  and  occurs  more  frcf^uently  in  men 
than  in  women.  In  18  cases  collected  by  Haven,  16  were  men.  In  Martin's 
and  my  own  t^ible  of  KXJ  cases,  64  were  men.  The  twist  is  usually  about  the 
mesentery  as  an  axis  and  involves  the  small  intestine.  Occasionally  it  may 
appear  in  the  colon;  rarely  the  stomach  may  l>e  affected.  The  twisting 
of  the  intestine  interferes  with  its  circulation,  and  this,  combined  with  the 
decomposition  of  the  intestinal  contents  and  the  resulting  distention,  soon 
produces  peritonitis,  and  even  perforation.  The  alwdomen  is  prone  to 
become  immensely  distended. 

Symptoms. — The  symptoms  consist  in  absolide  conMipaiiony  vomiting,  and 
abihymirml  distention.  Aleteorisin  is  cojistant.  The  jjoirits  in  favor  of  a 
diagnosis  of  volvulus  are  the  a<lvanced  age  of  the  patient,  the  fact  that  the 
disease  usually  occurs  in  a  male,  that  the  pain  is  not  as  agonizing  as  in 
other  forms  of  obstruction,  and  tliat  the  obstructed  bowel  is  greatly  dis- 
tended. 

Prognosis. — The  prognosis  is  much  more  favorable  than  in  other  forms  of 
intestinal  obstruction.  When  intestinal  obstruction  is  due  to  paralysis,  the 
cause  is  most  frequently  some  injury  or  an  operation  upon  the  abdominal 
contents.  The  bowel  is  simply  dilated  or  kinked,  and  the  failure  in  peri- 
stalsis is  due  to  paralysis  of  its  niusrular  fibres.  This  is  the  type  of  olistruc- 
tion  which  all  abdt^minal  surgeons  greatly  fear  as  a  sequence  of  operation 
U[x>ti  the  peritoneal  contents. 

Treatment. — When  the  volvulus  is  due  to  paralysis  after  operation  it  is  to 
be  treated  by  the  administration  of  concentrated  salines  repeated  until  the 
bowels  are  moved.  When  distention  has  reached  a  very  great  degree  and 
vomiting  is  present,  salines  arc  no  longer  useful.  Tlie  rectal  tube  should  Ije 
passed  in  the  hope  of  exciting  peristalsis  and  drawing  off  gas.  The  patient 
should  be  freely  stimulated  and  the  rapidly  interrupted  faradic  current 
should  be  applied  to  the  abdominal  wall,  or  one  pole  may  be  placed  in  the 
rectum  and  the  other  passed  to  and  fro  over  the  abdomen. 

If  the  conilition  is  not  due  to  paralysis  after  operation  purgatives  are 
absolutely  contraindicated,  and  enemata  can  be  of  no  value.  Such  cases 
should  be  subjectet-l  to  operation. 
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Obstruction  from  Foreign  Bodies  arises  from  such  articles  as  coins» 
pebbles,  knivei^.  ami  scissors,  gallstones  anil  enterolith-S.  While  gallstones  are 
usually  small,  they  at  times  may  be  very  large,  and  are  often  greatly  atiiled 
to  by  concretions.  Thus,  I^ichtenstern  states  that  one  such  stone  was  five 
inches  in  circumference,  anil  lie  describes  an  enterolith  nine  inches  in  circum- 
ference. Such  a  stone  is  usually  formi-d  hy  concretions  about  a  foreign  Ixxly, 
as  a  cherry-stone.  Cases  of  intestinul  obstruction  of  this  character  are,  how- 
ever, very  rare,  about  0.2  of  1  per  cent,  of  all  cases.  The  obstruction  is 
usually  found  in  the  small  intestine,  sometimes  at  the  ileociecul  valve,  and 
occurs  more  frequently  in  females  than  in  males. 


DUODENAL  ULCER. 


Ulcer  of  the  duodenum  is  probably  a  more  frequent  condition  than  is  gen- 
erally supposetl,  and  in  some  cases  is  associated  with  ulcer  of  the  stomacli. 
The  proportion  given  by  Burwinkel  of  gastric  and  duo<ienal  ulcex  is  12 
to  1.  On  the  other  hand,  von  Wyl  found  only  3  duodenal  ulcers  in  nearly 
13,(XJ<)  postmortem  examinations,  an<l  Kinnicutt,  in  an  analysis  of  30,0()0 
postmortems,  phices  its  frequency  at  0.4  of  1  per  cent.  The  condition  may 
arise  at  any  period  of  life,  but  is  most  frcfjucnt  between  the  tenth  and  fortieth 
years.  Hahn  has  recorded  a  case  in  a  child  only  a  day  and  a  half  old.  Such 
an  ulcer  must  have  been  antenatal. 

Unlike  gastric  ulcer,  the  great  majority  of  duodenal  ulcers  are  found  in 
men.  Murphy,  of  Chicago,  quotes  Lasp^yres  as  stating  that  men  are 
affectetl  two  or  three  times  oftener  than  women.  Thus,  Krauss,  in  64 
cases,  found  tlie  ratio  to  l>e  10  to  1;  Ijcbert,  in  39  cases,  4  to  1;  Trier,  in 
54  cases,  5  to  1 ;  and  out  of  170  cases  colleeted  by  Weir,  144  were  in  men. 

Etiology. — Among  the  causes  of  duodenal  ulcer  may  be  mentioned 
burns,  which  in  some  unknown  way  produce  ulceration  in  this  portion  of 
the  bowel.  Renal  disease,  which  occasionally  results  in  the  ulceration  of 
the  large  bowel,  may  also  cause  this  lesion  in  the  duoilenuni.  Pulmonary 
tuberculosis,  which  proiluces  its  lesion  by  infection  of  a  solitary*  follicle, 
and  diseases  of  the  heart  an<l  liver,  which  result  in  impairment  of  vitality 
in  the  intestinal  wall,  so  that  localized  infections  may  occur,  are  also 
causes. 

As  with  gastric  ulcer,  so  with  duodenal  ulcer,  a  large  number  of  theories 
have  been  advance*]  as  to  its  direct  caUvSation.  Most  authorities  at  the 
present  time  believe  that  it  is  due  to  erosion  produce<J  by  the  gastric  juice, 
the  vital  resistance  of  the  part  having  been  diminished  by  inHammation  or 
circulatory  changes.  That  acitlity  (►f  t!ie  gastric  contents  may  so  result  seems 
likely,  from  the  fact  that  ulcer  most  frequently  occurs  in  the  duwlenum  near 
the  pylorus,  at  a  point  where  the  acidity  of  the  gastric  juice  may  l>e  but  little 
modified  by  the  alkaline  secretion  which  it  would  meet  a  few  inches  fartlier 
on  in  the  l>owxl. 

It  would  seem  probable,  however,  that  a  numlwr  of  factors  may  produce 
this  form  of  ulcer,  acting  in  some  cases  together  an(J  in  other  cases  singly. 
These  factors  are  well  summed  up  by  Murjihy  and  made  into  four  divisiom: 
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hyperchlorhydria,  local  infection,  embolism  with  thrombosis,  and  foreign 
bodies.  To  these  four  divisions  Murphy  would  add  a  fifth,  namely,  disorders 
of  the  organs  of  elimination,  as  in  burns  of  the  skin  or  other  serious 
lesions  in  this  part  of  the  body,  as  pemphigus  and  erysipelas,  and  in  other 
cases  renal  disease. 

Pathology  and  Morbid  Anatomy. — Duodenal  ulcers  are  usually  single,  but 
they  may  be  multiple.  Out  of  233  cases  collected  by  Collins,  195  were  single. 

TJlcer  usually  occurs  in  the  first  part  of  the  duodenum.  Out  of  149  cases 
collected  by  Perry  and  Shaw,  the  first  portion  of  the  duodenum  was  involved 
123  times,  the  second  portion  16  times,  and  the  third  and  fourth  portions 
twice.  These  statistics  agree  with  those  which  have  been  collected  concerning 
the  area  and  greatest  frequency  of  perforation  complicating  ulcer  of  the 
duodenum. 

^Vhen  perforation  occurs,  it  takes  place  nearly  twice  as  often  in  the 
anterior  as  in  the  posterior  wall,  still  more  rarely  in  the  superior  wall,  and 
almost  never  in  the  inferior  wall.  Perforation  occurs  much  more  frequently 
in  ulcer  of  the  duodenum  than  in  ulcer  of  the  stomach,  if  we  can  rely  upon 
the  statistics  which  have  so  far  been  collected.  Thus,  in  404  cases  mentioned 
by  Chvostek,  Collins,  and  Oppenheimer,  perforation  took  place  in  246.  On 
the  other  hand,  it  must  be  remembered  that  a  very  large  number  of  cases  of 
duodenal  ulcer  are  not  recognized  unless  perforation  does  occur,  and  it  is 
highly  probable  that  this  accident  is  far  less  frequent  in  duodenal  ulceration 
than  these  statistics  would  indicate,  because  it  is  a  well-known  fact  that 
duodenal  ulcer  is  a  condition  most  difficult  to  recognize  unless  it  is  found  in 
the  course  of  an  abdominal  section,  and,  further,  it  is  well  known  that  these 
ulcers  frecjuently  heal.  Thus,  Perry  and  Shaw  found  evidence  of  repair  in 
half  of  their  cases,  aud  Krug,  in  1220  autopsies,  met  with  30  cases  of  healing 
of  duodenal  ulcer. 

As  in  perforations  of  the  stomach,  so  in  perforation  of  the  duodenum, 
a  general  peritonitis  ensues,  or  a  localized  peritonitis  may  develop^ 
the  extravasated  materials  being  walled  oif  from  the  rest  of  the  peri- 
toneal ca\'ity  by  an  inflammatory  exudate.  As  with  gastric  ulcer,  so 
again  with  duodenal  ulceration,  adhesions  may  take  place  in  neighboring 
organs,  and  perforation  may  take  place  into  them.  Thus,  it  has  occurred 
that  the  duodenum  has  been  perforated,  and  so  permitted  its  contents  to 
enter  the  gall-bladder,  the  abdominal  aorta,  the  vena  cava,  the  portal  vein, 
the  superior  mesenteric  vein,  and  the  hepatic  artery ;  but  Murphy  asserts  that 
a  gastroduodenal  fistula  has  never  been  foun<l  as  a  result  of  perforation  of  a 
duodenal  ulcer.  In  some  instances  perforation  of  the  duodenum  has  resulted 
in  subphrenic  abscess. 

Symptoms. — ^The  symptoms  of  duodenal  ulcer,  unless  the  ulceration  pro- 
ceeds to  hemorrhage  or  perforation,  are  too  indefinite  to  make  a  positive 
diagnosis  possible  in  most  cases.  Indeed,  in  fully  half  the  cases  in  which 
duodenal  ulcers  are  found  at  autopsy,  there  have  been  no  symptoms  during 
life  which  have  raised  suspicion  of  its  existence. 

When  the  symptoms  do  occur,  they  so  closely  resemble  those  of  gastric 
tdcer  that  a  differentiation  may  be  impossible.  There  is  pain  and  vomiting^ 
and  if  a  bloodvessel  is  ulcerated  there  may  be  kwmaicmesis  or  bloody  stools. 
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The  pain  is  usually  much  less  severe  than  in  ulcer  of  the  stomach,  hut  at 
tinu'S  it  may  l>e  agonizing.  There  seems  to  l>e  a  general  consensus  of 
opinion  that  it  rarely  radiates  toward  the  hack,  as  does  the  pain  of  gastric 
ulcer»  but  cases  have  been  reported  in  which  pain  in  the  ncighlx>rh<XMl 
of  the  shoulder-blade  has  been  a  pronounce*!  symptom.  It  differs  from 
gastric  ulcer  in  that  the  taking  of  fmxi  is  not  immediately  follower!  by 
pain,  the  pain  being  delayed  for  several  hours  after  a  meal,  then  develop- 
ing when  the  food  enters  the  duodenum  from  the  stomach.  Moynilian 
says  that  the  nearer  the  ulcer  is  to  the  stomach,  the  sooner  is  the  pain 
developed. 

The  hemorrhage,  when  it  takes  place,  may  be  sufficiently  profuse  to 
cause  death»  or  it  may  be  small  in  amount  and  be  frequently  repeateil,  in 
which  case  death  may  ultimately  occur  from  exliaustion.  Vomiting  rarely 
occurs  except  when  the  stomach  is  overloaded,  or  when  blood  enters  it  from 
the  duodenum. 

Perforation  of  a  duodenal  ulcer  may  be  the  first  manifestation  of  any 
lesion  in  this  portion  of  the  bowel.  According  to  Schwartz,  patients  suffer- 
ing from  perforation  of  the  duodenum  were  healthy  in  20  out  of  25  instances 
prior  to  the  accident,  and  in  Weir's  51  cases  they  were  without  giistric  or 
duodenal  symptoms  in  25  out  of  34.  So,  too,  in  Perry  and  Shaw's  151 
cases,  9!  per  cent,  pivsented  no  evidences  of  disease  until  perforation  or 
hemorrhage  developed. 

While  cases  of  ulcer  may  recover,  the  tenflency  is  to  a  progression  of 
the  disease.  On  the  other  hand,  progress  does  not  necessarily  mean  early 
death,  for  Chvostek  lias  reported  a  case  in  which  there  had  been  present 
symptoms  of  duodenal  ulcer  occa.sionally  for  thirty-nine  years. 

Symptoms  of  perfarattoft  of  duodenal  ulcer  are  severe  epigastric  or  right 
hypochondriac  ftain,  followe^l  it  may  be  by  collapse:  the  svmptoms  resemble, 
perhaps,  acute  hemorrhagic  pancreatitis,  an<l  death  occurs  sometimes  as 
early  as  twenty-one  hours  after  the  accident.  The  sjTnptoms  of  genenil 
peritonitis  soon  develop,  or,  if  the  le^^ion  is  localized  by  adhesions,  localized 
l>entonitis  is  found,  as  already  stated.    Leukocytosis  is  usually  marked. 

Diagnosis. — The  tests  for  minute  traces  of  bloo<l  in  the  stools,  which  are 
described  in  the  article  on  gastric  ulcer,  may  l^  uswl  in  these  cases. 

Duodenal  nicer  nnist  be  separattMl  from  gastric  ulcer,  if  possible-  In 
the  majority  of  instances  this,  perhaps,  cannot  \tc  done  unless  there  are 
bloody  stools,  the  character  of  the  blood  being  dark  and  tarry,  owing  to 
its  alteration  by  the  intestinal  juices.  If  it  is  bright  in  character,  it  prolwblv 
comes  from  ulceration  of  a  lower  portion  of  the  bowel.  Another  iinp()rt;uit 
point  in  the  diagnosis  is  tlie  perio<i  at  wliich  pain  develops  after  food  is  taken, 
for,  as  already  |>ointe<l  out,  the  development  of  pain  is  delayed  in  cases  of 
ulceration  of  the  duoiienuin,  and  is  immwliate,  as  a  rule,  in  gastric  ulcer. 
While  von  Wyl  admits  that  it  is  impossible  to  make  a  differential  diagnosis 
in  90  per  cent,  of  the  cases,  he  gives  us  the  following  points  which  are  of  value 
in  differentiation: 
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Gcairic  Ulcer. 

il{||iaUy  in  women  twenty  to  thirty-five 
'^ears  of  age. 

2.  Pain  comes  on  soon  after  eating. 

3.  Pain  lessened  by  vomiting. 

4.  Vomitus  containB    miirui*,    food    rem- 

nants, and  often  blood. 

5.  Severe    dyspeptic    symptoms    usually 

present. 

6.  Meitena  rare. 


Duodenal  Ulcer. 
L  Most  frequent  in  men. 

3.  Pain  two  to  four  hours  after  eating, 
arnl  located  in  right  hypochondriuni. 

3.  Voiniliug  iJoi's  not  relieve  pain. 

4.  Vomiting  more  nire  than  in  gastric  ulcer, 

and  ddfs  not  often  contain  blood. 
h.  Dyspeptic  symptoms  slight. 

6.  Melsna  comparatively  frequent. 


<jiillstone  colic  is  to  be  separatcfl  from  dnotlcnul  ulcer  hy  tlip  fact  thnt 
hemorrhage  dt>es  not  occur  in  ^iillstoiie  colic,  and  Uy  a  previous  hi^story  of 
gallstones;  but  it  i.s  to  be  remembered  (hat  the  absence  of  a  hislory  of  jaundice 
is  of  little  value,  for  jauntlice  is  not  a  constant  symptom  iii  cholelithuisis.  As 
Murphy  well  poiiitH  out,  jaundice  was  present  only  16  times  in  400  cases 
of  cholelithiasis  operated  on  by  him. 

Acute  fat-necrosis  often  can  not  he  differentiated  from  rluodenal  ulcer  with 
perforation.  As  a  rule,  the  vomiting  in  fat-necrosis  is  more  |iersistent,  and 
the  depres.sion  or  colhi[)se  is  [nore  prompt  and  severe*  A  high-pitched  per- 
cussion note  is  found  in  the  riglit  hypochoiidrium  in  fat-necrosis,  but  this 

■  area  is  usually  flat  in  perforation  of  the  duodenum,  urdtss  peritonitis  has 

■  already  progressed  to  the  stage  of  general  tyfnpanitic  (Hstention.  In  fat- 
necrosis  there  is  an  absence  of  leukocytosis;  in  perforation  there  is  a  marked 
leukocytosis.  In  fat-necrosis  there  is  usually  no  rise  in  temperature;  in  per- 
foration there  is  not  infrequently  a  primary  rise. 

Intestinal  ol>struction  may  closely  resemble  perforated  duodenal  ulcer. 
The  pain  in  ulcer  is  constant;  in  obstruction  colicky;  there  is  hyperperistalsis 
in  obstruction :  there  is  an  absence  of  peristalsis  in  perforation;  there  is  absence 
of  leukocytosis  in  obstruction;  there  is  market!  leukocytosis  in  perforation. 
lu  both  there  is  usually  a  history  of  constipation. 

As  illustrative  of  how  difficult  it  is  to  make  a  correct  diagnosis,  even  when 
perforation  occurs,  Moynihaii  tells  us  that  in  only  12  out  of  51  cases  of 
duodenal  ulcer  was  a  correct  <!iagnosis  made  before  operation,  and  that  in 
4<lca-sesof  [>erforate<l  duodenal  ulcer  IS  were  operated  upon  for  aj)pcudicitis. 

PrognosiB. — The  prognosis,  like  that  of  gastric  ulcer,  is  not  good  for  recov- 
ery. In  perforative  cases,  if  oj>eration  is  not  performed,  the  outlook  deperuls 
entirely  upon  whether  the  infective  material  is  \vallc<l  off  l»y  adhesions.  If 
this  is  the  case,  an*l  a  subphrenic  abscess  is  formed,  much  depetnls  u[>on 
the  point  at  which  this  abscess  ruptures.  Tf  the  extravasated  material  is  not 
confined  by  adhesions,  death  occurs  from  general  peritonitis. 

When  the  condition  is  recognized  and  operation  is  perforiiied,  the  prog- 
nosis is  much  more  favorable.  The  difficulty  is  that  in  many  cases  the 
diagnosis  is  so  obscure  that  operation  is  not  performed  until  so  many  hours 
have  passed  that  recovery  is  impossible.  Thus,  out  of  51  cases  operated 
upon  in  Moynihan's  collection  there  were  only  S  recoveries,  and  in  20  cases 
collected  by  Darnis  only  3  recovered.  In  71)  cases  collected  by  Weir  and 
Foote  the  mortality  after  operation  was  71  per  cent. 
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Treatment. — ^The  treatment  of  these  cases  consists  in  absolute  rest  in 
bed.  /Vside  from  these  measures  it  is  purely  surgical.  If  perforadon  has 
taken  place  and  surgery  cannot  be  resorted  to,  then  there  Is  nothing  left 
for  the  physician  but  to  relie>^  pain  by  the  use  of  opium  aod  to  hope  that 
the  inflammatory  process  may  be  localized*' 


ENTEROPTOSIS. 


Definition. — Enteroptnsis  is  a  condition  in  which  the  intestines  fall  to  a 
lower  level  than  that  which  they  normally  occupy.  Not  only  the  intestines, 
but  the  stomach,  liver,  spleen,  and  kidneys  may  be  displaced  downwani,  the 
displacement  being  due  to  stretching  or  relaxation  of  the  mesenteric  and 
peritoneal  ligaments  and  to  laxity  of  the  alxlominal  wall,  so  that  it  faib  to 
support  the  contents  of  the  belly  cavity.  Of  the  various  names  which  have 
been  applieil  to  this  state,  other  than  enteroptosis,  may  be  mentioned  splanch- 
noptosis, visceroptosis,  and  "Gl^nard's  disease."  \Mien  the  stomach  is  chiefly 
affected  it  is  called  gastroptosis.    Enteroptosis  is  a  comiition,  not  a  disease, 

Etiology.^Gl^nard  thinks  that  overloading  the  transverse  colon  with  feces 
may  cause  so  great  a  strain  upon  that  portion  of  the  mesocolon  which  sup- 
ports the  large  transverse  bowel,  particularly  at  its  right  flexure,  that  this 
part  may  sag  and  so  predispose  the  rest  of  the  colon  to  drop  downward, 
drawing  with  it  other  parts.  The  objection  to  this  argument  is  that  the  right 
flexure  of  the  colon  is  practically  never  loaded  heavily  with  feces,  or,  at  least, 
the  instances  in  which  it  is  so  loaded  are  far  more  rare  than  is  enteroptosis. 
Further  than  this,  the  ligaments  concerned  in  the  support  of  the  abdominal 
contents  are  not  the  chief  source  of  support.  St^iwenlt  states  that  they  iU>  not 
bear  more  than  one-eighth  of  the  weight.  The  upper  organs  are  buoyetl  up 
by  the  lower  ones,  pro\*ided  these  are  retainer!  in  a  normal  position.  Although 
constipation  may  be  a  minor  factor  in  producing  this  state,  the  chief  factors 
are  relaxation  of  the  abilominal  wall  and  the  loss  of  fat  prwluced  by  an  acute 
illness  or  some  chronic  disease,  and  occasionally  by  old  age.  This  affection 
is  not  uncommon  in  the  insane,  particularly  when  chronic  constipation, 
inactivity,  and  wasting  are  associated.  The  relaxation  of  the  abdominal 
wall  may  also  be  due  to  loss  of  fat  and  to  repeated  pre^ancies.  pi     '  ly 

if  the  woman  has,  by  wearing  corsets,  weakened  her  abdominal  mi  i  nd 

then  hail  them  subjected  to  prolonged  distention  in  pregnancy.  Occasionally 
the  rectus  muscles  not  only  atrophy,  but  separate.  I  have  in  my  ward  as  I 
write  a  woman  who  has  tliis  very  condition.  (Figs.  S4  and  85.)  Cases 
occasionally  arise  in  which  enteroptosis  follows  the  removal  of  a  large 
ovarian  cyst  or  of  ascites. 

To  appreciate  the  failure  on  the  part  of  the  abdominal  muscles  in  a 
well-<Jevelopefi  case  of  enteroptosis,  it  is  only  necessary  to  stand  behind  the 
patient  and  place  the  palms  of  the  hands  upon  the  tower  zone  of  the  abdomen, 
pressing  upward  and  inward,  when  the  entire  weight  of  the  abdominal  con* 

'  The  IlicTsture  of  this  stibjoct,  which  i»  of  itiert-wiinic  iinpcirtanct*.  can  bevt  be  nbtaJnrd  by  con«ul^ 
ini(  the  valitnl-K'  iMkprTi  itf  Weir  in  the  Trmnaovtioiu  of  the  Arnertc*D  Snqpcml  A»or**tion.  ifcrtil  uff 
Murphy  Ifi  Itie  AiorrlL-au  JounuU  o(  ObateUica  for  Deoeiuhcr.  IWL  KroM  thmm •olrlbMliuai  mm^h ue 
the  iofonuvtion  In  liiim  »rticlt3  wmm  obteinetl. 
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tents  may  be  felt  resting  upon  the  hands.  The  complete  inability  of  the 
alKlominal  wall  to  ^ive  support  is  then  appreciated. 

Knteroptosis  is  far  more  frequent  in  women  than  in  men.  Gl^nard  found 
it  in  women  in  30G  out  of  404  cases. 

Symptoms. — Tlie  symptoms  in  many  cases  are  by  no  means  definite.  Tlie 
patient  is  often  regarded  as  a  chronic  dyspeipHc,  as,  indeed,  she  is.  There  is 
more  or  less  coiustnnt  dinvomjurt  in  the  abdomen,  and  the  intestines  may  be  in 
a  state  of  perlsfalh'c  unrest,  so  that  borboryrpni  and  rumbling  are  annoying. 
At  times  the  l>owels  seem  hypenesthetio,  and  the  patient  complains,  not  of 
pain,  but  of  a  sense  of  movements  which  in  health  are  never  felt.  Some 
patients  describe  ihe  sensation  as  if  their  abdominal  contents  were  **  falling 
out"  of  tliem.  Some  have  a  distaste  for  foofi;  others  crave  it,  with  the  hope 
that  it  will  relieve  the  sense  of  emptiness,  and  then  regret  taking  it  l>ecause 
its  presence  in  the  ilisp!ace<l  stomach  increases  the  distress.  Consiipaiion  is 
usually  persistent,  and  the  use  of  purgatives  may  serve  to  cause  a  great 
increase  in  nunlilint^  without  causing  a  satisfactory  evacuation.  The  reasim 
for  this  IS  eviilenl,  for  the  fallen  bowel  presents  sacculations  or  depressions 
that  act  like  a  phunber's  trap  and  prevent  free  progress  of  the  contents  of 
the  intestinal  tube. 

Associated  with  these  symptoms  there  is  often  a  good  deal  of  nen'ons 
unrest  and  mental  depression,  and  not  rarely  some  vertigo  on  changing  the 
jMisture  of  the  body.  There  may  also  be  cardiac  palpitation  and  breath- 
lessness. 

An  examination  of  such  a  patient  will  reveal  on  inspection,  provided 
a  certain  rlegrec  of  leanness  or  emaciation  is  present,  that  the  al^ilominal 
wall  is  thinner  than  normal,  that  it  is  relaxed,  and  that  when  the  patient 
stands  i.Tect  its  muscles  are  soft  and  without  tone.  In  health  palpation  of 
the  abdominal  wall  reveals  some  resistance,  whereas  in  this  state  it  yields 
readily  tcj  pressure  like  the  side  of  a  [jartly  lille<l  water-bag.  Inspection  n(»t 
rarely  reveals  the  fart  that  the  zone  of  the  alulomen  Ix-tween  the  ensiform 
cartilage  and  the  navel  is  empty,  and  that  below  the  navel  the  abdomen 
is  unduly  prominent  and  sags. 

The  appearance  of  sticfi  a  patient  is  often  noteworthy,  for  emaciation  may 
be  so  niarketl  as  to  raise  the  suspicion  of  malign:uit  disease,  a  suspicion  which 
is  increased  by  the  anicmia  which  is  present.  Rarely  the  patient  suffering 
from  enteroptosis  may  develop  jaundice  because  adhesions  constrict  the 
bile-ducts. 

If  the  patient  with  enteroptosis  be  placed  upon  the  back  in  a  gooil  light, 
and  the  abdominal  wall  observed  at  a  <listance.  peristaltic  waves  may  often 
be  seen  traversing  it.  Tapping  the  knuckles  of  intestine  through  the 
abdominal  wall  with  the  finger-tip  will  increase  or  arrest  these  movements 
for  a  moment. 

Deep  palpation  may  reveal  the  liver  much  lower  than  normal.  That  this 
is  not  due  to  an  enlargement  of  this  organ  may  be  prove<l  by  the  discovery 
that  as  its  lower  border  passes  down  into  the  alxlomen  its  upper  l)order 
also  becomes  lower,  the  actual  area  of  liver  dulness  on  percussion  being 
the  same  as  in  health.  The  liver  is,  however,  rarely  out  of  place,  except  iu 
extreme  cases. 
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Distention  of  the  stomach  with  pis  from  a  ScullitK  powder,  or  by 
purnpinfj  air  into  it  with  an  atoini/cr  hulli  uttacluHl  to  a  tube,  will  reveal 
its  abnormal  position,  and  if  it  is  carefully  outlined  It  may  be  fonnd  tliat 
this  viscus  occupies  a  more  vertical  position  than  in  health,  the  pylorus 
being  ^eatly  displaced,  while  the  cardiac  portion  is  in  a  relatively  normal 
posture  because  it  is  more  firmly  sus[)euded.  The  cardia  Is  very  rarely  i;reatly 
displaced,  but  Steele  has  reported  live  such  cases  in  a  comparatively  short 
time  of  observation.  The  gastrodiaphane  of  Rinhorn  may  be  used  for  the 
purpose  of  ilefining  the  site  of  the  stomach.  Ptosis  of  the  stomach  is  not 
rarely  associater]  with  dilatation  and  with  motor  itisufliciency.  (For  the 
measures  by  which  the  presence  of  gastroptosis  can  be  determined  see 
article  on  Gastric  Dilatation.) 

The  spleen  is  very  commonly  displaced.  It  may  be  well  forward  in  the 
mciJian  line,  or  it  may  fall  more  illrectly  <lownward  and  be  found  as  low  as 
the  pelvic  organs 

Nephroptosis  is  described  in  the  section  devoted  to  Diseases  of  the 
Kidneys. 

During  the  performance  of  deep  palpation  there  can  sometimes  be  felt  a 
mo<lerately  firm  mass  lyiiifj  transversely  in  the  abflomen  Jn  tlie  epigastric  area, 
lliis  is  said  by  Gl^nurd  ti»  be  the  colon,  but  if  this  he  the  case  the  colon  is 
not  much  displaceil.  and  is  certainly  contractetl  rather  than  dilated — a  condi- 
tion opposed  to  that  stated  by  fiMnanl  to  be  usually  present.  Ewaldi  believes 
that  this  mass  is  the  pancreas  which  has  been  uncovered  by  the  eiiteroj)(c)sis. 

Auscultation  of  the  belly  Jn  these  cases  often  reveals  a  large  number  of 
Hquid  sounds,  and  if  the  j>iitiont  is  shaken  there  may  be  heard  succussion 
notes  and  souuils  \vhich  miiy  he  called  ''slopping." 

While  some  patients  with  moderate  enteroptosis  present  many  of  the 
symptoms  just  deseribt^b  it  is  a  fact  worthy  of  note  that  others  with  very 
marke<l  falling  of  the  al>df)minal  contents  often  have  no  complaint  to  make 
of  the  alKiominal  state,  and  if  they  arc  told  of  it  at  once  fiecome  mentally 
*' centred"  on  their  alimentary  tr»ct.  and,  if  already  neurasthenic,  speedily 
drive  tliemselves  and  their  medical  attendant  almost  demented  by  their 
constant  discover}-  of  new  symptoms. 

Treatment. — The  treatment  of  enteroptosis  is  manifestly  to  be  directed  to 
the  support  of  the  displaced  organs  ami  their  replacement.  Not  rarely,  if 
the  physician  stands  behintl  the  patient  and  premises  upon  and  lifts  the 
ab<lominal  contents  by  pressing  the  hands  in  front  of  the  abdomen,  relief 
from  the  sense  of  aUlominal  relaxation  is  at  once  noticerb 

The  adjustment  of  a  properly  filled  abdominal  belt  or  binder  iSt  therefore, 
a  valuable  aid  in  this  condition.  It  should  lie  applied  every  morning  before 
rising  and  not  until  after  the  patient,  by  gentle  stroklngs  witli  his  hands, 
has  placed  the  abdominal  contents  at  about  the  proper  leveL  Its  greatest 
pressure  must  be  exercised  inward  and  upward  in  the  zone  below  the 
navel.  Sometimes  the  use  of  a  broad  Ihinnel  binder  about  the  lower  zone 
may  be  sufficient,  but  the  support  must  be  upward  as  well  as  inw'ard. 

Great  care  should  be  taken  as  to  diet.  Starches  and  milk,  both  of  which 
are  prone  to  produce  flatulence,  should  be  avoided.  If  starcli  is  used  in  an 
easily  digested  form,  as  rice  and  cornstarch,  .some  taka-fliastase  should  be 
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given  with  It.  Cheese  and  beans  are  absolutely  forbidden,  and  fats  are  also 
harmful.  Small  quantities  of  green  vegetables  may  be  taken,  and  roast  or 
broiled  beef  and  mutton  allowed  at  each  meal.  Eggs  are  also  permissible. 
The  patient  should  be  warned  against  eating  heavily  at  any  one  time,  since 
an  overweighted  stomach  or  colon  will  make  the  ptosis  much  worse.  If 
gastric  dilatation  exists,  lavage  may  be  useful. 

In  the  way  of  drugs,  there  are  only  three  which  produce  much  benefit, 
namely:  nux  vomica  in  full  dose — say,  i  grain  four  times  a  day;  extract  of 
physostigma  in  the  dose  of  J  grain  four  times  a  day,  and  capsicum,  1  grain 
three  or  four  times  a  day.  Sometimes  it  is  well  to  combine  all  of  these  in 
one  pill  or  capsule. 

In  the  way  of  digestants,  hydrochloric  acid  and  pepsin,  soda  and  pan- 
creatin.and  taka-diastase  are  to  be  employed.  As  laxatives,  cascara  sagrada 
and  aloes  may  be  use<l,  1  grain  of  the  extract  of  the  former  ami  ^jy  grain  of 
aloin  being  given  once,  twice,  or  thrice  a  day,  according  to  the  obstinacy  of 
the  bowels.  The  bitter  fluid  extract  given  in  capsules  is  the  best  preparation 
to  employ. 

In  cases  in  which  the  symptoms  are  so  severe  as  seriously  to  impair  health 
and  comfort  and  even  the  chances  of  life,  operative  interference  is  indicated, 
the  displaced  organs  being  fixed  by  suturing.  Up  to  the  present  time  rjuite 
a  number  of  such  cases  have  been  operated  on  by  dlFFerent  niethotls.  Duret, 
in  a  case  in  which  the  stomach  came  within  four  inches  of  the  pubis,  placet! 
stitches  tlu-ough  the  lesser  cur\'ature  of  the  stomach,  then  through  its  anterior 
wall,  and  made  it  fast  to  the  peritoneum  of  the  anterior  aMominal  wall. 
Recovery  followed.  In  other  cases  the  intestines  have  been  raised  l)y  taking 
a  reef  in  the  mesentery.  Rovsing  has  fastened  the  stomach  by  three  stout 
sutures  passed  through  the  abdominal  wall  ami  through  the  outer  c\>ats  of 
the  stomach,  with  the  result  that  the  patient  gained  forty  pounds  in  weight. 
Beyea  has  taken  tucks  in  the  gastrophrenic  and  gastrohepatic  ligaments,  with 
good  results,  and  Webster  has  treated  a  large  number  of  cases  by  excising 
the  tissues  between  the  recti  muscles  and  then  .stitching  the  edges  of  these 
muscles  together,  thereby  affording  support  for  the  alxlominal  contents. 


OOLITIS. 


Acute  Colitis. — ^This  is  a  verj'  common  condition  and  follows  exposure  to 
cold,  particularly  if  the  abdominal  contents  have  been  the  parts  chiefly 
deprived  of  warmth.  The  intlammatory  process  chiefly  affects  the  lower 
part  of  the  colon  and  extends  to  the  rectum  as  well,  so  that  proctitis  is 
developed.  Tlie  primary  hypcricmia  of  inflammation  is  followed  by  an 
increasing  secretion  of  mucus,  with  the  throwing  off  of  dead  epithelial  cells 
mixed  with  white  and  red  blood  corpuscles  which  have  escaped  from  the 
engorged  vessels.  If  the  process  is  very  severe,  a  suppurative  state  njay  be 
developed.  In  most  cases  the  tendency  is  to  rapid  recovery,  but  if  the 
inflammatory  process  persists,  one  of  two  conditions  may  be  developed, 
either  small  areas  of  necrosis  or  ulceration  occur,  or  there  is  deposite<l  in  the 
submucous  tissues  a  considerable  amount  of  connective  tissue,  which  may 
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by  its  contraction  impair  the  function  of  the  glands  and  perhaps  narrow  the 
calibre  of  the  bowel. 

I^mptoms. — ^The  symptoms  consist  in  severe  abdominal  pain,  with  tender- 
ness in  the  r^on  of  the  sigmoid  flexure,  and  in  frequent  movements  of 
the  bowels,  which  movements  soon  become  very  small,  so  that  they  finally 
consist  in  nothing  but  a  little  mucus,  which  is  passed  with  great  tenesmus. 

Tnatment. — ^lle  treatment  consists  in  the  use  of  absolute  rest  in  bed. 
The  application  of  a  mustard  plaster  over  the  sigmoid  flexure  and  the  injec- 
tion into  the  bowel  of  4  ounces  of  starch-water,  with  40  grains  of  potassium 
chlorate  and  30  drops  of  deodorized  laudanuin,  every  three  or  four  hours. 

Acute  infectious  colitis  has  already  been  considered  in  the  article  on 
Dysentery. 

Mncons  Colitis.  Definition. — ^Under  the  name  of  mucous  colitis  physi- 
<jans  meet  with  a  condition  which  is,  next  to  dysentery,  the  most  common 
affection  of  the  colon,  and  in  temperate  zones  is  more  frequent.  It  affects 
persons  suffering  from  neurasthenia,  in  the  great  majority  of  cases,  and  is 
met  with  in  the  overworked  or  overwrought  of  both  sexes,  but  most  fre- 
quently in  women  of  from  twenty  to  forty  years  of  age. 

The  affection  is  a  chronic  one,  often  lasting  for  several  years,  and  during 
its  continuance  causing  a  great  impairment  of  nutrition  and  much  general 
ill-health.  Not  rarely  the  irritable  state  of  the  colon  causes  constant  abdom- 
inal distress.  Severe  colicky  pain  is  also  present,  and  a  state  of  h3rper- 
peristalsis  of  the  small  bowel  exists,  so  that  food  is  often  hurried  on  into  the 
large  bowel  before  it  can  be  digested  and  absorbed,  the  patient  suffering  from 
lienteric  diarrhoea,  not  because  the  digestive  power  is  impaired,  but  because 
the  food  does  not  remain  in  one  part  of  the  small  bowel  long  enough  to  be 
digested.  The  stools  are  not  as  frequent  as  those  of  other  kinds  of  chronic 
diarrhcea. 

Mucus  in  considerable  amount  is  often  passed,  and  this  mucus  may 
be  so  thick  that  it  resembles  a  false  membrane,  whence  the  term  "  muco- 
membranous  enteritis."  Not  rarely  the  patient  has  excessive  peristalsis 
every  time  food  is  taken. 

Blood  is  almost  never  passed  unless  there  are  hemorrhoids  which  bleed. 
There  is  no  fever,  but  profound  mental  depression.  Areas  of  marked 
tenderness  can  be  found  in  the  abdomen  on  palpation,  and  the  cutaneous 
sensibility  is  often  increased. 

Treatment. — The  treatment  of  mucous  colitis,  while  it  is  not  capable  of 
producing,  in  the  majority  of  cases,  very  marked  improvement  within  a 
short  time,  is  nevertheless  successful  in  a  large  proportion  of  patients,  pro- 
vided that  it  is  carefully  and  persistently  carried  out,  and  if  the  patient's 
mode  of  life  and  her  diet  is  arranged  in  such  a  way  as  to  be  favorable  in 
their  effects.  As  the  majority  of  the.se  patients  have  l>een  subjected  to 
nervous  stress  and  are  neurasthenic,  it  is  essential  that  they  shall  be  sub- 
jected to  the  rest  cure,  in  order  that  by  re-establishing  nervous  tone  and 
equilibrium  a  normal  intestinal  peristalsis  and  normal  digestive  functions 
may  be  established.  Without  rest  in  cases  of  this  character  other  treatment 
is  commonly  useless. 

In  order  that  the  greater  part  of  digestion  and  assimilation  may  be 
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carried  out  in  the  stomach  and  duodenum,  foo<is  easy  of  dijjesiiou  and 
readily  assimilated  should  !)e  j^lven,  and  should  consist  chiefly  in  pro- 
teids,  that  is,  broiled  or  roasted  meats.  Green  vegetables  and  fatty  foods 
shtudd  not  be  allowed.  Easily  digested  starches,  such  as  rice  and  corn- 
starch, may  be  given,  provided  that  paiicrcatin  or  takanliastase  is  given  wth 
them  to  hurry  their  di^^estion.  All  vegetable  foo<Is  which  leave  a  l>ulkj*  resi- 
due should  be  forl>it]den,  a,s,  for  example,  oatmeal  an<l  wheaten  grits.  The 
patient  should  take  liquids  in  small  (piantities  frequently,  rather  than  in 
large  quantities  at  long  intervals,  and  should  avoid  taking  liqui<ls  with  her 
food.  She  shoidd  also  avoid  taking  lit|uids  before  going  to  l->e<l  at  night, 
a-S  not  infrecpiently  Ucjuitis  taken  at  this  time  seem  to  lie  in  the  Wwel  unab- 
sorbed,  and  on  tlie  assumption  (*f  the  ereet  f)osture  by  the  patient  in  tlie 
morning  a  morning  diarrhoea  is  develo[>cd.  All  fatty  articles  of  diet  should 
be  avoided. 

Continuous  counterirritation,  ppxluced  by  frequently  repeated  appli- 
cations of  tincture  <:»f  iotline  over  the  whole  ab<lominal  surface,  sliould  Ik* 
maintained,  and  if  there  is  much  tenesmus  a  sup[K.>sitory  containing  5  to 
10  grains  of  iodoform  may  be  inserted  into  the  rectum  In  the  morning  after 
a  movement  of  the  bowels,  not  ordy  for  its  local  counterirritant  effect,  but 
for  the  benefieiid  inHuenceof  the  iodine,  when  absorbed,  \i\)on  tl»e  catarrlud 
condition  of  the  bowel.  In  some  easfs  wliere  the  colon  is  chieflv  at  fault, 
clysters  of  1  or  2  <|uarts  of  hot  normal  saline  solution,  or  of  pure  water  con- 
taining 20  grains  of  suiphot-arbolatc  of  zinc  to  the  pint,  should  be  gently 
given,  care  being  taken  that  the  Huiil  d<M^s  not  run  in  so  rapidly  as  to  irritate 
the  bowel.  The  patient  shonid  lie  t>n  the  left  side  until  the-sigmoid  flexure 
is  filled,  then  turn  on  the  back  wliile  (lie  transverse  colon  is  tillol,  and 
perhaps  after  tliis  turn  on  the  right  side  with  the  hope  that  the  fluid  vdW 
enter  the  ascending  colon. 

In  those  cases  in  which  there  is  a  history  of  repeated  miki  attacks  of 
appendicitis,  or  of  j)ain  in  the  right  iliac  region.  api>endectomy  sometimes 
protiuces  excellent  results,  the  chronic  colitis  being  due  to  the  infection  of 
the  colon  by  small  t^uantities  of  pus  which  esaipc  from  the  api:)endix,  Prol>- 
ably  the  enforces!  rest  which  follows  an  operation  for  the  removal  of  the 
appendix  also  is  advantageous  in  j^rodueing  a  cure  in  these  cases. 

Follicular  and  Croupous  QoUtis.—FoUiciUaT  coliivi,  sometime-s  called 
no<lular  colitis,  is  a  form  of  irdlaniriiation  of  the  colon  characterizei!  by 
marke<i  swelling  of  its  solitary  glands,  or  lymph  nodes,  rendering  these 
structures  unusually  protuberant.  After  this  primary  stage  of  enlargement 
necrosis  and  sloughing  ensue,  leaving  round  ulcers,  which  arc  frequently 
numerous.  By  the  failure  of  these  to  heal  the  more  chronic  state  of  ordinary 
ulcerative  colitis  is  developed. 

Ulceration  of  the  colon  is,  of  course,  also  due,  in  many  cases,  to  the  typhoid 
bacillus,  the  tubercle  bacillus,  the  Amnha  difsentervr^  and  sometimes  to  infec- 
tion by  Shiga's  bacillus.  It  also  develops  as  a  terminal  infection  in  some 
ca.ses  of  chronic  renal  disease.  Ulcerative  processes  in  the  intestines  are 
very  common  in  the  insane,  and  they  have  been  associatetl  with  locomotor 
ataxia. 

Under  the  name  of  croupous  colitis,  a  condition  exists  in  which  the  mucous 
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membrane  of  the  colon  becomes  engorged  and  coate<l  with  a  false  membrane, 
aiul  the  underlying  tissues  becoming  filleil  with  dead  leukocytes  and  fibrin. 
As  in  the  small  bowel,  so  here,  this  false  membrane  may  be  widely  diifused 
or  occur  in  patches.  After  the  formation  of  the  membrane  the  liisease  either 
disappears  by  the  exfoliation  of  necrotic  material  or  the  deeper  coats  of 
tlie  bowel  are  a(V<.M?tetl,  so  that  areas  of  submucous  tissue  become  necrotic 
and  are  passed  in  the  stools  as  sloughs-  At  the  site  of  these  slouglis 
healing  by  cicatriisation  develops,  or  the  process  e.xteiids  still  more  deeply 
in  the  j>eriloneuni  ^im\  causes  serious  secondary  lesions.  In  this  way  is 
forme<l  a  necTotic  colitis,  the  ulcerated  areas  l>eiiig  gangrenous  in  appearance 
and  of  great  size.  A  large  number  of  pathogenic  orgajiisms  have  been  found 
in  the  IkiwcI  in  such  cases. 

Treatment. — This  consists  in  following  a  plan  identical  with  that  advised 
for  mucous  coUtis,  and  in  addition  in  giving  an  injection  of  nitrate  of  silver 
in  the  strength  of  40  grains  to  the  quart  each  evening  in  place  of  the  normal 
saline  already  spoken  of. 

Pseudomembranous  Colitis. — ^I'his  is  a  condition  in  which  not  only  the 
large  intestine,  but  the  smalt  bowel  as  well  is  affecte*!  by  a  sviperficial  necrosis, 
which  may  l>e  diffuse,  but  is  more  commonly  distributed  in  pak'hes.  The 
process  closely  resembles  cn»upnus  colitis,  and  hy  some  writers  the  two  con- 
ditions are  held  to  be  identicaL  The  false  membrane  consists  of  dead 
epithelium,  mucus,  fibrin,  and  white  blood  cells  which  have  passed  out 
of  the  bloodvessels.  In  some  cases  the  false  membrane  is  almost  purely 
mucin-bearing  and  quite  fibrin  free;  the  latter  elen»ent  is  only  exceptionally 
abundant.  Not  rarely  the  submucous  tissues  may  be  infiltrated  by  serum 
and  Icukoc^ies. 

Pseudomembranous  enteritis  develops  in  the  course  of  a  number  of  the 
acute  infectious  diseases,  in  pya-mia  and  septica-mia,  in  persons  who  suffer 
from  chronic  Hright's  disease,  and  occasionally  after  the  taking  of  poisons 
which  cause  gastrointestinal  irritation.  It  is  important  to  recall  tlie  fact 
that  this  pseuilomemhranous  cc^nrlition  is  not  diphtheritic  in  the  sense  that 
it  is  due  to  the  Klebs-Loeffler  bacillus,  and  that  the  proportion  of  fibrinous 
exudate  is  far  less  than  in  the  memhrune  of  thut  specific  tliscase  calletj  diph- 
theria. Perhaps  the  most  common  cstuse  of  tljis  lesion  is  the  ingestion  of 
poisonous  quantities  of  arsenic,  for  tliis  drug  is  eliminated  by  the  mucous 
membrane  of  the  alimentary  canal  and  in  the  process  a  necrosis  of  the  lining 
epithelium  takes  place. 


DILATATION  OP  THE  COLON. 

Hale  White  pluces  dilatation  of  the  colon  in  four  divisions.  The  frsf  of 
the,se  is  that  type  of  dilatation  which  is  due  to  acute  distention  from  the 
accumulation  of  gxLS.  This  is  not  rarely  met  with  in  severe  infectious  dis- 
eases, as  in  the  pneumonia  of  drunkards  and  in  severe  cases  of  typhoid  fever 
with  toxnemia.  The  distention  of  the  c*jlon  umler  the.se  circuntsdiiices  often 
interferes  with  the  action  of  the  lungs  and  lieart  by  mechanical  pressure 
against  the  diaphragm.  The  zone  of  the  abdomen  between  the  umbilicus 
and  the  ensiform  cartilage,  and  between  the  right  and  left  hypochondrium 
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is  distinctly  bulging  and  tympanitic  on  percussion.  Tympanites  of  this 
kind  |x>ssesses  a  double  significance:  first,  it  is  an  evil  in  itself  by  i^ason 
of  the  pressure  wluch  it  produces,  and.  second,  its  presence  is  evil  in  tlial  It 
indicates  a  lowered  vitality  and  an  inability  of  the  intestine  to  expf  1  pas  which 
otherwise  would  not  be  allowed  to  accumulate,  and  which  in  health  would 
not  form. 

The  ircaimenf  of  tliis  form  of  tympanites  consists  in  the  application  of  a 
hot  turpentine  stupe  over  the  abdomen  and  the  injection  into  the  rectum 
of  6  ounces  of  milk  of  asafoetida  containing  1  drachm  of  oil  of  turpentine, 
the  two  fluids  being  thoroughly  mixed  in  order  to  prevent  the  turpentine 
from  damaging  the  bowel.    In  other  cases,  where  it  is  considered!  advisable  to 
stimulate  the  circulation  at  the  same  time  that  the  gas  is  expelled,  and  when 
it  is  feared  that  the  turpentine  may  be  absorbed  and  iiritate  the  kidneys, 
excellent  results  will  follow  the  use  of  this  tjuantity  of  milk  of  asafoetida 
with  the  addition  of  h  to  1  ounce  of  Hoffmann's  ant»dyne.    \Mien  ob^itinale 
cojjstipution  is  present,  and  the  sigmoid  flexure  is  filled  with  feces,  an  onli- 
nary  soapsuds  enema,  followed  by  1  ounce  of  sulphate  of  magnesium  in 
4  ounces  of  water  and  2  ounces  of  glycerin,  may  be  injected.    A  few  years 
ago  it  was  suggested  by  Ogle,  and  others,  that  puncture  of  the  bowel  through 
the  ahdrnninal   wall  should   be  performed  in  those  cases  in  which   the  gas 
could  not  be  dislod*|;ed  and  when  it  was  causing  dangerous  pressui*e.    \Mnle 
this  advice  is  theoretically  good,  practically  it  is  of  little  value.     I  have  tried 
it  ill  a  number  o[  instances,  and  it  lias  either  failed  entirely  or  has  permitted 
but  a  small  quantity  of  gas  to  escape  from  a  single  knuckle  of  intestine, 
the  bowel  contracting  in  such  a  manner  as  to  prevent  most  of  the  gas  from 
finding  its  way  to  the  aspirating  nee<Jle.     If  a  fine  needle  is  used  but  little 
gas  can  escape,  while  if  a  coarse  needle  is  employed  a  sufficiently  large 
puncture  may  be  made  in  the  bowel  to  permit  of  the  escape  of  gas  or  liquid 
into  the  peritoneal  cavity  after  the  needle  is  withdrawn. 

The  second  group  of  cases  depends  upon  the  accumulation  of  foreign 
bo<lies.  These  are  so  rare  in  human  lacings  as  to  Ije  scarcely  worthy  of  con- 
sideration. Occasionally,  however,  the  dilatation  may  be  due  to  the  presence 
of  enormous  gallstones  which  have  been  still  further  increased  in  size  by 
fecal  additions.    Such  cases  are  to  be  treated  \>y  operation. 

The  third  form  is  that  due  to  obstruction  of  the  lower  part  of  the  colon,  so 
that  fecal  accumulation  and  secondary  ulceration  may  occur.  ''Die  obstruc- 
tion may  be  due  to  volvulus,  to  a  band  or  to  a  coil  of  adherent  small  intestine. 
It  is  also  due  to  stricture  or  to  syphilitic,  cicatricial,  or  neoplastic  growths,  par- 
ticularly cancer.    These  cases  are  very  rare,  and  the  treatment  is  operative. 

Finally,  in  the  fourih  tijpe  we  find  cases  of  so-called  idiopathic  dilatation 
of  the  colon,  which  are  also  exceeilingly  rare.  Many  years  ago  Formad 
reported  an  extraordinary  case  of  this  character,  and  Hale  White  has  coIlec!e<l 
several  from  literature.  In  most  of  these  instances  the  enormously  dilated 
colon  is  loade<l  with  accu!iju!ate<l  fecal  matter. 

Treatment  can  be  of  little  value  in  the  last  tvpe  of  cases,  for  a  congenita] 
defect  in  the  muscular  and  pther  tissues  forming  the  wall  of  the  intestine  is 
responsible  for  the  condition.  Relief  may,  perhaps,  be  given  by  making 
an  artificial  anus  at  the  sigmoid  flexure. 
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ACUTE  PERITONITIS. 

Definition. — Peritonitis  is  a  tenn  applieil  to  inflammation  of  tlio  serous 
membrane,  ihe  peritoneum,  lining  the  abtioniiual  c*avity  and  covering  in 
its  reflections  the  organs  which  tliis  cavity  contains. 

Etiology. — Within  comparatively  recent  yeans  it  was  generally  considered 
that  acute  peritonitis  wiis  usually  idi(>[)athic%  hut  with  an  increasing  knowl- 
edge of  the  methotls  by  whicli  infection  occurs,  we  have  come  to  learn  that 
most,  if  not  all,  cases  of  peritonitis  are  due  to  an  infection  which  Jiiis  come 
to  the  peritoneum  through  primary  disease  or  the  presence  of  infecting 
organisuis  in  other  organs,  Wliile  wc  art*  not  in  a  jujsition  lo  *\vny  the  exist- 
ence of  iiliopathic  peritonitis,  we  should,  neverthele.ss,  always  doubt  it,  and 
use  every  effort  to  discover  the  source  of  the  infection  which  is  present,  even 
if  it  is  not  readily  found.  Nearly  half  a  century  ago  Haberslion  foun*),  in 
an  analysis  of  5()1  autopsies  after  deatfi  from  peritonitis,  that  over  .5<J  per 
cent,  resulted  from  some  primary  <lisease  not  involving  the  peritoneinii.  and 
more  recently  Kclynuck,  in  stud}nng  124  cases  of  acute  peritonitis,  found 
that  every  one  of  tliem  developed  the  disease  as  a  secondary  lesion. 

It  may  be  true  that  exposure  to  cold  an<l  severe  strain  are  productive  of 
peritonitis,  but  if  this  is  the  case  it  is  only  because  these  influences  diminish 
tlie  vital  resistance  of  the  peritoneum. 

The  two  great  causes  of  peritonitis  are  appendicitis  and  di.sease  of  the 
Fallopian  tubes.  In  both  of  these  instances  it  is  due  to  the  extension  of 
an  inflammatory  process,  which  in  turn  arises  chiefly  from  the  spread  of 
infecting  micro-organisms. 

The  metho<]  by  which  pathogenic  micro-organisms  are  enabled  to  pass 
through  the  walls  of  an  inflamed  apj^endix  has  already  been  spoken  of  in 
the  article  on  Appendicitis,  and  it  is  worthy  of  note  that  any  cause  which 
seriously  interferes  with  the  health  of  even  a  small  part  of  the  intestinal 
wall  may  permit  the  escape  of  micro-organisms  into  the  general  peritoneal 
cavity.  Of  the  micro-organisms  which  commonly  produce  peritonitis  under 
these  circumstances,  the  Bacillus  coli  comjiiuniji  is,  jjerhaps,  the  most  fre- 
quent, but  a  large  number  of  other  micro-organisms  arc  often  present,  and 
there  is  every  reason  to  believe  tliat  they  are  active  in  the  pro*hiction  of  the 
iufiammatory  process.  Next  to  the  Bacillus  coli  communi^i  star)ds  tlie  Sfrvjy- 
iococcua  and  the  Pnrxunococcxut^  the  Staphylococcus  albiis^  and  the  Bacilhis 
pyocyaneus.  The'  Barillujt  aerogcncs  capanlaius  is  also  not  infrecjuently 
present.  Occasionally  the  Bacillus  typhosus  seems  to  be  rcsjKtMsible  for 
tlie  process. 

When  infection  takes  place  by  means  of  the  Fallopian  tubes,  the  peri- 
tonitis may  be  due  to  the  gonococcus;  but  in  the  majority  of  instances 
the  inflammatory  process  is  not  due  to  this  organism,  but  to  the  strepto- 
cocci or  staphylococci  which  are  associated  with  it;  the  presence  of  which, 
perhaps,  enables  the  gonococcus  to  become  pathogenic  in  this  serous  mem- 
41 
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brane.  Bumm,  however,  believes  that  the  escape  of  the  gonocoocus  into 
the  peritoneum  is  not  usually  followed  by  evil  results.  On  the  other  hand. 
pure  cultures  of  the  gonocoocus  have  been  obtained  from  the  alwJomiiial 
cavity  in  two  cases  of  acute  general  peritonitis  by  ^'oung  and  Gushing. 

Subacute  or  chronic  peritonitis  is  often  due  to  the  Bacillus  tuberculosis 
and  acute  miliary  tuberculosis  of  the  peritoneum,  which  is  usually  looked 
upon  as  a  form  of  acute  peritonitis,  is  necessarily  the  result  of  the  infection 
by  the  tul>erclc  bacillus.  In  the  acute  peritonitis  following  lal>or,  the 
so-called  septic  peritonitis,  the  streptococcus  is  the  chief  faptor.  Cases  of 
peritonitis  due  to  the  pneumococcus  have  been  frequently  recorded. 

While  we  know»  therefore,  that  peritonitis  in  its  acute  forms  is  a  sec- 
ondary infection,  it  must  not  l>e  forgotten  that  in  a  very  large  number  of 
cases  the  peritoneum  is  capable  of  resisting  infection  and  of  destro^nng 
micro-organisms  which  may  gain  access  to  it.  Indeed,  the  vital  resistance 
of  this  membrane  when  in  health  is  very  remarkable,  and  a  numl^er  of  inves- 
tigators have  shown  that  it  is  possil>Ie  to  place  in  the  peritoneal  eavity  con- 
siderable fjuaHtities  of  septic  material  without  serious  result,  provitled  this 
serous  membrane  is  not  subjected  at  the  same  time  tn  insult  whereby  its 
vitality  is  decreasetl. 

Certain  diseases  which  greatly  decrease  vital  resistance  greatly  increase 
the  susceptibility  to  peritonitis,  as,  for  example,  typhoid  fever,  Hright's 
disease,  and  advanced  arteriosclerosis. 

Peritonitis  in  cliitdren,  of  course,  develops  as  a  result  of  the  causes  already 
enumerated.  It  also  is  sometimes  seen  in  young  infants  suifering  from  con- 
genital syphilis,  and  in  those  who  have  intestinal  obstruction.  In  still  other 
cases  it  follows  infection  of  the  umbilicus  after  i>irth.  In  still  others  it  is 
due  to  an  extension  of  infection  in  empyema,  and  a  few  cases  are  on  record 
in  which  sewer-gas  ]>oisoning  has  seemed  to  produce  an  epidemic  of  this 
character  among  children  exposed  to  its  influence. 

Striimp'll  states  that  a  form  of  localized  peritonitis  in  the  left  groin  Is 
occasionally  niet  with  in  children,  that  it  is  prone  to  be  purulent,  and  that 
the  pus  usually  escapes  through  the  rectum. 

Pathology  and  Morbid  Anatomy. — The  characteristic  appearance  of  the 
peritoneum  in  primary  acute  peritonitis  is  hypenemia.  with  a  diminution  in 
the  normal  glossiness  of  the  membrane  involved.  This  is  followed  by  a  more 
or  less  copious  fibrinous  exudate,  which  may  be  well  distributeil,  or  appear 
chiefly  in  patches,  upon  the  parietal  and  visceral  |>eritoneum.  In  many  cases 
there  is  little  fluid  exudate,  the  small  quantities  present  being  found  in 
pockets  formed  by  the  coils  of  intestine  which  become  agglutinatc^i.  In 
other  instances  the  fluifi  portion  of  the  exudation  is  very  much  more  copious, 
and  the  quantity  of  fibrin  thrown  out  is  also  of  considerable  amount,  so  that 
it  is  not  only  foimd  well  distributed  over  the  surface  of  the  membrane,  but 
free  flakes  may  be  found  floating  in  the  serous  exudate  as  well. 

When  the  infection  is  due  to  pyogenic  micro-organisms,  and  particu- 
larly in  those  cases  in  which  the  vital  resistance  of  the  patient  is  very 
low,  a  septic  peritonitis  s[>eedily  <levelops.  It  is  usually  \Try  diffuse  in 
such  cases,  the  entire  peritoneum  being  involved.  The  quantity  of  exudate 
is  moderately  large,  and  is  often  offensive  in  character,  forming  what  hns 
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been  called  "putrid  peritonitis."  In  other  cases  when  the  vital  resistance 
is  not  so  depressed,  the  presence  of  pyogenic  micro-organisms  produces  a 
peritonitis  in  which  pus  alone  is  present.  This  form  of  peritonitis  may  be 
widespread,  but  is  often  localized — ^the  so-called  loculated  or  circumscribed 
peritonitis  or  peritoneal  abscess — nature  being  able  to  wall  off  the  area  of 
acute  infection  by  a  plastic  exudate,  which  prevents  the  infection  from 
becoming  well  distributed  throughout  the  peritoneum.  In  those  cases  of 
septic  peritonitis  in  which  death  occurs  early,  the  physician  may  be  surprised 
on  opening  the  abdomen  at  autopsy  to  find  that  but  little  change  has  taken . 
place  in  the  appearance  of  the  peritoneum  and  its  contents.  Save  for  some 
duskiness  of  the  peritoneum  and  the  presence  of  sanious  fluid,  the  abdominal 
contents  may  seem  to  the  naked  eye  to  be  but  little  altered. 

Occasionally  we  meet  with  what  is  known  as  hemorrhagic  peritonitis, 
which  may  follow  severe  septic  infection,  and  in  cancerous  and  tuberculous 
cases,  with  ulceration,  the  fluid  in  the  abdominal  cavity  may  be  blood- 
stained. 

Localized  peritonitis,  such  as  has  already  been  referred  to,  is  most  fre- 
quently found  in  connection  with  diseases  of  the  pelvic  organs  in  women 
and  with  cases  of  appendicitis.  It  may  be  considered  the  rule  rather  than 
the  exception,  for  the  disease  to  be  limited  by  an  inflammatory  exudate  in 
such  cases.  Other  forms  of  localized  peritonitis  which  are  not  so  frequently 
met  with  depend  upon  an  extension  of  infection  from  the  gall-bladder,  from 
perforation  or  infection  through  a  gastric  ulcer,  and  occasionally  we  find  a 
suppurative  peritonitis  in  the  lesser  peritoneum  as  the  result  of  disease  of  the 
pancreas  or  fat-necrosis.  In  other  instances  this  condition  arises  as  the  result 
of  renal  calculus  and  nephritic  abscess. 

Symptoms. — ^^rhere  are  few  diseases  which,  when  well  developed,  produce 
a  train  of  symptoms  more  characteristic  than  are  those  of  acute  peritonitis. 
This  holds  true,  however,only  when  the  disease  is  well  advanced,  and,  indeed, 
is  so  severe  that  there  is  grave  doubt  as  to  the  patient  *s  recovery.  In  most 
cases  of  peritonitis,  when  the  physician  is  first  called  to  the  patient,  severe 
fain  in  the  abdomen  is  the  chief  condition  which  is  complained  of.  The 
pulse  is  usually  quick,  small,  and  hard,  and  the  belly  wall  tender  on  palpa- 
tion, and  distinctly  rigid.  The  face  will  be  found  to  wear  an  expressimi  of 
anxiety,  which  seems  to  be  far  out  of  proportion  to  the  length  of  the  illness 
and  its  severity.  In  many  instances,  even  when  the  pains  are  exceedingly 
severe,  the  patient  considers  that  he  is  suffering  from  acute  indigestion, 
but  acute  indigestion  is  often  relieved  by  pressure,  and  is  usually  accom- 
panied by  tumidity  of  the  abdomen;  whereas,  peritonitis  is  characterized 
by  great  abdominal  tenderness  and  by  a  flat  or  scaphoid  appearance  of 
the  belly  wall.  The  fever  is  usually  not  very  high.  The  pulse  is  tense  and 
rapid.  It  often  does  not  go  above  102*^,  and  frequently  not  over  101°.  VomU- 
ing  is  frequently  present. 

After  the  pains  have  been  present  for  a  few  hours,  the  exquisite  tenderness 
of  the  abdomen  makes  the  weight  of  the  bed-clothes  insupportable,  and,  in 
order  to  obtain  some  relief  for  the  abdominal  tension,  the  patient  usually  lies 
on  his  back,  with  the  knees  drawn  up,  and  supports  the  bed-clothes  over  his 
abdomen  by  his  hands,  looking  with  dread  upon  the  approach  of  the  attendant 
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lest  be  touch  the  abdomen  or  jar  the  bed.  Thirst  which  cannot  be  relieve*!, 
because  of  constaiit  retchinp,  may  ar|<l  to  the  patient's  (h'stress,  and  hiccough. 
of  a  very  persistent  and  exhausting  character  often  develops. 

As  the  disease  progresses,  the  Ixdiy,  which  has  l>een  tense  and  scaphoid, 
becomes  hanl,  not  from  miis<'ular  spasm,  hut  from  abdominal  distention.  In 
the  flanks  percussion  may  reveal  some  flatness  due  to  the  accumulation  of 
the  exudate  in  these  parts.  The  fare  not  only  is  anxious  in  aftpearanK'e.  but 
rapidly  hecomes  pinched  and  peaked,  the  eyes  appear  sunken,  the  nostrih  are 
thin  and  drawn,  the  nkin  paie  and  livid,  and  the  tongtw  dry  and  parched, 
the  typical  '*IIippocratic  facies."  The  piJ^e  at  this  stage  is  exceedingly 
rapid,  running,  and  ^oiry,  and,  as  the  end  approaches,  loses  its  tense  char- 
acter.    A  cold  sweat  may  lireak  out  :il>oiit  the  wrists  and  on  the  forehead. 

The  bowels  are  usually  obsfinatcly  eonfincd,  but  in  some  instances  diai^ 
rhcea  may  be  present,  particularly  if  diarrhoea  has  been  a  symptom  of  the 
case  prior  to  the  rlevelopment  of  the  peritonitis.  The  rcjtpirations  are  usually 
a  little  qnifkcncd,  but  are  shalhnv  and  itttperfirial,  in  orfier  that  the  alnlom- 
ina!  movement  may  Ik?  as  slight  as  possible.  A  remarkable  fact  in  connection 
with  these  cases  is  the  preservation  not  only  of  consciousness,  but  the  develop- 
ment of  intense  mental  activity,  which  in  some  cases  persists  up  to  tlie 
moment  of  death,  tlie  patient  showing  an  acuteness  of  mind  which  is  startling. 
In  srjiue  instances  during  the  last  hours  thei*e  may  be  a  mild  delirium,  or  even 
slight  stupor. 

In  septic  cases  pain  is  absent  in  the  majority  of  instances,  but  the  tem- 
perature in  the  early  stages  may  he  much  more  febrile  than  in  the  ordinary 
types  of  the  disease.  Sometimes  it  is  distinctly  like  that  of  early  septicaemia. 
By  the  time  that  the  septic  inilammation  is  well  developed,  however,  the 
fever  usually  falls  to  the  neighborhood  of  normal,  and  it  may  reach  sub- 
normal. 

Careful  examination  of  the  abdomen  in  cases  of  well-developed  j>eritonitis 
not  only  reveals  the  local  symptoms  already  flescribed,  but  it  may  also  show 
localizetl  patches  of  tympany  where  gas  has  accumulateil  in  the  coils  of 
intestine,  which  are  more  or  less  fixed  in  one  position  by  inflanmiatory  adhe- 
sions. These  coils,  partly  because  of  the  inflammation  and  partly  because 
of  distention,  may  soon  l>ecome  paralyzed,  so  that  distention  increases. 

When  the  peritonitis  is  due  to  a  {x»rforalion  of  the  intestine  or  of  the 
^  stomach,  the  accumulation  of  gas  in  the  peritoneal  cavity  may  mask  the 
area  of  hver  dulness  or  completely  obliterate  it.  At  one  time  this  was  consid- 
ered a  very  valuable  sign  in  the  fliagnosis  of  perforation  with  secondary 
peritonitis.  Ijut  we  now  know  that  in  many  instances  this  sxTnptom  is 
absent. 

Complications  and  Sequela. — Peritonitis  usually  runs  such  a  rapid  eotirse, 
either  to  recovery  or  death,  that  cfmiplications  are  rarely  met.  The  most 
imjKjrtant  and  most  frecpient  complication  of  a  serious  nature  is  pneimionia. 
In  100  cases  of  [>eritonitis  observed  in  the  Ix>ndon  Hospital,  Treves  fouml 
that  no  less  than  17  developed  pneumonia  or  pleurisy  after  the  peritonitis 
began.    Retention  of  urine  is  frequent. 

As  a  sequel  intestinal  obstruction  may  develop  as  the  result  of  adhesions 
or  by  strangulation  of  the  bowel,  produced  by  the  slipping  of  a  knuckle  of 
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intestine  through  an  opening  under  a  band  or  a  false  ligament,  or  by  the 
development  of  a  twist  of  the  bowel  through  interference  with  its  peristaltic 
movement. 

Diagnosis. — ^The  diagnosis  of  acute  diffuse  peritonitis  is  usually  readily 
made,  even  in  its  early  stages.  In  its  late  stages  its  s^Tnptonis.  except  in  the 
septic  fonn,  are  so  characteristic  that  the  iliiignosis  can  be  made  on  a  most 
superficial  examination  of  the  patient. 

In  certain  cases  of  typhoid  fever  in  the  early  stages,  when  the  inflam- 
matory process  in  the  intestines  is  acute,  there  may  he  a  gowl  deal  of 
abdominal  pain  and  consiilerahle  tenderness.  The  aj)athetic  expression  of 
the  face,  the  higher  teinj^erature  of  tyjjlioid  fever  in  the  stage  of  onset,  the 
tumid  i>elly,  and  the  coated  tongue,  with  red  edges,  will  aid  in  its  differ- 
entiation. 

The  separation  of  intestinal  obstruction  fmm  peritonitis  is  exceedingly 
ijifficult;  but  as  they  often  are  coincident.  t!ic  one  following  the  other,  and 
the  treatment  of  such  cases  the  :?arne,  diH'erentiiitiou  is  unnecessary.  The 
rapid  onset  of  severe  pain  of  a  cramp-like  character,  the  complete  aln 
sence  of  any  movement  of  tlie  lM'>we!s,  the  presence  of  intestinal  imrest, 
and  in  intussusception  the  palpation  of  a  mass  may  make  the  diagnosis 
possible. 

Certain  cases  of  hysteria  at  times  present  symptoms  so  characteristic  of 
peritonitis  that  even  the  most  skilful  may  be  misled.  Every  symptom  may 
be  presente<l,  yet  the  patient  always  recovers. 

Acute  hemorrhagic  |>ancreatitis  may  also  so  closely  resemble  peritonitis  that 
a  diagnosis  is  impossible,  hut  tliis  nudady  is  exceedingly  rare.  In  it  there 
may  l>e  a  preceding  history  of  gallst<»ne  dis<*asc,  whereas  in  peritonitis, 
Muless  [jerforation  of  tlic  gall-bladder  has  occurred,  there  is  no  such  history. 

The  pain  of  gallstone  colic  ami  renal  colic  is  so  localized  that  much  diffi- 
culty in  diagnosis  does  not  exist,  as  a  rule. 

In  cases  of  perforation  of  the  stomach  with  secondary  pyopneumothoiax 
subphrenicus,  the  differentiation  may  be  exceedingly  difficuU,  save  that 
swelling  in  the  epigastrium  and  a  Iiistory  of  gastric  ulcer  may  he  present. 

When  perforation  of  the  stomach  has  occurred  without  the  formation  of 
al>scess,  s*)  that  tiic  gastric  contents  and  gas  escape  into  the  peritoneum, 
great  tympany  and  m<><lification  of  the  area  of  liver  dulness  is  found.  Not 
infrequently  in  subphrenic  absress  a  pleural  effusion  exists,  so  that  serum 
may  be  drawn  from  this  level  ami  pus  from  the  level  below  the  diaj>hragm. 

Occasionally,  in  children  snireiing  from  [pleurisy,  pericarditis,  nnd  pneu- 
monia, violent  pain  is  complained  of  in  (he  abdomen,  which  may  mislead  the 
physician,  if  he  be  not  ou  his  guard. 

Prognosis. — The  prognosis  in  every  case  of  well -developed  acute  diffuse 
peritonitis  is  distinctly  unfavoral>le.  If  the  physician  has  reason  to  believe 
that  the  peritonitis  is  localized,  the  outlook  becomes  more  promising.  A  good 
deal  depends,  too,  upon  the  cause  of  the  peritonitis*  ant!  upon  the  character 
of  the  infecting  micro-organism.  Thus,  if  it  follows  perforation  of  the 
stomach  or  lK>wels,  and  it  is  not  walled  off  from  the  general  peritoneal  cavity, 
and  again,  if  a  skilful  surgeon  is  not  at  hand  to  operate  at  once,  the  pifjgnoais 
is  hopeless.    When  the  infection  after  perforation  is  localized,  the  mortality 
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is  not  so  great,  but  this  form  of  localizerl  peritonitis  is  far  nacre  fatal  tli 
that  form  winch  is  due  to  appendicitis. 

The  thiration  of  Hfe  in  fatal  cases  of  peritonitis  varies  very  greatly.    Deal 
may  come  as  early  as  thirty-six  or  forty-eight  hours,  or  may  be  deferred  for" 
a  week  or  ten  days,  or  even  longer. 

Treatment. — The  treatment  depends  so  entirely  upon  the  cause  of  the  peri- 
tonitis that  it  behooves  the  physician  to  study  the  case  most  carefully.     If 
seen  shortly  after  the  onset  of  the  malady,  the  physician  should  at  once  con- 
sider the  possibility  *>f  perforation  of  some  portion  of  the  alimentary  canal 
being  responsible,  and  should  examine  carefully  into  the  histor}*  of  the  patient^ 
as  to  the  possible  presence  of  gastric  ulcer  or  intestinal  ulcer  due  to  t}i)hoi(|H 
fever  or  dysentery.    If  the  patient  is  an  adult,  careful  consiileration  of  the 
pnasibility  of  extension  of  inHammation  fmrn   the  gall-bla<Jder  should  l>e 
folh>\ved.     It  is  hanlly  necessary  to  state  that  as  appendicitis  anrl  diseases  ofl 
the  Fallopian  tulx'S  are  the  most  common  causes  of  peritonitis,  the  condition 
of  these  two  parts  should  l>e  most  carefully  in(|uire<l  into,  lx)th  as  to  previou 
history  of  the  patient  and  as  to  the  physical  signs  which  may  l)e  present 
If  the  [)eritonitis  is  diffuse  ami  has  follow*ed  perforation  or  strangulation,  th^ 
salvation  of   the  patient    depends    upon   immediate   surgical   interferenc 
unlesSj  perchance,  shock  proltibits  operation,  when  it  is  permissible  to  wai^ 
two  or  three  hours,  in  the  hope  that  by  the  use  of  external  heat  and  stimulant 
tile  patient  may  l>c  enabled  U*  bear  operation.     If,  on  opening  the   belly,  n 
diffuse   genera!  peritonitis  is  found*  it  would  seem  best,  in  the   majority  of 
cases,  to  resort  to  tlie  plan  suggested  by  J.  B.  Murphy,  namely,  to  reioo\i^| 
the   appendix  if  it  cixn  be  readied,  close  the  perforation  if  it  exists,   intro-^ 
duce  a  drainage  tube  into  the  pelvis,  phice  the  patient  in  a  serai-recural>ent 
posture  and    give   a  quart  of  normal  saline  solution  by   the  rectum  ever 
two  or  three  hours. 

When  it  is  due  to  appendicitis,  the  age  and  general  physiad  conditioi] 
of  the  patient,  must  largely  influence  the  decision  as  to  operative  inter 
ference.  I  agree  with  .Mct'osh,  who  states  that  in  aged  persons,  particu-J 
larly  if  they  have  been  dissipated,  medical  treatnient  gives  better  chaiic 
than  surgical  interference,  wHiile  the  reverse  holds  true  in  young  persons/ 
If  a  surgeon  of  ex[>erience  cannot  be  obtained,  medical  treatment  will 
always  give  the  best  results. 

The  fpiestion  as  to  the  procedure  which  should  be  followed  if  the  cause 
lies  in  the  ap]>endix  has  alreatly  been  discussed  in  the  article  on  that  dis- 
ease.   Fulminating,  gangrenous,  or  perforative  appemlicitis  should,  of  course- 
be  oj)erated  upon  at  once;  whereas,  on  the  other  hand,  if  the  appendicitis  ha 
simply  produced  an  adjacent  peritonitis,  temporizing  measures  should 
resorted  to,  and  operation  pei-formed  in  the  period  of  quiescence. 

The  profession  has  passed  through  three  periods  of  fashion  in  regard 
to  the  drug  treatment  of  peritonitis  itself.  Twenty  or  thirty  years  agoj 
it  was  extensively  taught  that  genenil  jieritonitis  should  be  treatetl  by  the 
administration  of  massive  doses  of  opium,  which  were  not  only  sidhcient 
to  relieve  pain  completely,  but  also  to  produce  mentul  quiet.  Under  the 
leadership  of  Alonzo  Clark,  of  New  York,  enormous  doses  were  sometime 
given,  as  much  as  25S  grains  of  opium  l>eing  given  in  a  day;  and  while" 
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it  is  undoubtedly  a  fact  that  patients  with  peritonitis  are  able  to  take  these 
doses  without  being  poisoned,  this  plan  of  treatment  received  its  deathblow 
with  the  discovery  that  nearly  all  cases  of  peritonitis  are  due  to  an  infection, 
and  that  the  source  of  infection  must  be  discovered,  and,  if  possible,  removed. 
It  has  therefore  become  obsolete  because  it  masks  the  symptoms,  and  is 
thought  to  have  no  definite  influence  upon  the  progress  of  the  disease,  save 
that  it  diminishes  the  suffering  of  the  patient.  It  is  probably  safe  practice 
to  administer  a  sufficient  quantity  of  morphine  or  opium  to  diminish  agony, 
but  not  enough  to  mask  the  symptoms  or  make  the  patient  so  comfortable 
that  he  will  refuse  operative  interference  when  the  physician  thinks  it 
advisable.     ' 

Soon  after  the  infectious  nature  of  peritonitis  was  recognized,  the  profes- 
sion went  to  the  extreme  of  purging  with  saline  cathartics,  and  even  with 
vegetable  cathartics,  all  cases  in  which  symptoms  of  acute  peritonitis  were 
manifest  There  is  no  doubt  that  this  method  was  used  to  excess,  and  at 
the  present  time  we  know  that  it  is  unnecessary,  unless  there  is  reason  to 
believe  that  the  bowels  are  overlo£uied  with  fecal  matter.  In  the  writer's 
experience  cases  of  this  character  are  usually  relieved  by  the  bowels  expelling 
the  feces  in  the  early  stages  of  the  peritoneal  inflammation. 

The  opium  treatment  was  excessive,  the  purgative  treatment  was  also 
excessive,  when  either  of  these  plans  was  applied  to  every  case,  but  both  of 
them  used  in  mo<leration  may  be  advantageous  in  certain  cases. 

Counterirritation  applied  over  the  abdomen  in  the  shape  of  a  large 
number  of  leeches  may  be  useful  in  sthenic  cases.  In  other  instances  a 
light  mustard  plaster  may  be  used  for  relief.  In  still  others  an  ice-bag  has 
been  employed.  Thirst  may  be  I'elieved  by  the  use  of  small  pieces  of  ice,  or, 
better  still,  by  rinsing  the  mouth  with  glycerin  1  part  and  water  3  parts, 
to  which  has  been  added  a  few  drops  of  lemon-juice.  Liquids  should  not 
be  swallowed,  as  they  increase  the  tendency  to  vomiting.  If  thirst  is  exces- 
sive, fluid  may  be  supplied  to  the  tissues  by  hypodermoclysis  or  by  rectal 
injection.  As  a  rule,  the  patient  does  not  live  long  enough  in  well-developed 
peritonitis  to  make  the  question  of  feeding  an  important  one.  If  the 
focus  of  infection  is  removed  by  operation,  the  feeding  is  that  used 
after  all  abdominal  sections. 


OHRONIO  FEEITONITIS. 

Chronic  peritonitis  occurs  in  four  forms,  namely:  a  local  adhesive  process; 
a  diffuse  process;  one  characterized  hij  a  proliferation  of  inflamviatory  mate- 
rial and  connective  tissue;  and  in  a  hemorrhagic  form  as  a  complication  of 
severe  disease  in  adjacent  organs  or  malignant  disease  of  the  serosa. 

The  heed  adhesive  type  is  often  found  in  the  neighborhood  of  such  organs 
as  the  liver,  spleen,  and  stomach,  when,  as  a  result  of  an  acute  inflamma- 
tory process  in  the  visceral  peritoneum  covering  the  organ,  an  adhesion  takes 
place,  and,  perhaps,  thick  fibrous  bands  develop.  In  many  of  these  cases  this 
condition  is  not  even  suspected  during  life.  In  the  neighborhood  of  the 
pelvic  organs  this  type  of  peritonitis  is  exceedingly  common,  and  is,  perhaps, 
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the  most  fref|uent  peritoneal  lesion  met  with  by  tlie  gynecolo^st.  Sometimes 
intestinal  ohstrnction  results  frojn  a  slow,  ehmnic.  inflammatory  process, 
which  ^liics  a  knueklc  of  intestine  to  the  omentum  or  the  anterior  wall  of 
the  pertitoneiim. 

In  the  ilijjicsi-  hid  chronic  type,  of  peritonitis  a  condition  closely  resemWing 
that  of  fihrous  tuberculous  peritonitis  develops,  so  that  the  peritoneal  cavity 
is  practically  obliterated,  and  tlic  coils  of  inlestiiie  are  often  Knitted  together 
su  tiiat  it  is  impossible  tti  scj>arate  them.  The  parietal  layer  of  the  ix'ritoneum 
is  r^reatly  thickened,  and  all  the  abdominal  organs  seem  to  be  constricted 
and  drawn  by  the  cicatricial  prticess. 

Closely  allied  to  the  last  tyi>e  is  the  proUjrraiivc  jorm,  in  which  the  changes 
arc  not  very  dilTerent,  except  that  there  is,  in  addition,  a  considerable  quantity 
of  serum  in  the  abdondiuil  cavity.  Sometimes  this  may  l>e  present  in  such 
quantities  that  the  belly  is  greatly  distended.  The  omentum  is  rolled  up  as 
a  window-shade  is  rolled  up,  and  exten<ls  across  the  upper  zone  tif  the 
alHlotncu  in  a  rouiid  mass.  The  intestines  may,  or  nmy  not,  be  adherent 
to  one  another,  the  presence  of  the  fluid  serving  to  separate  thcru  and  to 
prevent  dense  atlhesions  taking  jihice.  At  times  sonic  of  the  fluid  rnay  \iv 
divide<l  off  into  pockets  by  the  adhesions.  Tliis  form  of  proliferative  peri- 
tonitis is  usually  due  to  tulierculosis,  and  nut  infrequently  complicates 
al4*oholic  firrbosisuf  the  liver,  but  it  is  geuerally  [K-Hcved  that  in  some  cases 
it  may  arisi^  from  other  cjiuses  tliuu  tub(*rculo.sis.  Kven  if  the  cause  Is  not 
tuberculosis  the  condition  may,  however,  very  closely  resemble  it  on  palpa- 
tion, l^cause  nodules  may  be  found. 

In  cases  of  carcinorrui  of  the  viscera  a  chromic  form  of  peritonitis  asso- 
ciated with  the  exu<lation  of  blood-staine<l  or  hemorrhagic  serum  is  occa- 
sionally met  with.  Indeed,  the  obtaining  of  such  serum  from  a  case  of 
ascites  is  always  to  be  considered  as  indicative  of  that  form  of  i>eritonitis 
depending  upon  malignant  growth.  As  a  rule,  the  chief  lesions  are  found 
in  the  pelvis,  or  there  may  be  present  a  general  carcinomatosis  of  the  peri- 
t(nicum.  In  other  cases  the  pelvic  viscera  may  be  coated  with  fibrinous 
exudate,  which  undergoes  connective-tissue  changes,  and  becomes  liighly 
vascularized. 

Frietlreich  has  described  a  form  of  chronic  hemorrhagic  peritonitis  which 
follows  repeated  iTSort  to  paracmfrsL^  abdominis,  the  entire  peritoneal 
surface  IxMUg  grainilar,  reddened,  and  dotted  with  extravasations  of  blmxi. 


CHRONIC  ADHESIVE  SCLEROTIC  PERITONITIS. 


This  is  a  very  rare  state,  apparently  met  with  more  frequently  in  Germany 
than  in  the  United  States,  It  was  described  by  Virchow  in  1853,  and  in  more 
recent  times  by  Rie<)el.  It  consists  in  an  extensive  subperitoneal  fibroid 
infiltration  or  sclerfisis,  without  ascites  and  without  serous,  or  serofibrinous, 
or  purulent  Huid  in  the  abJomen.  In  other  words,  it  is  rather  a  <lisease 
primarily  involving  tlie  subperitoneal  connective  tissue  than  a  true  chronic 
peritonitis.  This  hyperplasia  results  in  a  sclerotic  process,  which  in  turn 
produces  contractions  and  retractions,  ami.  by  the  formation  of  adhesions, 
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fastens  organs  to  the  aMoniinal  wall.  The  symptoms  are  those  of  the 
chronic  fibroid  type  of  tuherciilous  periUniitis  already  de.scrilied,  but  the  con- 
dition is  not  due  to  tul>eivnlosis.  VVetherill  states  that  the  peritoneum 
siirinks  so  that  when  ahdoininal  section  is  performed  it  is  impossible  to 
approximate  its  edges  on  closing  the  w<jun(L 

For  a  description  of  the  so-called  '*  iced  liver  of   Pick"  see   Adhesive 
Pericarditis. 

CANCER  OF  THE  PERITOKEUM. 


This  is  an  exceedingly  rare  condition  as  a  primary  lesion.  In  all  prolja- 
bility  when  it  does  occur,  it  is  an  endothelioma  rather  than  an  epithelioma. 

Carcinoma  and  carciiiouiattisis  of  the  [>eritonetJtn  are  usually  if  not  always 
secondary  to  cancer  of  some  contained  viscus.  Th<'  primary  growth  may  be 
so  small  as  to  escape  superficial  examination  even  at  autopsy,  and  is  com- 
monly in  the  stomach,  pancreas,  liver,  or  biliary  passages,  or,  less  fretjuently, 
in  the  rectum;  in  the  female  the  pelvic  organs  are  by  far  the  c<nnmonest  site 
of  the  primary  growth.  On  account  of  the  pervious  mit\ire  of  the  ihaphiag- 
matic  l\T:nphatics,  the  pleurte,  pericanlium,  and  peritoneum  may  be  simul- 
taneously affected,  or  invasion  of  one  may  be  quickly  followed  by  extension 
to  the  others. 

An  interesting  case  of  colloid  cancer  has  l)een  reported  by  Ferguson. 
Both  the  visceral  and  parietal  layers  of  the  j>eritonenm  were  involved,  as 
were  also  the  omcritum.    I'he  nicsi-ntery  was  in  s<JiHe  places  10  fin.  thick. 

The  sympiom-tt  of  either  the  primary  or  secontlary  carcinoma  of  the  peri- 
toneum are  cimiciatlon^  ascites,  and,  it  may  l>e,  the  discovery  of  mHluJex,  or  of 
a  furled  omentum,  such  as  occurs  in  certain  types  of  peritoneal  tubercu- 
losis. The  fact  that  the  ffuid  /.»  often  hemiyrrhagk.  has  already  been  referrerl 
^to.  In  the  colloid  cases  the  peritoneum  may  be  filled,  not  with  iluid,  but  with 
a  jelly-Hke  substance,  which  is  so  firm  that  it  will  not  fluctuate. 
} 
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Hydatid  cyst  of  the  peritoneum  is  occasionally  found,  althougli,  as  a 
rule,  it  develops  in  the  abchnninal  organs  rather  than  in  the  peritoneum 
itself.  A  cyst  the  size  f)f  an  orange  has  been  reported  by  Jones  as  occurring 
in  the  mesocolon.  It  was  successfully  removed.  Rein  has  reporteti  a  mul- 
tiple hydatid  cyst  occurring  in  the  omentum  of  a  woman  in  the  third  month 
of  pregnancy.  She  w^as  operate<I  on  and  recovered.  Other  instances  have 
l>een  reported  by  various  clinicians,  the  largest  number  of  cases  collected 
Ijeing  those  of  Mondger,  who  hiis  reported  32.  He  tells  us  that  such  cysts 
are  nearly  always  secondary  to  rupture  of  cysts  in  neighlwring  organs,  and 
there  is  usually  a  history  of  violent  pain  at  the  time  of  ru[iture.  Perhaps  the 
most  extraordinary  case  is  that  reported  by  MacDonald,  who  htis  reported 
the  case  of  a  man  with  thirty  hydatid  cysts  of  the  ])eritoneum.  Other 
cysts  of  the  mesenterj'  are  chylous,  dermoid,  serous,  and  sanguineous. 

Very  rarely  sarcoma  and  cystic  adenoma  affect  tlie  peritoneum. 
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ASCITES. 


Definition. — The  term  ascites  is  applied  to  the  accumulation  of  serous 
Rui<J  in  tlic  abdominal  cavity.  In  some  cases  the  quanlity  of  fluid  is  Very 
small,  but  in  otliers  it  amounts  to  several  gallons.  In  the  majority  of 
instances  ascites  is  due  to  atrophic  cirrhosis  oF  the  liver,  tuberculosis  of  the 
peritoneum,  or  cardiac  disease.  In  cases  of  chronic  Bright's  disease  of 
the  parenchymatous  type,  ascites  is  often  present  as  part  of  the  general 
anasarca.  It  also  develops  as  the  re^sult  of  pressure  u|>on  the  alxiondnal 
bloodvesseLs,  whereby  the  bloot!  in  the  large  venous  trunks  is  ohstructe<l  in 
its  flow. 

The  i]mA  in  ascites  is  usually  of  a  light  straw  color,  and  does  not  coagulate 
when  exposed  to  the  air. 

Etiology. — Tlie  iIlt^l-al>^loIninal  causes  of  ascites,  aa  just  statetl,  are 
atrophic  cirrhosis  of  the  liver,  tuberculous  [xcritunitis,  and  morbid  growths, 
which,  by  pressure  \ip**u  l>lnadvt'sseLs,  or  by  producing  changes  in  the  peri- 
toneum, result  in  a  transudation  of  fluid.  A  thrond>o[>hlebilis,  or  other 
form  of  venous  olistructioru  may  also  cause  ascites.  Throml)osis,  tubercu- 
losis, (>!'  iieo)>histic  inviusion  of  the  thoracic  duct,  or  its  obstruction  by 
parasites  (Hlaria')»  or  other  causes,  and  also  wounds  of  the  duct  or  of  the 
receptaculum,  or  larger  lymph-vessels  or  chyle-vessels  may  produce  an 
ascites  the  fluid  of  wliich  contains  chyle. 

Symptoms. — When  the  ahthimen  of  a  patient  suffering  from  ascites  is 
exposcii,  it  is  seen  to  be  greatly  cnlarge<l,  this  enlargement  t)eing  chiefly  in 
the  lower  and  lateral  zones,  although  if  the  intestines  are  by  diance  dis- 
tended by  gas  the  upper  and  middle  zone  may  be  most  enlarged.  TTic 
line  of  the  ribs  is  usually  sharply  defined,  by  reason  of  the  fact  that  they 
do  not  yield  readily  to  the  pressure  anil  are  held  in  place  by  the  dia- 
phragm. 

If  the  ascites  be  due  to  hepatic  cirrhosis,  the  venules  about  the  navel  will 
often  be  found  engorged  (see  Cirrhosis  of  the  Liver),  and  in  all  forms  of 
ascites  due  to  venous  obstruction  the  veins  under  the  skin  in  the  right  and 
left  hypogastriura  anti  groins  may  be  surcharged  with  bloo<l  in  an  endeavor 
to  estal>li.sh  a  collateral  circulation,  and  so  relieve  deep  pressure  in  the 
venous  trunks. 

The  signs  of  fluid  in  tlie  abdominal  cavity  are  dulness  on  percussion  in 
the  flanks,  and  in  the  suprapubic  region  when  the  patient  is  semi-recumbent, 
with  tympany  over  the  anterior  and  middle  zone  of  tlie  ab<lomen  extending 
upward  to  the  epigastrium,  owing  to  the  intestines  being  floated  up  against 
the  anterior  abdominal  wall  by  the  fluid  beneath.  If  the  hand  of  the  nurse 
is  placed  with  its  ulnar  edge  upon  the  miildle  line  of  the  alxlomen,  the  left 
hand  of  the  physician  placed  on  the  right  flank,  and  the  right  Iianil  used  to 
lightly  strike  the  left  flank,  distinct  fluctuations  will  be  felt  by  the  left  hand, 
the  impulse  being  transmitted  by  the  fluid  from  one  side  to  the  other,  the 
hand  of  the  nurse  being  used  to  prevent  the  transmission  of  this  impulse 
through  the  abdominal  wall.  Changing  the  patient's  position  from  the 
recumbent  to  the  erect  posture  will  change  the  area  of  dulness  on  per-* 
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cussion  and  the  shape  of  the  abdomen,  owing  to  the  alteration  in  the  position 
of  the  fluid.  Palpation  will  reveal  fhu'tiiation  if  the  Uellv  is  not  too 
tense.  Percussion  will  give  a  tynipanilic  note  in  the  epigastrium  when  the 
patient  is  sitting  up  and  flatness  below  the  navel  and  at  the  sides  of  the 
abdomen.  ^ 

A  patient  who  has  ascites  to  any  considerable  degree  is  usually  unable  to 
lit  dmtfi  with  the  head  low,  because  if  this  attitude  is  assunuNl  the  pressure 
of  the  fluid  against  the  diaphragm  is  such  that  breathing  is  interfered  with. 
For  this  reason  he  usually  sits  propjied  uj)  in  bed  or  in  a  recHniiig  cliair. 
The  face,  which  is  usually  thinner  than  in  health  and  somewhat  haggard, 
forms  a  striking  contrast  to  the  large  alxlomen,  which  is  "aldermanic''  in 


Aiwiteo  due  tn  f&rdiiur  dro|My,  with  rlt&dta^ip  nf  the  rerti  mtuielMi,  wi  that  there  in  a  nubeuleneoua 
hernia  in  the  ti^^'uc  ar<^iunil  the  nmhilKu^.  Thrrr  it>  uImj  onleroptosU  dueto  great  relsxfttmn  nT  the 
■hdununal  wall,  which  aclually  uverlie^  the  I  high^. 


appearance,  and  if  the  legs  be  dropsical  as  well,  the  massiveness  of  the  lower 
half  of  the  trunk,  as  compared  to  the  upper  half  and  to  the  neck  antl  face, 
presents  a  striking  picture.  Not  rarely  the  face  bears  the  expression  known 
as  the  *' abdominal  facies." 

Dijjipncea  may  not  l>e  noticeable  when  the  patient  is  at  absohite  rest,  but 
it  not  rarely  liappens  that  so  slight  an  exertion  as  conversation  will  develop 
this  symptom,  particularly  if,  in  addition,  there  be  some  tendency  to  cedema 
at  the  bases  of  the  lungs.  As  a  rule,  men  are  more  uncomfortable  when 
suffering  from  ascites  than  are  women,  l>ecause  their  respiration  is  naturally 
more  diaphragmatic  than  that  of  women,  whose  respiratory  movement  is 
chiefly  costal. 
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Diagnosis. — Ascites  must  be  differentiated  from  distention  of  the  abdomen 
due  to  a  large  ovarian  cyst.  This  can  usually  l>e  accomplished  by  palpation 
percussion,  and  vaginal  examination.  Inspection  of  a  case  of  a  cvst  will 
usually  reveal  somewhat  greater  distention  of  one  side  of  the  abdomen 
than  the  other.  The  area  of  ilulness  on  pcrcussioa  will  not  be  in  the  lower 
zone  of  the  abdomen  alone,  but  will  extend  upward  towanl  the  ribs  and  will 
incluiie  part  of  the  area  in  the  anterior  and  middle  /one  of  the  belly,  which 
in  ordinary  ascites  is  tympanitic.  Further  than  this,  a  large  ovarian  cyst 
of  this  character  will  usually  be  tense  and  will  offer  more  resistance  when 
the  abdomen  is  palpated  with  both  handg. 

Flu.  87 


Caw  of  ebormoiu  atcitea  due  to  ktrupbic  Lepalio  cirrhoais. 


From  enlargement  of  the  spleen  in  chronic  leukiemia  ascites  may  be  differ- 
entiated, by  reason  of  the  fact  that  in  tins  disease  the  area  of  dulnefis  is  chiefly 
in  the  iipjK^r  zone  instead  of  in  the  lf)wer  zone  of  the  belly,  that  tympany  is 
usually  not  present  in  the  middle  line  if  the  spleen  extends  so  far,  and  that  the 
edge  of  the  spleen  can  be  readily  palpate<l.  In  some  cases,  however,  in  which 
the  spleen  is  enlarged  in  Icukannia,  ascites  is  also  present,  and  it  may  be 
impossible  to  feel  the  edge  of  the  spleen  until  some  of  the  fluid  is  removecl. 
This  removal  may  be  more  difficult  than  in  an  ordinary  case  of  ascites, 
because  the  spleen  may  be  so  close  to  the  anterior  abdominal  wall  and  may 
extend  so  far  down  toward  the  pubis  that  ordinary  paracentesis  cannot  be 
readily  performed  without  danger  of  puncturing  the  spleen.  Ascites  must  also 
be  separated  from  great  enlargement  of  the  liver,  as  in  hypertrophic  cirrhosis. 
Here,  again,  the  presence  of  dulness  in  the  right  upper  zone  of  the  abdomen 
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and  the  ability  to  feel  the  lower  edge  of  the  large  liver  will  aid  materially  in 
the  differentiation.  In  both  enlargement  of  the  .spleen  and  enlargement  of 
the  liver  the  area  of  dulness  and  of  tympany  is  not  materially  altered  by 
changing  the  jxjstnre  of  the  patient  its  it  is  In  tisfiies. 

Treatment. — Tiie  treatment  of  ascites  depeiuls  to  some  extent  upon  its 
cause.  If  it  i.s  due  tn  interference  with  the  circulation  l>y  pre^ure,  as  in 
atrophic  hepatic  cirrhosis,  little  can  l>e  done  except  to  remove  the  fluid 
by  paracentesis,  for  the  purpose  of  giving  the  patient  relief  from  distention. 
If  it  is  <lue  to  canliacdistu-se  an  improveraent  in  the  condition  of  the  heart 
by  the  use  of  digitalis  an<l  rest,  and  the  judicious  administration  of  saline 
purges,  may  remove  the  fluid.  In  renal  ilisease  the  use  of  purgatives  may 
also  be  of  value,  hut  paracentesis  has  usually  to  l^e  resorted  to  if  the  fluid  is 
present  in  large  amount.  In  peritoneal  tuberculosis  paracentesis  may  be  (»f 
value,  but  the  l>est  inethcjil  yrl  producing  cure  is  to  resort  to  abdominal 
section,  permitting  the  fluid  to  escape  through  the  incision,  and  then 
maintaining  drahiage. 

Before  performing  paracentein's  abdominis  the  patient  should  be  made  to 
evacuate  his  bladder,  in  orrier  that  by  no  possibility  can  it  be  punctured  by 
the  trocar.  If  the  patient  be  a  wonntn,  great  care  should  be  taken  that  an 
ovarian  cyst  is  not  punctured.  Puncture  of  a  pa]>illomatous  cyst  not  infre- 
quently results  in  the  speedy  death  of  the  patient. 
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INFLAMMATION  OF  THE  LIVER. 


Acute  Hepatitis  or  Hepatic  Abscess.  Definition. — Acute  exudative 
hepatitis  is  a  state  of  inflairnnation  of  the  liver  in  which,  after  a  stage 
of  hjperaeraia  with  exudation,  the  area  involved  undergoes  necrosis,  and 
abscess  results. 

Etiology. — Inflammation  of  the  liver,  severe  enough  to  result  in  suppura- 
tion, may  arise  from  injury,  from  inflammation  of  the  portal  vein  or  of  the 
bile-ducts,  or  from  adhesions  to  neighboring  organs  which  are  infected  and 
from  which  infection  may  spread,  as,  for  example,  in  cases  of  gastric  ulcer. 

Suppuration  within  the  substance  of  the  liver  beneath  its  capsule  or  in 
the  bile  passages  occurs  uniler  many  varying  conditions. 

TR.\rMATic  Abscess. — Liver  abscess  may  result  from  traumatism.  The 
traumatism  may  be  a  severe  blow  or  contusion,  or  a  penetrating  wound  in 
nr  near  the  liver  from  a  bullet,  knife,  or  other  weapon.  Traumatic  abscess 
of  the  liver  is  usually  single.  When  it  occurs  as  a  resuh  of  contusion  in 
the  aljsence  of  direct  infection,  the  injury  acts  by  lessening  resistance  and 
permitting  colonization  of  pyogenic  bacteria  brought  to  the  organ  by  the 
portal  vein  or  hepatic  artery- 
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Pyemic  Abscesses. — Pjsemic  abscesses  are,  as  a  rule,  multif^.  One 
group  of  cases  arises  from  pyogenic  embcJbin  of  the  portal  vein.  There  is 
phlebitis  or  thromlxtphlebitis  of  the  portal  trunk  or  its  branches,  the  infection 
being  due  to  ulcerations  in  the  colon  and  rectum,  or  to  appendicitis,  ulcera- 
tions and  suppurative  processes  about  the  neck  of  the  bladder,  and  typhoid 
fever.  Another  group  of  cases  arises  from  embolism  of  the  hepatic  artery, 
as  in  ulcerative  endocarditis  and  other  pyaemic  conditions.  Infection 
may  also  reach  the  liver  through  the  lymphatics.  Abscess  may  also  arise 
from  the  direct  extension  of  infection  from  the  gall-bladder  and  the 
biliary  ducts.  Ascarides,  liver  flukes,  echinocoocus,  and  the  Balantidium 
coli  may  also  cause  abscess  of  the  liver,  and  it  has  also  been  observed  as  a 
sequel  to  measles,  epidemic  influenza,  and  ulcer  of  the  stomach. 

Amcebic  Abscess  of  the  Lives. — In  the  consideration  of  the  etiology  of 
tropical  abscess,  we  find  predisposing  and  direct  causes.  As  a  predisposing 
cause,  the  passive  congestion  of  the  liver  which  exists,  to  some  extent,  in  a 
large  proportion  of  colonists  in  the  tropics,  must  be  remembered.  Other 
predisposing  factors  in  the  production  of  tropical  abscess  are  malaria  and 
exposure  to  cold  and  wet.  Abuse  of  alcohol  is  probaUy  an  important 
predisposing  cause.  In  Waring's  careful  study  of  the  subject  of  abscess  of 
the  liver,  he  fbund  a  clear  histor}*  of  the  abuse  of  alcoboi  in  65  per  cent,  of 
the  cases. 

The  direct  mu^f  of  tropical  abscess  is  the  tuiinhr  dysenUria  which   majr^- 
or  may  not  have  previoasly  excited  intestinal  lesions.    Various  observer^c 
have    found  that   tropical    abscess  of   the  liver   has   been   preceded    bhj 
dysentery-    in    from   72  to  97  per  cent,  of  all  cases.    Woodward,  in  368C3^ 
dysentery-  autopsies,  found  liver  abscess  in  779,  or  21  per  cent.     Boston  col 
lected  data  of  2430  autopsies,  with  4S6  abscesses,  or  20  per  cent    L^ranA.    ^ 
of  Alexandria,  found  that  in  109  cases  of  hepatic  abscess  which  occurred  i^Ea 
children  31  were  due  to  dysentery.     Hepatic  suppuration  may  develop  ver    ^' 
shortly  after  the  dysenterj-,  or  may  be  delayed  for  years.    iSee  Dysentery.) 

Patfaology  and  Morfoid  Anatomy. — Abscess  of  the  liver  usually  occurs  eithci^j 
in  one  or  two  large  purulent  collections  or  in  a  number  of  small  absce=^3S 
cavities. 

The  single  large  abscess  is  usually  the  result  of  dysentery,  and  the  infp  m^* 
tion  reaches  the   Uver  through  the  veins,  which   ck»e4y  anastomose  wi^Aii 
the  hemorrhoidal  plexus.     If  the  cause  be  dysentery  of  ibe  amoebic  i\\-^  u 
the  amoeba  is  found  in  the  wall  of  the  abscess,  and  less  constantly  in  tSir 
abscess  contents.     In  still  other  cases  an  examination  of  the  pus  reveab  t.fce 
presence   of   the  Bacillus  coli  ojmmunis,  or  ihe  StrrpiK^txru*  pyogenes    or 
a  pyogenic  staphylococcus.    In  still  other  cases,  if  the  abscess  be  very  chroaic; 
the  pus  may  Ix;  sterile. 

In  tropical  ahsce^^ses  the  lesion  is  solitary-  in  about  ^>  per  cent  of  the  case^; 
it  is  single,  from  «>alescence,  or  double  in  about  15  per  cent-  of  the  cases,  and 
the  remainder  are  multiple.  The  aljscesses  \*ary  in  <««  fr\>m  a  |Ngeon  *s  eg 
to  a  cr>coan»it. 

The  siny:le  abscess  may  Ije  ven*  lar^re,  anil  often  filb  an  entire  lobe  d 
thf  liver.  The  right  lol>e  is  usually  affectevl.  atnl  jls  the  abscess  graduaDr 
near.-)  the  surface  of  the  organ  it  bursts  tlirou^h  the  capsule  into  the  peri* 
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toneal  cavity,  or,  as  is  far  more  common,  the  advancing  inflammatory  zone 
^  causes  the  surface  of  the  liver  to  become  adherent  to  adjacent  structures, 
[so  that  when  rupture  takes  place  the  pus  breaks  into  the  bowel,  as  in  a  case 
[recently  under  my  care,  or  through  the  diaphragm  into  the  pleura,  or  even 
[into  the  lung,  so  that  the  pus  from  the  liver  escapes  by  the  respiratory  tract. 
Accumulations  of  pus  in   burrowing  a  way  for  escape  often  cause  extra- 

jnlinary  effects,  and  cases  are  on  record  in  which  the  pus  from  one  of  these 

'wKsccsses  has  escji|>eil  into  the  pericardium,  and  even  into  tlie  i>elvis  of  a 

kiflney.    Still  other  instances  have  occurred  in  wliieh  tlie  pus  has  found  its 

\%ay  into  the  great  veins  of  the  abdomen  or  into  the  gall-bladder.     Rupture 

externally  is  not  common. 
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The  pus  from  such  an  abscess  is  often  very  offensive,  and  it  generally  differs 
from  ordinary  pus  In  appearance,  being  thin  instead  of  creamy,  reddish 
instead  of  yellow,  and  oftentimes  it  is  quite  green  from  the  presence  of  bile. 
Sometimes,  however,  the  [»u.s  is  quite  like  that  commonly  found  in  al>scesse3. 

The  lining  of  the  al>s(ess  cavity  is  shaggy»  because  of  the  pieces  of  dea<l 
hepatic  tissue  which  hang  upon  it  (Fig.  88).  In  abscesses  of  long  standing 
more  or  less  imperfect  encapsulations  of  the  pus  may  occur. 

Large  multiple  abscesses  are  sometimes  met  with  as  the  result  of  suppura- 
tion af>out  an  eelunococcus  cyst. 

Smnll  imdtiplt  ahsrcsses  are  usually  pya?mic — 1\  r.,  of  metastatic  origin. 
Septic  emlwli,  or  micro-organisms,  from  septic  foci  elsewhere  are  carrieil 
by  the  blowl  into   the  liver  and   cause   multiple    areas  of   necrosis,  and 
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suppuration.  The  liver,  therefore,  presents  not  one  large  abscess,  but  a 
large  number  well  cHstrihutetl  througli  its  tissues.  These  absce-sses  vary 
in  size.  Several  small  necrotic  cavities,  which  may  hold  several  drachms 
of  pus,  may  be  present,  or  a  number  may  coalesce  to  form  one  large  | 
abscess.  Althouj^^li  each  abscess  seems  isolatetl,  it  is  usually  in  communica- 
tion througfi  a  Imuicli  of  the  portal  vein  with  othiTs,  so  that  by  this  vascuhir 
pathway  the  whole  gland  is  riddled  with  pus.  The  ]>us  may  vary  from  foul, 
reddish,  or  greenish  material  to  the  character  of  what  used  to  l>e  calle*i,  in 
preantiseptic  days,  "laudable  pus." 

When  the  infection  takes  place  along  the  bile-ilucts,  as  the  result  of  die 
entrance  of  micro-<jrganisms,  the  introduction  of  which  is  facilitated  by  the 
presence  of  gallstones,  it  is  often  found  that  the  pus  is  not  only  distributed 
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widely  through  the  organ,  but,  in  addition,  that  the  gall-bladder  is  full  of  pus 
as  well,  so  that  the  entire  biliary  tract  is  involved  in  the  suppurative  process. 

Small  multiple  abscesses  may  l>e  due  not  only  to  the  ordinary  organisms  of 
supjMiratiotK  liut  to  infection  by  the  Anifrba  dysen.ieri(T. 

Symptomatology. — The  symptoms  of  hepatic  suppuration  are  usually 
marked.  In  some  cases»  however,  even  with  tlie  existence  of  large  abscesses, 
the  lesion  is  latent,  and  the  disease  is  not  suspected  until  rupture  of  the 
abscess  occurs.  The  chief  symptoms  are  jever,  sepsis,  enlargemerU  of  the 
livcr^  and  pain. 

The  pain  is  felt  not  only  in  the  right  hypochondrium,  but  in  the  region  of 
the  right  shoulder  blade,  and,  as  the  abscess  approaches  the  surface  and 
causes  intlammatiun  of  the  peritoneum,  the  pain  may  be  sharp  and  even 
severe. 
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Hiere  is  loss  of  weight  and  sitengih  and  pronounced  feebleness  in  mus- 
cular effort.  DyapefHc  symptoms  become  marked.  There  is  anorexia, 
nausea,  morning  vomiting,  with  a  heavily  coated  tongue.  The  patient  becomes 
aneemic  and  gradually  takes  on  a  peculiar  subicteric  color.  The  fever 
b^ins  early  and  is  the  most  constant  symptom.  At  first  it  does  not 
run  high,  but  later  an  evening  temperature  of  from  104°  to  105°  is  not 
uncommon.  The  fever  is  irregular  or  intermitting  in  type.  It  is  preceded 
by  a  chill  and  then  followed  by  a  sweat.  These  sweats  are  very  severe  and 
contribute  greatly  to  the  depression  and  exhaustion  of  the  patient.  They 
follow  the  fastigium  of  the  fever  and  are  prone  to  come  on  during  sleep,  whether 
it  be  by  day  or  night;  so  that  they  may  be  properly  called  sleeping  sweats 
rather  than  night  sweats. 

Enlargement  of  the  liver  is  constant.  It  is  symmetrical,  and  in  extreme 
cases  may  reach  as  high  as  the  third  rib  in  front  and  may  extend  as  far 
down  as  the  crest  of  the  ilium,  or  over  as  far  as  the  umbilicus.  The 
right  hypochondrium  may  appear  full  and  bulging,  and  there  may  be 
an  apparent  fulness  or  sleekness  of  the  right  side,  and  in  marked  cases 
obliteration  of  the  lower  intercostal  spaces. 

When  pus  approaches  close  to  the  surface  it  is  always  preceded  by  an 
cedema  of  the  skin  overlying  the  abscess,  and  in  cases  with  large  abscess 
fluctuation  may  be  present.  Auscultation  over  the  liver  may  reveal  peritoneal 
or  liver  friction. 

Occasionally  sharp  pain  is  felt  in  the  cesophagus,  when  a  food  bolus 
passes  the  level  of  the  diaphragm.  A  dry,  hacking,  unproditctive  cough  is 
very  commonly  present  and  frequently  leads  to  error  by  directing  attention 
to  the  lungs  rather  than  to  the  liver. 

The  decubitus  of  the  patient  is  characteristic.  He  lies  on  his  right  side 
with  that  shoulder  drawn  down  and  knee  drawn  up  to  relieve  the  tension  on 
the  abdominal  muscles. 

Jaundice  is  not  common  and  only  appears  when  the  enlarged  liver  or 
abscesses  make  pressure  on  the  bile-duct.  Pressure  on  the  portal  vein  may 
cause  a  moderate  degree  of  ascites. 

Pneumonia  of  the  right  base  often  occurs  when  the  abscess  is  high  up  in 
the  dome  of  the  liver. 

Diagnosis. — ^The  condition  which  in  all  probability  most  closely  resembles 
hepatic  abscess  is  infection  of  the  gall-duct  or  gall-bladder,  produced  by  the 
presence  of  a  stone  or  stones,  for  here,  too,  there  is  septic  absorption,  high 
fever,  chills,  sweats,  and  tenderness  about  the  liver,  although  pus  may  not 
be  actually  present.  In  this  condition,  however,  there  is  a  history  of  gallstone 
colic  in  most  instances,  and  of  jaundice.  Further,  the  emaciation  and 
ansemia  are  not  so  marked,  nor  is  the  liver  so  generally  increased  in  size.  A 
marked  leukocytosis  is  present  in  either  case. 

The  absence  of  marked  swelling  of  the  spleen,  of  any  history  of  malarial 
infection,  and  the  lack  of  the  nialarial  parasite  in  the  blood,  combined  with 
the  fact  th&t  the  fever  does  not  yield  to  quinine,  all  go  to  prove  the  febrile 
state  not  malarial.  The  blood  condition  may  also  aid  in  the  diagnosis. 
There  is  usually  a  marked  leukocytosis,  which  ranges  from  12,000  to  53,000. 
Unfortunately,  this  symptom  is  not  constant,  but  when  it  does  occur  it 
42 
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makes  a  clear  distinction  between  this  disease  and  malaria.  Other  oondi- 
tioMs  that  simulate  fiver  ab.sce.ss  are  hepatic  colic  with  fever,  snppiinition 
in  and  about  the  gall-bladder,  suppuration  in  or  near  the  right  kidney, 
subdiapliTHgmatic  absces^j,  enipyenm  or  pneumonia  of  the  right  base,  and 
ulcerative  endocarditis. 

An  empyema  or  pleural  effusion  on  the  right  side  can  be  excluded  by  the 
decrease  in  vocal  resonance  and  vocul  fremitus  caused  by  that  state,  and  by 
the  presence  of  Skodaic  resonance  just  above  tlie  area  of  dulness  on  per- 
cussion. 

It  is  important  to  remember  that  amoebic  abscesses  may  be  present  with- 
out diarrhoea  or  dysentery,  the  ama*ba»,  nevertheless,  being  present  in  (he 
stools  and  in  the  liver. 

In  all  obscure  cases  attended  by  the  signs  of  hepatic  disease  and  sepsis, 
an  effort  should  be  made  to  establish  the  condition  of  the  liver  by  explora- 
tory operation. 

Prognosis. — The  prognosis  of  abscess  of  the  liver  depends  on  two  factors, 
the  number  of  abscesses  and  the  time  when  the  case  is  brought  to  operation. 
Eighty  to  90  per  cent,  of  single  abscess  brought  to  early  operation  should 
recover,  but  often  operation  is  postpone<l  too  long.  In  cases  of  sponta- 
neous rupture  into  the  colon  50  per  cent,  recover.  The  prognosis  is  not  so 
good  where  rupture  takes  place  into  the  lung  or  pleura.  Recovery  occa- 
sionally takes  place  when  two  and  three  abscesses  are  present. 

In  1()2  fatal  cases  of  hepatic  abscess  the  mortality  is  ^ven  as  due  to  the 
following  causes;  severity  of  the  accompanying  dysentery,  125  cases;  burst- 
ing of  abscess  into  the  peritoneum  12  cases,  into  the  pleura  11  cases;  gan- 
grene of  the  abscess  wall,  3  cases;  rupture  of  adhesions,  2  cases;  pneumonia, 
2  cases;  and  rupture  into  the  pericardium,  1  case.  The  prognosis  in  multiple 
abscess  is  hopeless,  for  manifest  reasons. 

Treatment. —The  treatment  of  hepatic  abscess  consists  in  sustaining  the 
patient's  strength  by  good  food  and  by  iron  and  arsenic,  and,  if  the  abscess 
is  single,  by  opening  and  draining  it  as  soon  as  its  existence  is  determined. 

Exploratory  puncture  should  not  be  practised  unless  the  surgeon  is 
preparcfl  to  go  ahead  and  operate  at  once.  If  pus  be  found,  the  puncture 
may  spread  infection  or  cause  a  leak  along  the  wound.  This  is  especiallv  a 
danger  with  large  needles,  and  large  needles  must  be  used  on  account  of  the 
thickness  and  viscosity  of  the  abscess  contents  in  some  cases. 


CIRRHOSIS  OF  THE  LIVER. 


Definition. — Cirrhosis  of  the  liver  is  a  state  in  which  there  is  an  overgrowth 
of  connective  tissue  of  the  gland.  In  some  instances  this  overgrowth  results 
in  an  atrophy  and  shrinkage  of  the  organ  (atrophic  cirrhosis);  in  others  the 
liver  becomes  greatly  enlarged  (hypertrophic  cirrhosis). 

Recently  Kretz,  MacCallumj  Kelly,  and  others  have  called  attention  to 
regenerative  changes  in  the  Uver  cells  as  being  a  prominent  feature  of  cir- 
rhosis. They  do  not  regard  the  normal  liver  as  made  up  of  distinct  lobules 
but  as  consisting  of  continuous  mantles  of  cells  surrounding  the  blood- 


I 
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vessels.  In  cirrhosis,  following  degenerative  clianges,  these  cells  regenerate 
and  rearrange  themselves  and,  according  to  Kretz,  cirrhosis  is  con5et|uently 
to  be  regarded  as  a  focal  recrudescent  chronic  atrophy  of  Uver  cells  modified 
by  parenchymatous  regeneration  and  not  as  a  disease  entity.  He  helieves 
that  practical  extension  of  our  knowledge  on  this  .subject  is  to  come  from 
investigating  the  causes  of  degeneration  of  liver  cells  rather  than  from 
attempts  further  to  differentiate  and  classify  so-called  types  of  developed 
cirrhosis. 

Cirrhosis  of  the  liver  derives  its  name  from  the  Greek  word  Zfffpot;^  mean- 
ing yellow  or  tawny.  The  term  cirrhosis  was  first  applie<l  by  I^aennec, 
because  the  liver,  when  cirrhotic,  is  yellow  or  tawny  in  color.  Cirrhosis  is  an 
unfortunate  term,  in  that  it  in  no  way  describes  the  pathological  state  which 
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is  present.  Further  than  this,  the  word  cirrhosis  is  now  applied  to  patholog- 
ical states  of  other  organs  in  which  no  yellow  hue  is  seen. 

Atrophic  Cirrhosis. — The  liver  in  cases  of  atrophic  cirrho.'^is  is  often 
enlarged  in  the  early  stage  of  the  <lisease,  but  after  this  primary  change 
it  undergoes  a  diminution  in  size,  so  that  eventually  it  is  much  smaller 
than  normal.  This  primary  enlargement,  which  i\oes  not  always  occur,  is 
perhaps  due  to  hypenemia,  celhilar  infiltration,  arul  ttNleina.  The  charac- 
teristic picture  of  atrophic  cirrhosis  is.  however,  tliat  of  a  small,  contracted 
liver,  tawny  in  hue,  and  possessing  a  roughened  surface,  which  in  some  cases 
may  be  so  irregular  as  to  be  called  ^'hob-nair*  liver,  ltecau.se  of  its  resem- 
blance to  a  rough  shoo  the  sole  of  which  is  fille<l  witli   hob-nails  (Fig.  90). 

Atrophic  cirrhosis  of  the  liver  is  a  not  uncommon  malady  in  adults,  and 
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it  is  by  far  the  most  frequent  of  all  tlie  types  of  cirrhosis  which  affect  this 
organ. 

Etiology. — The  causes  of  atrophic  cirrhosis  of  the  liver  are  chronic  alcohol- 
ism and  other  chronic  intoxications,  of  which  lead  is  certainly  one  of  the  most 
important.  There  is  good  reason  to  believe  that  prolonged  gastrointestinal 
indigestion  and  disorders  of  nutrition,  such  as  gout  and  its  allied  states,  may 
exert  a  similar  effect.  Mxperimontal  cirrhosis  has  been  produced  in  animals 
by  acetic,  lactic,  butyric,  and  valerianic  acid,  all  of  which  are  present  in 
cases  of  gastrointestinal  disorder.  Syphilis  may  cause  it  (see  Syphilis  of 
the  Liver),  and  hepatic  cirrhosis  has  been  known  to  develop  after  severe  J 
infectious  fevers.  Cardiac  disease,  with  great  and  prolonged  hepatic  conge^-i-  \ 
tion,  may  also  prwiuce  cirrhotic  changes,  and  it  is  a  noteworthy  fact  tiiat 
cirrhosis  may  be  present  as  a  part  of  a  general  fibroid  process  invoKing  the 
bloodvessels  and  the  kidneys. 

Patholog^y  and  Morbid  Anatomy. — In  cirrhosis  of  the  liver  tlie  dominant 
lesion  is  an  increase  in  its  connective  tissue.  This  overgrowth  varies  very 
greatly  in  ditTerent  cases.  Although  the  fibrous  overgrowth  may  penetrate 
the  lobules,  it  is  principally  increased  at  the  periphery  of  the^je  structures. 
Again,  it  may  he  equally  distributed  througliout  the  entire  liver  or  affect 
certain  areas  very  much  more  than  others,  an<l,  finally,  the  overgn>wth 
of  fibrous  tissue  may  be  so  great  that  bands,  both  large  and  small,  may 
traverse  the  liver  substance,  separating  it  into  masses  of  comprease<l  gland- 
ular tissue. 

The  fibrous  tissue  formerJ  in  this  process,  like  fibrous  t].ssiie  formed 
elsewhere  in  the  body,  undergoes  cicatricial  contraction,  and  by  this  means 
fatty  ilegeiieration  or  alropliy  of  the  Hver  cells  composing  the  lobules  is 
facilitated.  These  changes  are  due,  not  only  to  the  pressure  exerted  on  the 
lobules,  so  that  their  cells  are  flattened  and  deforme<l,  but  also  to  the  effects 
produced  on  the  circulation  of  bloiHi  in  the  liver. 

It  will  *l>e  recalled  that  the  hepatic  artery  carries  to  the  Uver  the  blood 
which  is  to  nourish  its  celts,  just  as  the  bronchial  arteries  carr}'  the  blood 
which  is  to  nourish  the  lungs.    The  blood  from  the  branches  of  this  vessel  in 
performing  its  nutritive  function  passes  through  the  so-calletl  interlobular 
vessels,    anti    from  these  into  the  intralobular  vessels,  which   carry  bimxl 
from  the  digestive  organs. 
I     The  overgrowth  of  fibrous  tissue  in  the  interlobular  spaces,  in  the  fibrous  ^J 
sheath  of  the  interlobular  veins,  and  sometimes  even  l>etween  the  cells  alxiut  ^H 
the  intralobular  veins  results  in   obstruction  to  the  flow  of  blood.     TJie 
arterial  supply  is  little  affected,  but  the  venous  flow  is  interfered  with,  and  in 
this  manner  the  cells  suffer,  not  only  from  the  pressure  of  the  fibrous  tissue, 
but  from  the  pressure  in  the  vessels  and  the  lack  of  fresh  bUxnl  as  well. 
Nor  is  this  all,  for  the  fibrous  tissue  obstructs  the  smaller  bile-ducts  anrl  so 
prevents  the  escape  of  bile,  with  the  result  that  atrophy  takes  place  from 
retained  secretion,  and  the  tissues  of  the  liver  become  bile-stained. 

Many  pathologists  adhere  to  the  view  that  the  destruction  of  the  paren- 
chyma of  the  organ  takes  place  first,  and  that  the  overgrowth  of  the  con- 
nective tissue  already  described  is  secondary  to  this  change. 

The  remote  effects  of  the  interference  with  the  circulation  of  blood  in  the 
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liver  is  catarrh  of  the  stomach  and  duodenum,  due  to  the  obstruction  of  the 
blood  in  the  portal  veins.  This  state,  finally,  may  cause  varicosities  in 
the  gastric  or  oesophageal  vessels,  and  hromatemesis  may  ensue,  or  it  may 
cause  fatal  hemorrhage  from  the  bowels  because  of  similar  varicosities 
in  the  intestinal  wall.  The  marked  portal  obstruction  leads  to  trans- 
udation from  the  peritoneal  vessels,  constituting  the  ascites  of  hepatic 
cirrhosis. 

Not  rarely  in  well-developed  cases  of  hepatic  cirrhosis  the  veins  of  the 
abdominal  wall  will  be  found  enlarged  in  an  endeavor  to  supplement  the 
deep  abdominal  veins  in  the  transfer  of  blood  from  the  portal  area  to 
the  vessels  of  the  thorax.  Still  another  state,  called  the  "caput  Tnedvsce'* 
is  the  development  of  a  bunch  of  enlarged  veins  about  the  umbilicus.  This 
has  been  generally  considered  as  due  to  the  stasis  in  the  paraumbilical  vein 
or  in  the  umbilical  vein,  which  has  not  closed,  as  it  usually  is  after  birth. 
As  a  result  a  collateral  circulation  is  established  by  an  anastomosis  with 
the  internal  mammary,  epigastric,  and  cutaneous  veins. 

From  the  description  which  has  just  been  given  of  the  effect  of  cicatricial 
contraction,  it  is  easily  seen  why  the  liver  presents  upon  its  surface  so  many 
excrescences  or  projections  (the  so-called  "hob-nail  liver"),  for  parts  of  the 
g^and  are  pressed  out  of  place,  or  irregular  bands  pulled  in,  by  the  ever- 
growing fibrous  bands.     (See  Fig.  90.) 

The  atiophy  of  the  parenchyma  of  the  liver  in  the  true  atrophic  form 
causes  a  very  great  diminution  in  the  size  of  the  organ,  so  that  the  organ  may 
be  less  than  one-half  its  natural  dimensions. 

The  spleen  is  usually  enlarged,  and  arteriosclerotic  changes  are  often 
present.    Secondary  fibroid  changes  in  the  pancreas  have  also  been  described. 

In  the  so-called  fatty  cirrhosis,  in  which  the  deposit  of  fat  is  more  pro- 
nounced than  the  cicatricial  contraction  of  fibrous  tissue,  the  gland  may  not 
be  decreased  in  size,  and  it  may  be  very  much  larger  than  the  normal.  Such 
a  liver  is  rarely  hob-nailed,  but  smoodi,  or  but  slightly  roughened. 

Peritoneal  and  pleural  tuberculosis  is  a  very  common  complication  of 
atrophic  cirrhosis  of  the  liver. 

Symptoms. — ^The  symptoms  of  atrophic  cirrhosis  of  the  liver  are,  to  a  large 
d^;ree,  dependent  upon  the  obstruction  to  the  circulation  of  blood  in  the 
intralobular  and  interlobular  vessels,  and  if  the  effects  of  this  obstruction  are 
relieved,  or  prevented  from  developing,  by  the  establishment  of  an  eflScient 
collateral  circulation,  there  may  be  no  symptoms  at  all  for  many  months,  or. 
indeed,  for  years.  Occasionally  we  meet  with  cases  in  which  an  extreme 
degree  of  atrophy  of  the  liver  seems  to  be  present  with  no  symptoms  of 
any  importance,  and  yet  the  patient  is  taking  far  more  alcohol  than  is  good 
for  him.  It  is  scarcely  conceivable  that  the  establishment  of  a  collateral 
drculation  can  be  responsible  for  the  absence  of  all  systemic  disturbance, 
but  there  is  no  other  explanation  for  it. 

When  obstruction  to  the  flow  of  blood  in  the  portal  vessels  is  produced 
gastric  catarrh  develops,  and  this  causes  indigestion  and  distress  in  the 
epigastrium,  with  jnoming  nausea  and  vomiting.  Usually  the  patient  loses 
strength  and  is  prone  to  become  spare  and  lean  if  previously  stout. 

The  occurrence  of  heitwrrhage  from  the  stomachy  and  bowel  has  already 
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been  mentioned  when  discussing   the  secondary  lesions  of  tlie  disease,! 
has  also  the  presence  of  enlarged  abdominal  veins  and  the  axfnd  itidvtai 
the  ahdotiiinal  wall.    (See  also  the  article  on   Ha-matemesi^.)    The  skin » 
the  trunk  is  often  more  sallow  and  yellow  than  normal,  but  it  is  rarely  t 
coloretl  by  a  true  jaundice.    At  times  the  temperature  may  l>e  suhnon 
and  at  otliers  slightly  febrile. 

In  sotiK!  crises  which  have  manifested  few  or  none  of  these  symptanLstfe 
patient,  with  little  warning,  develops  a  state  of  delirium,  which  isoftenofa 
noisy  ami  jf»yous  typ<^,  hut  lie  soon  sinks  into  a  state  which  proceeds  toconii, 
and  then  to  death.'  To  this  state  the  term  '*  hepatic  coma"  has  been  appHcd. 
It  was  thout^ht  at  one  time  to  be  due  to  cholestercemia,  but  this  view  ha*  now 
been  cast  aside  without  any  satisfactory  explanation  of  the  state  bciiig  otTcrol. 
I  have  so  often  seen  this  condition  follow  free  drainage  of  ascites  thai  1  believe 
this  operation  pre*lis[KJses  to  its  development. 

The  physical  signs  of  atrophic  cirrhosis  consist  in  an  inabihly  to  palptc 
the  lower  margin  of  the  liver  by  ordinary  effort,  and  in  the  small  nrwioi 
hepatic  dulness  on  percussion.  In  those  cases  in  which  ascites  is  marktii. it 
is  often  impossible  to  discover  the  state  of  tlie  liver  until  the  fluid  is  with- 
drawn. 

Some  have  heUl  that  the  ascites  is  really  the  result  of  an  associated  ]0' 
grade  peritonitis. 

Hess  has  lately  directed    attention  to  obliterating  endophlebitis  o(  l*** 
hepatic   veins  as  protlucinj;  s^miptoms  almost  identical  with  those  of  c***^ 
rhosis.      Most   of   the  23  cases  on  reconl,  as  also  the  one  he  reports.  w«^' 
diagnosed  cirrhosis  of  the  liver.     The  signs  leading  one  to  suspect  obliter**" 
tion  of  the  hepatic  veins  are  absence  of  the  history  of  a  cause  of  drrhc«f-^ 
pain  over  the  hepatic  area  or  localized  in  the  upper  abdomen,  and  rap^^^ 
swelling  of  the  liver  and  development  of  ascites.  M 

PrognoBls. — The  prognosis  as  to  the  duration  of  life  depends  entirely  upo*^ 
the  degree  of  obstruction  to  the  circulation  and  upon  the  severity  of  iht 
patient's  symptoms.  If  ascites  is  well  developefl  the  outlook  for  more  than 
a  few  months  of  life  is  bad,  yet  there  are  cases  on  record  in  which  repeaiwf 
tappings  have  resultetl  in  the  prevention  of  recurrence  of  ascites  and  in  the 
apparent  recovery  of  the  patient.  Probably  in  these  cases  the  ascites  wiis  not 
due  to  the  cirrhosis,  or  the  relief  of  pressure  has  j>ermitted  the  establishment 
of  a  collateral  circulation.  The  occurrence  of  hemorrhages  is  always  a  most 
grave  omen,  yet  patients  often  live  for  months  after  severe  bleedings.  On  the 
other  hand,  I  know  of  one  case  in  which  a  man,  in  apparently  perfect  health, 
while  washing  in  his  batli-room  bled  so  freely  from  the  stomach  as  to  die  io 
half  an  hour,  although  he  had  never  had  a  hemorrhage  before. 

Treatment. — The  treatment  consists  in  removing  the  cause  of  the  cJiseaseJ 
if  it  be  alcohol,  and  in  an  endeavor  to  prevent  intestinal  fermentation  ana 
disorder  by  miUI  purgatives,  digestive  stimulants,  acids,  and  antiseptics. 
Each  morning  the  patient  should  have  the  l>owels  well  moved  by  a  glass  of 
hot  Hunyadi  or  Carlsbad  water,  and  while  this  is  acting  lie  should  receive  a 
few  drops  of  Fowler's  solution  for  the  nausea  and  lack  of  appetite  at  break- 
fast. During  breakfast,  luncheon,  and  supper  he  should  take  a  capsule 
made  up  as  follows: 
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tt— Pancreatin, 
Tiiko-diastase, 
Sodii  bicarboDat.    . 

8. — Take  with  each  meal. 


W    gr.  ij.-M. 
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In  some  cases  the  catarrhal  state  of  the  stomach  and  bowels  is  !->enefited 
by  the  use  of  small  doses  of  io^lldeof  potassium,  5  gi'ains  three  or  four  times 
a  day,  or  of  ammonium  chloride  in  the  same  amount. 

Within  the  last  few  years  it  lias  been  proposed  by  Talma  and  others  that 
an  endeavor  be  made  to  rt'Iieve  the  obstructive  symptoms  of  atrophic  cirrhosis 
by  establishing  a  collateral  cinnilation  i>y  surgical  procedure.  The  anterior 
surface  of  the  liver,  of  the  spleen,  anil  of  the  parietal  peritoneum  and  intes- 
tines are  roughened  by  being  rubbed  with  surgical  gauze,  and  the  omentum 
IS  attached  to  the  parietal  peritoneum  of  the  anterior  alxlominal  wall  by 
sutures.  By  this  means  it  is  hope<l  to  cause  adhesions  through  which  the  col- 
lateral circulation  may  bi^  estahlisherl.  According  to  Greenough's  statistics, 
only  9  cases  have  been  cured  in  105  operated  upon.  The  operation  is  not 
devoid  of  danger  because  of  the  malnutrition  of  the  patient. 

Ascites  should  be  treated  by  tapping.  {See  Ascites.)  The  use  of  violent 
hydragogue  cathartics,  in  the  hope  that  the  quantity  of  fluid  will  be  materially 
decreased,  is  not  very  successful,  as  a  rule,  and  may  weaken  the  patient.  It 
is,  however,  important  to  keep  the  bowels  opened  freely  to  avoid  distention 
and  pressure. 

Hypertrophic  Cirrhosis.  Definition. — Hypertrophic  cirrhosis  is  a  condi- 
tion in  which  the  liver  is  very  much  enlarged,  its  surface  is  smooth,  jaundice 
develops,  but  ascites  is  absent.  It  is  called  by  the  French  cirrhose  hyper- 
trnjihiqne  aver,  icthre,  or  hypertrophic  cirrhosis  with  jaundice. 

Etiology. — The  causes  of  this  mala<ly  are  unknown.  Alcohol  is  not  a 
factor.  In  the  cases  I  have  seen  a  history  of  severe  and  prolongetl  malarial 
infection  has  been  present  in  several  instances,  It  is  a  dise-ase  of  young  adult 
and  early  middle  life,  but  cases  occur  in  children  of  tender  years. 

Pathology  and  Morbid  Anatomy. — An  essential  difference  between  atrophic 
and  hyjjertrophic  cirrhosis  is  that  in  the  former  the  cormective  tissue  wliich 
is  developed  undergoes  contraction,  whereas  in  the  hypertrophic  forn*  it 
remains  more  cellular  and  does  not  contract.  The  second  ditference  lies  in 
the  fact  that  in  hypertrophic  cirrhosis  there  is  a  very  considerable  increase  of 
connective  tissue  about  the  biliary  ducts  (biliary  cirrhosis),  with  compara- 
tively little  or  no  increase  of  this  tissue  about  the  hloiKlvpssels.  For  these 
reasons  we  do  not  find  any  marked  decrease  in  the  blood  supply  of  the  gland, 
but  we  do  find  jaundice  l>ccause  the  biliary  ducts  are  obstructed.  In  the 
atrophic  form,  therefore,  venous  obstruction  causes  ascites;  in  the  hyper- 
trophic form  biliar}'  obstruction  causes  jaundice,  but  there  is  usually  no 
ascites.  Between  these  two  types  of  cirrhosis  intermeiliate  cases  develop, 
to  which  sufficient  overgrowth  of  connective  tissue  about  the  blootlvessels 
may  be  present  to  cau.se  ascites,  fur  in  hyjiertrophic  cirrhosis  there  is  an 
overgro^'th  of  connective  tissue  about  the  interlobular  vessels,  and  even 
l)etween  the  cells  of  the  lobules. 

Although  the  liver  is  enlarged,  it  does  not  present  the  hob-nailed  appear- 
ance of  atrophic  cirrhosis   because  contraction  does  not  occur.    On  cross- 
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section  it  presents  a  firm  surface  of  a  yellowish-green  hue,  and  strands  of 
connective  tissue  can  be  seen  traversing  it. 

It  has   been   shown  that  in  some  instances  hypertrophic  cirrhosis  is  a 
secondary  condition    arising  from  disease  of    the  bile-duct5,  and   that  in 
others   it  is  a  primary  state  without  connection  with  any  direct  cause  yet 
discovered.    As  a  consequence,  some  writers  have  divideti  this  disease  into 
two  typea  and  have  asserted  that  these  are  separate  entities.    The  pathology 
ical  changes  in  each  case  are  so  nearly  identical  that  this  separation  is  nof 
justifiable.     To  the  primary  form  the  term  '*  Hanot*s  cirrhosis  "  has  been] 
applied.    In  this  form  there  is  pij^aientation  of  the  skin  in  a4Jdition  to  jaun« 
dice,  there  is  usually  more  pain  than  in  the  commoner  variety,  and  i\\i 
spleen  is  usually  very  large.     It  is  l>etter  to  call  such  cases  instances  of 
Hanot's  type  of  hx'pertrophic  cirrhosis. 

Symptoms. ^The  predominant  symptom  of  this  rlisease  is  tnlargtmtni  oj 
the  li'oer,  which  often  extends  to  a  lower  level  than  that  of  the  navel  and  far 
to  the  left  of  the  middle  line.    When  the  liver  is  palpated  it  is  found  to  be 
hard  and  its  surface  fairly  sniootk,  its  edges  rounded,  and  its  movementJ 
heavy  and  difficult  when  it  is  pressed  upon.    Percussion  reveals  the  fact  that] 
it  not  only  extends  downward,  but  upward  far  above  the  ordinary  hepatic 
level,  and  laterally  even  to  the  sixth  rib,  pushing  the  diaphragm  and  hing 
before  it.    The  spleen  is  usually  considerably  niJargcd.   Jaundice  is  generally 
present  and  varies  from  a  faint  lemon-yellow  to  a  dark-olive  hue,  but  it  is  j 
noteworthy  fact  that  the  stools  are  not  without  bile,  as  in  ordinary  jaundic 
The  lu-ine,  of  course,  contains  bile.    At  times  attacks  of  severe  hepatic  paini 
develop,  and  the  liver  may  seem  more  enlarged  than  usual  at  these  periods. 
Pruritus  is  often  a  most  persistent  symptom,  and  xanifioma  may  be  develope*! 
to  an  extraordinary  ilegree.    In  a  case  now  under  my  care  the  yellow  xan- 
thomatous patches  about  the  eyes  form  a  striking  contrast  to  the  dark-olive 
hue  of  the  rest  of  tlie  face.    More  or  less  disiurhance  of  digestion,  due  to  gastric 
catarrh,  from  an  impaired  circulation  in  the  stomach,  is  nearlyalways  present.' 

Di&gnosis. — An  enlargeil  liver,  like  that  seen  in  hypertrophic  cirrhosis,  is| 
also  seen  in  leukjemia,  but  the  association  of  profound  aniemia  and  pallor 
of  the  skin  separate  it  from  the  condition  now  under  consideration.  Great 
enlargement  of  the  liver  also  occurs  in  heart  disease  from  hepatic  congestion, 
and  in  cases  of  adherent  pericardium.  The  state  of  the  heart  makes  the 
diagnosis  possible  in  this  instance.  ^lalignant  growth  of  the  liver  can  often 
be  differentiated  by  the  presence  of  a  primary  growth  in  the  gall-bladder  or 
stomach,  and  by  the  nodules  felt  in  the  liver  substance. 

Prognosis. — The  prognosis  as  to  cure  is  hopeless.    As  to  duration  of  life, 
it  varies  from  one  to  ten  years.    Death  comes  from  some  terminal  infection,! 
from  a  hemorrhage  into  the  bowel  or  stomach,  or  from  an  ever-increasinj 
feebleness.    At  times  coma  develops. 

Treatment. — There  is  no  treatment  for  the  disease  itself.    The  digestion* 
should  be  kept  in  good  order  by  the  line  of  treatment  outUned  for  thus 
function  under  Atrophic  Cirrhosis. 

Syphilitic  Cirrhosis. — Syphilis  may  produce,  in  its  inherited  form  or  ter- 
tiary stage,  a  remarkable  degree  of  cirrhotic  change  in  the  liver.    The  over*! 
growth  of  connective  tissue  in  this  type  projects  itself  everywhere  betwi 
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the  lobules  and  between  their  cells,  or  forms  large  bands  which,  as  they  con- 
tract, produce  extraordinary  irregularities  in  its  surface,  so  that  the  organ 
appears  to  be  as  well  covered  with  knobs  as  a  tuberous  root  is  covered  by 
projections,  a  polylobed  organ.     (See  SyphUis.) 

Because  of  the  frequency  of  S3rphilis,  this  form  of  cirrhosis  is  not  very  rare. 
The  importance  of  recognizing  it  lies  in  the  fact  that  while  we  cannot  cure 
the  state  already  developed,  by  active  antisyphilitic  treatment  we  may  be  able 
to  arrest  or  delay  its  progress,  and  in  this  sense  the  prognosis  is  better  than  ^ 
in  the  non-syphilitic  type.  In  some  cases,  however,  this  peculiar  nodular 
formation  does  not  occur,  and  the  course  of  the  disease  may  be  identical 
with  ordinary  atrophic  cirrhosis.  Sometimes  tumors  due  to  the  formation 
of  gununata  can  be  felt-  The  symptoms  differ  in  no  way  from  those  of 
ordinary  cirrhosis,  except  when  gummata  are  present. 

Treatment. — ^The  treatment  of  syphilitic  cirrhosis,  while  it  presents  greater 
opportunities  than  are  ofiFered  by  therapeutic  measures  in  ordinary  cirrhosis, 
cannot  be  expected  to  produce  very  remarkable  alterations  in  the  liver. 
Wonderful  as  are  the  effects  of  the  iodides  and  mercury  in  the  treatment 
of  syphilis,  they  cannot  regenerate  tissues  which  have  been  destroyed,  and 
the  most  that  we  can  expect  from  them  is  that  they  will  do  something  to 
arrest  the  progress  of  the  disease,  and,  perhaps,  cause  a  removal  of  some  of 
the  cells  which  have  been  proliferated,  but  which  have  not  as  yet  become 
organized  tissue.  In  those  cases  in  which  there  are  any  evidences  of  active 
syphilis,  it  is  hardly  necessary  to  state  that  the  specific  treatment  should  be 
carried  out  most  thoroughly.     (See  Syphilis.) 


PEBIHEPATITIS  (OAFSULAR  CIRRHOSIS). 

Inflammation  of  the  capsule  of  the  liver  and  of  the  tissues  immediately 
beneath  it,  when  it  occurs  in  a  chronic  form,  may  be  associated  with  chronic 
peritonitis  and  with  hepatic  cirrhosis.  More  rarely  it  develops  as  a  result 
of  chronic  pleurisy  on  the  right  side.  The  thickening  which  ensues  may, 
by  its  contraction,  result  in  deformity  of  the  surface  of  the  liver.  This 
effect  is  increased  by  the  fact  that  abnormal  projections  of  connective  tissue 
dip  downward  from  the  capsule  into  the  liver  substance  and  divide  it  into 
masses  of  parenchyma,  which  undergo  atrophy  from  pressure.  The  condi- 
tion is,  therefore,  in  some  cases,  at  least,  not  very  different  from  that  met 
with  in  ordinary  atrophic  syphilitic  cirrhosis. 

The  condition  is  very  rare  and  is  thought  by  Hale  White  to  be  due  to, 
or  a  sequence  of,  contracted  kidney.  Unlike  most  instances  of  chronic 
contracted  kidney,  the  patient  often  has  marked  ascites  because  of  the 
state  of  the  liver.  As  already  stated,  it  sometimes  happens  that  the 
capsule  of  the  liver  is  secondarily  involved  in  cases  of  chronic  peritonitis, 
particularly  in  cases  of  adherent  pericardium  and  chronic  infiammatory 
changes  in  the  mediastinum.    (See  Adherent  Pericardium  and  Mediastinitis.) 
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AFFECTIONS  OF  THE  HEPATIC  BLOODVESSELS. 

These  consist,  aside  from  those  already  considered  when  discussing  the 
subject  of  cirrhosis,  in  three  chief  changes. 

flyperorrnia  occurs  physiologically  whenever  the  liver  is  actively  engagei^H 
in  disposing  of  foodstuffs.     Pathologically,  it  probably  takes  place  whe^H 
an  extra  amount  of  stimulating  food  and  irritant  drink  are  taken.     Neither 
condition  is  capable  of  being  diagnosticated. 

A  much  more  important  state  is  the  congestion  diie  to  cardiac  disease,  or 
to  other  causes  whicli  retard  the  egress  of  blood  from  the  gland.  We  find, 
therefore,  that  all  the  causes  which  tend  to  result  in  interference  with  the  free 
flow  of  bloo<l  ill  thr  inferior  vena  cava  alwjve  the  liver  may  cause  hepatic  coQj^l 
gestion.  Disease  at  the  tricuspid  orifice  of  the  hearty  pulmonarj'  emphysemap^ 
fibroid  lung,  broncljiectasis,  and  valvular  disease  of  the  left  side  of  the  heart, 
witli  seconiiary  obstruction  in  the  right  side,  all  produce  it. 

The  congestion  is,  of  course,  due  not  to  an  increase  of  blood  in  the 
|>orta!  vein  but  in  the  hepatic  veins.  As  a  rcsnlt  of  this,  the  centre  of 
each  lobule  is  congeste<l,  and  its  periphery  contains  relatively  less  blood. 
Frequently  the  cells  in  the  areas  of  greatest  congestion  are  pigoiented.  As 
a  result  of  this,  the  homogeneous  hue  of  the  normal  liver  is  altered,  and  it 
presents  what  is  calleii  a  "nutmeg"  appearance,  particularly  if  the  cells  at 
the  periphery  l>ecome  still  paler  from  fatty  changes.  In  some  cases,  however. 
nothing  more  ttian  the  appearance  of  intense  congestion  is  present.  When 
the  continueil  pressure  by  the  excess  blood  causes  atmphy  of  hepatic  cells, 
the  condition  is  known  as  "red  atrophy"  of  Hver. 

During  life  the  congested  liver  is  usually  much  larger  than  normal,  ani 
may  attain  enormous  dimensions,  but  not  rarely,  when  the  congestion  has 
lasted  for  a  long  time,  it  grows  smaller  than  it  is  in  health,  and  its  surface 
may  be  roughened,  so  that  it  may  somewhat  resemble  the  roughened  sur-, 
face  seen    in    early  stages  of  atrophic  cirrhosis.      In   fact  the  connectiv^H 
tissue  is  usually  increased.  ^H 

A  third  vascular  change  is  thrombosis  of  Ike  portal  vein.  The  formation 
of  this  thrombus  may  be  due  to  pressure  on  the  vein  produced  by  a  tumorJ 
by  gallstones,  by  traumatism,  and  in  some  instances  it  may  arise  froo 
septic  infection.  ^Yhen  tiie  thrombus  forms  from  pressure,  and  is  not  infe 
tious,  \i  may  become  organizeil  an<l  gradually  close  the  vessel  permanently? 
This  does  not  necessarily  work  much  havoc  in  the  liver,  because  the 
nutrition  of  this  organ  is  carrie<i  out  by  the  branches  of  the  hepatiqH 
artery,  which  speedily  enter  into  anastomosis  with  the  neighboring  vesseWH 
While  the  liver  itself  may  not  suffer  very  greatly,  the  abdominal  circula- 
tion is  usually  much  disturbed  by  obstruction  of  the  portal  vein,  and  the 
spleen,  the  kidneys,  and  the  veins  of  the  entire  abdominal  network  become 
engorged,  so  that  ascites  usually  occurs  and  hsematemesis  or  bloody  stooI( 
may  be  produced. 

If  the  thrombus  is  infectious  {suppurative  pylephlebitis),  the  pathologici 
and  clinical  picture  is  quite  different,  for  in  this  case  the  clot  does  not  act  i 
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a  mechanical  obstruction  alone,  but  as  a  source  of  septic  disease.  Necrosis 
and  suppuration  take  place  in  the  wall  of  the  infected  vessel  and  In  the 
hepatic  tissues  around  it.  The  thrombus  may  break  down  and  minute 
pieces  of  the  infected  mass  pass  into  smaller  divisions  of  the  portal  vein,  and 
so  spread  the  disease  until  multiple  abscess  of  the  liver  develops. 

The  sources  from  which  such  septic  infections  arise  are  found  in  ulcer  of 
the  stomach  and  bowels,  appendicitis  an<l  suppuration  of  the  lympli  nodes 
in  the  mesentery.    Another  origiu  is  suppurative  au|T;iocholitis.    (See  Abscess 
of  the  Liver.)     In  infants  infection  may  take  place  by  way  of  the  umbilicus. 
Symptoms. — The  symptoms  of  cangestcil  liver  consist  in  linding  its  lower 
margin  below  the  ribs  to  an  abnormal  degree  and  di.ytifict  tenderness  on 
pressure,  particularly  in  the  epigastrium.     Pain  in  this  region  is  often  com- 
plained of  by  the  patient  even  when  he  is  at  rest.     If  tricuspid  regurgitation 
is  present^  tlie  liver  may  have  s}jHioUe  expansile  jnilmtion,  which  must  not 
be  confoundeil  with  movement   of    the    liver   due    to   direct   transmission 
of  the  impulse  of  the  apex  beat  of  the  heart.    In  some  cases  distinct  evi- 
dences of  gastrointestinal  catarrh  develop,  and  the  congestion  of  the  gastric 
"vessels  may  l>e  so  great  as  to  cause  rupture  and  kcrrnatemesis,     Asr.ifes  due 
±0  the  interference  with  the  venous  return  in  the  lower  parts  of  the  hotly,  and 
oedema  of  the  legs  from  the  same  cause  may  be  present. 

Treatment. — The  treatment  consists  in  unloading  the  gastroduodenal  and 
liepatic  glands  and  bloodvessels  by  a  full  dose  of  blue  mass  (10  grains), 
followed,  if  need  be,  by  a  saline  purge.  This  is  to  be  followed  by  the  use 
CDf  digitalis  to  support  the  heart,  and,  if  the  arterial  tension  is  high,  by  the 
.administration  of  nitroglycerin,  to  lower  the  arterial  pressure  and  so  relieve 
"the  heart  of  work.    (See  Valvular  Disease  of  the  Heart.) 


AMYLOID  LIVER. 

Amyloid  disease  of  the  liver  occurs  as  the  result  of  severe  and  prolonged 

suppurative  changes  in  other  parts  of  the  body,  as  in  chronic  bone  disease, 

in  pulmonary  tuberculosis,  and  in  syphilis,  particularly  if  the  latter  disease 

has  caused  suppuration  over  a  long  period  of  time.    The  liver  is  usually  very 

large  and  may  be  easily  felt  far  below  ihe  ribs,  presenting  a  smooth  surface. 

Occasionally  an  amyloid  liver  is  small.    When  it  is  cut  across  it  is  found  to 

be  hard  and  iufiltrated  by  amyloi*!  material,  which  stains  a  mahogany  hue 

when  it  is  touched  with  a  watery  solution  of  iodine. 

Symptoms. — The  symptoms  are  not  typical.  Indeed,  it  may  be  said  that 
the  changes  in  the  liver  pro<luce  no  manifestations  that  call  attention  to 
hepatic  disease,  for  there  is  no  jaundice  and  no  pain,  neither  is  there  any 
ascites.  The  presence  of  enlargement  of  the  liver,  with  a  smooth  surface  of 
the  gland,  and  the  presence  of  a  suppurative  focus,  combined  with  an  absence 
of  any  of  the  signs  of  hypertrophic  cirrhosis  and  morbid  growth,  make  the 
diagnosis  easy. 

li'eatment. — There  is  no  treatment  for  amyloid  liver,  except  the  removal, 
if  possible,  of  the  suppurating  area,  which  is  the  underlying  cause  of  the  dis- 
ease, and  in  the  maintenance  of  as  gieat  a  degree  of  health  as  possible  by  the 
use  of  fresh  air,  sunshine,  iron,  arsenic,  and  good  food. 
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PATTY  LIVER. 

Fatty  liver,  like  fatty  heart,  occurs  in  two  forms,  namely,  as  a  true  fatty 
degeneration  of  the  hepatic  cells  and  as  an  infiltration  of  fat  into  llie 
cells.  The  true  fatty  degeneration  without  cirrhosis  is  rarely  met  with, 
except  as  a  result  of  the  ingestion  of  some  poison,  such  as  phosphorus,  anti- 
mony, io<loform,  sulphate  of  copper,  and  carbolic  add.  A  similar  change  is 
present  in  acute  yellow  atrophy  of  the  h'vcr. 

In  uncomplicateci  fatty  inHltration  the  liver  is  enlarged  and  smooth.    On 
autopsy  it  is  pale  and  yellow  and  renders  the  incising  knife  greasy.    Its. 
specific  gravity  is  so  low  that  the  organ  may  almost  float  in  water.    Nc 
distinctive  hepatic  symptoms  are  present. 

Often  fatty  infiltration  is  part  of  general  obesity,  and  the  large  deposit  of 
fat  in  the  abdominal  wall  and  in  the  tissues  near  the  liver  make  a  diagnosis 
diflBcuU. 

Large,  fatty,  cirrhotic  livers  have  been  recorded,  and  fatty  liver  accoin 
panying  alcohoUsm,  severe  anuiraia.and  cachexia,  as  in  tuberculosis,  als 
occurs.    In  such  case^  the  change  is  thought  to  be  due  to  faulty  oxidation 


TUMORS  OF  THE  LIVER. 


The  most  important  morbid  growth  in  the  liver  is  corcinoma. 
rarely  primary. 

Secondary  carcinoma  is  quite  common  and  is  nearly  always  due  to  nieta 
tasis  from  the  alimentary  viscera,  as  from  carcinoma  of  the  gall-bladder, 
of  the  stomach,  of  the  pancreas,  or  of  the  intestines.     In  rare  instances  the 
metastasis  is  from  more  distant  organs,  as  the  uterus  or  mammary  glund. 

Carcinoma  of   the  liver   rarely  occurs  as   a  solitary  nodule.     Usually^^ 
it  is  in  the  form  of  multiple  growths,  which  vary  in  size  from  a  small  seedj^f 
to   an    orange.      When  these  growtlis    are  immediately  subcapsular   they^^ 
appear  as  large  protuberances  on  the  surface  of  the  organ,  which  may  be  felt 
as  nodules  through  the  belly  wall,  or  they  lie  buried  in  the  tissue  of  the 
liver  and  present  a  disk-like  surface  upon  the  level  of  the  capsule,  so  tluit^_ 
they  may  be  felt  in  thin  persons  as  a  slightly  flattened  or  umbilicated  elevor^H 
tion.    The  nodules  are  sometimes  very  hard,  at  other  times  quite  soft,  and 
in  the  centre  softening  may  take  place,  so  that  an  apparent  cyst  is  formed 

(Fig.  91).  m 

The  hver  is  sometimes  enormously  enlarged  and  may  extend  far  below  the^^ 
navel,  thereby  causing  great  distention  of  the  belly.    A  very  rare  form  of 
hepatic  cancer  is  that  in  which  the  Uver  diminishes  in  size  with  the  develop 
ment  of  the  growth. 

Sarcoma  of  the  liver  is  rarely  encountered. 

Cavemoita  aiigwuuiia  have  been  described,  and  cysts,  single  and  large,  i 
multiple  and  small,  have  been  found  in  this  organ.  The  latter  are  congenital, 
the  so-called  "cystic  disease  of  the  liver."     (See  also  Hydatid  Discaae.) 


Symptoms. — The  evidences  of  tumor  of  the  liver  may  be  so  easily  observed 
in  many  cases  that  there  is  no  difficulty  in  making  a  diagnosis,  particularly 
if  emaciation,  antemia.  and  profound  cachexia  are  present.  In  other  cases 
the  fact  that  the  patient  is  still  well  nourishe*^!,  and  the  growths  deeply 
situated,  may  render  it  impossible  to  discover  the  existence  of  a  mass  by 
palpation.  In  some  instances  there  is  present  nothing  more  than  a  vague 
sense  of  distress  in  the  hypochondrium,  with  loss  of  weight  and  strength. 
In  still  others,  if  the  gall-ducts  are  obstructed,  jaundice  may  come  on,  and  if 
the  pancreas  is  involved,  fatty  stools  may  l^  present,  or  glycosuria  is  found. 
Pain  may  1^  severe,  but  usually  it  is  not.  At  times  the  veins  of  the  leg 
on  the  right  siile  may  be  obstructerl  by  a  thrombus,  or  a  phlebitis  may  be 
present.    Moderate  fever  may  occur. 


no.  01 


(4v«r.  Meoodftry  careioouia. 


Even  the  unallcr  nodule*  show  more  or  lew  umbiUcAtion,  which  u 
m&rked  ia  the  lArger  mas«eti. 


Dlagnosia. — The  diagnosis  requires  that  we  exclude  hypertrophic  cirrhosis, 
vLich  can  be  done  by  the  more  rapid  development  of  the  enlargement  of  the 
liver  in  carcinoma,  and  by  the  presence  of  cancerous  cachexia.  From 
echinococcus  cyst  it  must  be  separated,  by  the  fact  that  the  cyst  usually 
fluctuates,  or,  at  least,  is  not  so  hard  as  is  nodular  cancer.  From  gumma 
of  the  liver  other  tumors  can  be  difTerentiated  only  by  the  history  of  the 
patient  and  the  response  to  antisyphiUtic  trfutrnent. 

Prognosis. — When  the  growth  is  malignant,  the  outlook  is,  of  course,  hope- 
less as  to  recovery. 

Treatment. — If  the  growth  is  a  gumma,  antisyphilitic  treatment  is  of  great 
value-    (See  Syphilis,)    If  it  is  a  cyst  or  non-malignant,  surgical  interference 
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is  a  possible  source  of  relief.     If  it  is  malignant,  no  efficient  treatment 
except  the  relief  of  pain  can  be  instituted. 


ACUTE  YELLOW  ATROPHT  OF  THE  LIVER. 


Definition. — Acute  yellow  atrophy  of  the  liver  is  a  condition  characten: 
by  marked  fatty  degeneration  of  the  organ  and  violent  headache  and^^ 
delirium.    It  is  a  very  rare  disease.  ^M 

Etiology. — The  causes  of  acute  yellow  atrophy  are  unknown,  but  it  occurs 
more  frequently  in  women  than  in  men,  and  has  been  associated  in  many 
instances  with  the  puerperal  state.  A  micrococcus  has  been  found  in  the 
liver  in  some  cases,  but  the  suspected  bacterial  origin  of  the  disease  has  not 
been  proved.  Some  pathologists  regard  it  as  a  local  state  representing  a 
general  infectioti,  and  others  as  a  tlistinctly  local  disease,  but  its  tojdc  nature 
is  generally  admitted. 

Pathology  and  Morbid  Anatomy. — The  changes  which  take  place  in  the 
liver  are  a  rapid  decrease  iu  its  size  due  to  necrosis,  fatty  degeneration,  and 
cellular  fragmentation.  So  rapid  may  he  the  process  that  after  three  or  four 
days  the  organ  is  not  one-half  its  normal  size.  The  gland  is  soft  and  its  cap- 
sule shrivelled,  as  if  it  were  too  large  for  the  organ.  If  an  incision  is  made 
into  the  viscus  the  lobules  will  be  fouml  almost  destroyetl,  and  the  cut  surfao^H 
is  mottled,  softened,  and  gray,  re<I,or  yellow,  according  to  the  stage  of  th^™ 
disease.  In  the  gray  areas  the  forms  of  the  hepatic  cells  are  recognizable, 
and  their  protoplasm  is  granular  in  appearance.  In  the  yellow  areas  the 
cells  are  more  or  less  filled  with  fatty  globules  and  yellow  pigment,  and  in 
the  red  areas  the  cell  outline  may  l>e  lost,  and  only  cell  debrief  or  the  remains 
of  brokennlown  cells,  may  be  found.  The  spleen  is  usually  enlargetl,  the 
kidneys  are  the  seat  of  parenchymatous  degeneration,  and  the  heart  muscle 
is  also  degenerated.  Hemorrhagic  extravasations  may  occur,  not  only  in 
the  liver,  but  in  the  stomach,  bowels,  bladder,  and  kidneys  as  well.  Wh 
death  has  been  long  delayed,  evidences  of  universal  tissue  degeneration  mw 
be  found. 

If  the  urine  is  examined,  it  will  he  found  loaded  with  bile  and  an  excessi 
quantity  of  leiiciti  and  tyrosin,  or,  perhaps,  only  one  of  these  produc 
I^ucin  appears  in  round  disks,  and  the  tvTosin  in  needle-shaped  crystals? 
which  are  usually  bunched  together. 

Symptoms. — The  symptoms  of  this  malady  are  jaundice,  severe  headache^ 
vomiiingy  and  finally  delirium^  fibrillary  mwtetilar  tremors,  co?imihion^t  and. 
death.    As  a  rule,  there  is  little  or  no  fever,  but  cases  with  high  temperatu; 
have  been  recorded.     Petechial  .tjxds  and  large  hemorrluigejt  may  devclo] 
beneath  the  skin. 

DiagnosiB. — The  development  of  what  might  be  ralle<l  fulminating  jaun- 
dice in  a  woman  rluriag  the  puerperium  shouhl  awaken  a  suspicion  of  tl 
disease  at  once,  but  such  an  onset  <loes  not  necessarily  prove  the  presence 
acute  yellow  atrophy,  unle.ss  there  is  marked  decrease  in  the  size  of  the  liv 
and  leucin  and  tyrosin  are  present  in  the  urine.  Even  these  adtlitional  sigi 
are  not  pathognomonic.    Particular  care  must  be  taken  that  the  coma 
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h}']iertrophic  cirrhosis  is  not  taken  for  acute  yellow  atrophy  of  the  liver,  for 
sometimes  hypertrophic  cirrhosis  l>cHes  its  name,  in  that  the  Hver  is  not 
g;reatly  enlarged,  and  acute  yellow  atrophy  may  occur  without  the  liver  being 
greatly  decreased  in  size. 

Pro^osis. — Death  nearly  always  occurs.  A  few  cases  are  said  to  have 
recovered. 

TteAtment. — Beyond  the  use  of  raild  purgatives,  diuretics,  and  stimulants 
there  is  no  treatment  for  this  malady. 


DISEASES  OF  THE  BILIARY  TRACT. 


I 


1.  Acute  Catarrh  of  the  Bile-ducts,  or  Acute  Oholangitis.— As  its  name 

indicates,  thi.s  i.s  a  condition  in  wliich  the  mucous  nH-inhrarie  lining  the  gall- 
ducts  becomes  iiiflame<i  and  swollen,  and  its  secretion  thick  and  tenacious. 
These  two  conditions  pro^luce  partial  or  comjUete  occlusion  of  the  ducts, 
which  in  turn  results  in  biliary  stasis  and  jaundice.  In  the  liver  itself 
marke<l  pigmentation  also  (xrurs,  because  of  the  accumulation  of  pigment 
granules  in  its  cells.  Wlien  the  inflammatory  process  affects  the  gall- 
bladder, it  is  called  catarrhal  cholecystitis.  Acute  catarrh  of  the  bile-ducts 
is  the  cause  of  most  attacks  of  jaundice  which  last  for  a  few  days. 

Etiology. — This  condition  nearly  always  arises  from  a  primary  catarrh 
of  the  duodenum,  which  extends  to  the  common  bile-iluct.  It  may  follow 
exposure  to  cold,  particularly  if  the  exposure  follo%vs  heavy  eating  and  driuk- 
iug.  It  usually  accompanies  the  presence  of  gallstones  if  they  arise  in 
or  enter  the  common  or  hepatic  duct.  It  also  is  a  result  of  infection  in 
many  cases,  as  in  influenza,  or  more  rarely  in  pneumonia.  Still  more 
rarely  jaundice  occurs  after  a  severe  fright  or  a  paroxysm  of  intense  anger. 
Any  cause  which  interferes  with  the  circulation  in  the  liver  and  duodenum 
may  also  indirectly  produce  this  state,  as,  for  example,  mitral  stenosis. 

In  nearly  all  cases  the  inflammation  does  not  extend  beyond  the  lower  part 
of  the  larger  ducts. 

Symptoma. — The  symptoms  vary  very  greatly.  In  some  persons  a  well- 
marked  jaundit^  develops,  with  such  slight  general  symptoms  that  the  patient 
does  not  know  he  is  ill  until  he  sees  Ins  reflection  in  a  gla.ss  or  a  friend 
remarks  upon  his  yvlhyw  hue.  In  other  cases  the  patient  may  feel  and  seem 
wretchedly  ill,  probably  because  he  has  in  the  intestine  certain  substances 
which,  in  the  absence  of  bile,  develop  toxic  materials  which  the  torpid  liver 
does  not  destroy.  Headache  is  often  marked,  and  profound  weakness  may 
l>e  felt.  The  stooLs  are  pttttij  color  because  of  lack  of  bile,  and  the  urine  is 
the  hue  of  porter,  because  of  the  presence  of  this  secretion  in  excess.  The 
color  of  the  skin  varies  from  a  faint  lemon  to  a  much  deeper  hue,  but  the 
deep  olive-green  jaundice  of  chronic  hepatic  disease  is  not  met  with.    The 
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pulse  and  respiration  are  remarkably  slaw,  owing  to  the  pathological  action 
of  the  retained  biliary  salts.  The  temperature  may  be  subnormal,  but  if  the 
condition  is  due  to  an  acute  infection  it  may  reach  102**  or.  more.  The 
liver  on  palpation  and  percussion  is  usually  found  to  be  moderately  enlarged, 
about  two  to  three  fingers*  breadth  below  the  ribs,  and  it  is  often  tender  on 
pressure. 

Catarrhal  jaundice  usually  lasts  from  a  few  days  to  several  weeks.    Aftes^| 
the  patient  has  been  ill  for  some  days  he  usually  loae^  weight  very  rapidly.^H 
There  is  no  niild»  brief  acute  illness  which  causes  a  greater  loss  of  weight  in 
a  few  days  than  this  affection. 

Diagnosis. — Tiic  development  of  jaundice  in  persons  under  forty  without 
any  signs  of  grave  <lisease  renders  a  diagnosis  of  acute  catarrh  of  the  bile- 
ducts  probable.  In  older  persons,  particularly  if  the  jaundice  develops 
gradually,  the  possibility  of  malignant  growth  l>eing  present  must  be  excluded. 
In  other  cases  when  jaundice  comes  on  suddenly,  the  cause  may  be  gall- 
stone, and  in  such  instances  a  history  of  colic  may  be  given.  If  distinct 
enlargement  of  the  gall-bladder  is  present,  the  probability  of  carcinoma  is 
great.     (See  Tumors  of  the  Gall-bladder.) 

Progiio8iB. — In  cases  of  acute  catarrh  of  the  simple  form  the  prognosis  is 
always  gootl. 

Treatment. — In  acute  catarrh  of  the  bilenducts  the  treatment  consists  in 
placing  the  patient  in  bed,  and  in  the  application  of  hot  compresses  over  th4^| 
liver,  renewing  the  compresses  as  rapidly  as  they  become  cooled.    In  some^" 
instances  it  is  advantageous  to  wet  the  compresses  with  hot  water  which 
contains  a  drachm  of  dilute  nitromuriatic  acid  to  the  pint;  or,  in  other  cases, 
for  the  purpose  of  producing  couuterirritation,  a  turpentine  stupe  may  bc^ 
employed. 

The  kidneys  should  be  kept  acting  freely  by  the  administration  of  la 
quantities  of  Vichy  water,  or  in  other  instances  Poland  water,  if  Vichy  wai 
is  not  to  be  had.     In  some  instances,  if  the  kidneys  are  inactive,  it   is 
advantageous  to  add  to  the  water  5  grains  of  bicarbonate  of  potash  iUj 
each  glass. 

If  the  bowels  arc  at  all  confined,  as  they  are  prone  to  be,  they  are  Ijcst  move 
by  one  of  the  saline  purgatives,  of  which  sodium  phosphate  is  usually  con- 
sidered most  aflvantageous.    This  may  be  given  in  quantities  varying  from 
20  grains  to  a  drachm  in  half  a  glass  of  hot  water  every  two  hours  until  the^^ 
bowels  are  thoroughly  moved.  ^M 

The  administration  of  calomel  in  the  early  stages  of  catarrhal  jaundice      i 
is  not  rational.     The  object  of  the  physician  is  to  re-establish  biliary  flow, 
and  the  difficulty  which  exists  is  that  the  liver  is  unable  to  get  rid  of  the  bile 
which  it  secretes.    To  stimulate  this  gland  to  a  greater  secretion  of  bile  by 
calomel,  when  its  ducts  are  blocked,  is  manifestly  not  gooil  therapeutics. 

After  the  acute  stages  of  jaundice  have  passed  by,  it  is  often  advantageous 
to  give  broken  doses  of  calomel,  in  order  to  overcome  the  natural  inactivity 
of  the  liver  after  acute  inflammation  in  its  bile-ducts,  and  these  shouKl  be 
followed  by  the  doses  of  phosphate  of  sodium,  already  named. 

Patients  with  jaundice  frequently  insist  upon  getting  up  and  going  about. 
This  is  not  a  safe  thing  for  them  to  do,  as  it  is  entirely  possible  for  tbem, 
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the  cause  be  gallstones,  to  convert  an  attack  of  acute  catarrhal  jaundice 
into  one  of  acute  cholecystitis. 

In  regard  to  diet,  the  patient  had  better  subsist  upon  nutritious  broths, 
thickened  it  may  be  with  barley  or  rice,  partly  digested  with  pancreatin, 
and  well  flavored  with  salt.  Milk  is  usually  not  well  digested  by  patients 
suffering  from  this  condition,  particularly  if  it  contains  any  considerable 
quantity  of  cream.  All  fatty  articles  of  food  should  be  avoided,  as  the 
emulsification  of  fats  in  the  intestines  in  the  absence  of  bile  is  imperfectly 
carried  out. 

2.  Ghronic  Catairh  of  the  Bile-ducts.— This  state  rarely  arises  as  a 
sequence  of  the  acute  type  just  described.  More  commonly  it  is  due  to 
obstruction  of  the  common  duct  caused  by  the  presence  of  gallstones, 
growths,  or  stricture.  Two  results  ensue  from  such  a  state,  depending 
upon  the  degree  of  obstruction.  When  the  duct  is  totally  blocked,  we  find 
on  opening  it  that  it  is  not  filled  with  bile,  but  with  clear  or  slightly  tinged 
mucus  which  is  devoid  of  bile,  and  that  the  mucous  membrane  is  not 
much  affected,  for  it  remains  smooth.  Such  patients  present  marked  and 
persistent  jaundice,  the  skin  often  being  olive-green  in  hue.  When  the 
duct  is  not  quite  occluded,  the  retained  mucus  is  bile-stained;  it  is  cloudy, 
not  clear,  and  it  may  contain  micro-organisms  from  the  bowel.  Because  of 
the  infection  of  this  mucus  from  the  bowel  marked  fever  may  be  present, 
characterized  by  sharp  intermittency,  and  associated  with  fever  and  sweais, 
just  like  those  met  with  in  the  suppurative  type  about  to  be  described. 

Treatment. — Chronic  catarrh  of  the  bile-ducts  cannot  be  materially  modi- 
fied by  medicinal  measures.  Prolonged  counterirritation  in  the  form  of 
tincture  of  iodine  over  the  liver  may  be  tried,  but  it  must  be  continued  for 
long  periods  of  time  before  any  possible  influence  can  be  expected  from  it. 
Jf  constipation  exists,  the  bowels  should  be  relieved,  preferably  by  saline 
purgatives,  of  which  the  phosphate  of  sodium,  Hunyadi  water,  or  some 
similar  mild  purgative,  are  considered  the  best. 

The  diet  should  be  composed  of  easily  digested  meats  and  easily  digested 
starches,  the  digestion  of  which  should  be  aided  by  the  use  of  pancreatin  and 
taka-diastase.  Milk  and  fatty  foods  are  usually  not  well  digested  by  such 
patients,  and  are  prone  to  cause  fermentation  and  distention  of  the  bowels 
by  gas.  The  best  treatment  for  these  patients  is  operative  interference, 
for  the  presence  of  fever  indicates  infection  and  hints  at  the  existence 
of  pus. 

3.  Sappnrative  Inflaznmation  of  the  Bile-ducts.— When  infection  of 
the  mucous  membrane  results  from  the  growth  of  the  Bacillits  coli  covtv- 
munis,  or  more  rarely  the  Streptococcus  pyogenes  or  other  pyogenic  organ- 
isms, suppuration  occurs.  It  is  sometimes  called  "  suppuratiye  cholangitis." 
The  solution  of  continuity  in  the  mucous  membrane  which  permits  infec- 
tion may  be  due  to  gallstones.  In  some  cases  typhoid  fever,  cholera, 
typhus  fever,  or  pyiemia  may  be  the  cause. 

This  form  of  inflammation  extends  much  farther  into  the  smaller  biliary 
passages  than  the  acute  catarrhal  form,  and  by  this  means  the  liver  may  be- 
come generally  infected,  the  ducts  containing  pus  and  the  gall-bladder  also 
being  filled  with  the  same  material.     In  some  cases  the  suppurating  ducts 
43 
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may  cause  small  abscesses  in  the  liver  substance  outside  their  walls,  and  thest 
again  may  grow  large  enough  to  communicate,  and  so  aljscesses  of  consider- 
able size  develop.  WTicn  the  process  is  severe  the  ducts  may  l)e  perforated, 
and  the  pus  and  bile  escape  into  the  peritoneal  canty,  causing  peritonitis, 
or  fistulous  tracts  may  communicate  with  the  bowel  or  the  exterior  of  the 
body. 

Symptoms. — ^The  symptoms  are  usually  so  sliarpltf  developed  that  there  is 
little  difficulty  in  deciding  that  pus  is  present  in  the  liver.  The  fever  ranges 
from  high  to  low,  as  in  sepsis;  the  Infer  is  enlarged  and  very  irnder;  the  gall- 
bladder may  be  palpable,  and  jaundice  is  also  well  marked  in  some  casi'S, 
but  slight  in  others.  The  presence  of  pus  in  so  vascular  and  important  an 
oi^an  causes  proftufe  sweats  and  rapid  loss  of  flesh,  but  pain  is  usually  not 
severe. 

Diagnosis. — Suppurative  cholangitis  must  be  differentiated  from  abscess 
of  the  liver,  and,  more  important  than  all,  from  severe  catarrhal  cholan^tis 
without  the  formation  of  pus. 

In  hepatic  abscess  there  will  be  found,  on  careful  examination  of  the 
patient's  history,  tliat  at  some  time  in  the  near  or  remote  past  tliere  has  l^een 
an  attack  of  dy-sentery  or  of  an  infection  in  some  part  of  the  IxmJv  from 
which  pyogenic  micro-organisms  have  been  carried  to  the  liver.  Very 
rarely  there  may  l>e  a  history  of  trauma.  While  such  a  liistory  may  be 
found  in  a  case  of  suppurative  cholangitis  it  is  much  more  indicative  of 
abticess.  A  history  of  gallstone  colic  is  indicative  of  cholangitis,  and  it  must 
be  recalletl  that  only  moderate  attacks  of  pain  in  the  hepatic  or  gastric  region 
may  be  present  in  cases  of  gallstones.  In  other  words,  every  person  that 
has  passed  a  gallstone  does  not  give  a  history  of  severe  colic.  Finally,  the 
presence  of  jaundice  is  a  sign  of  cholangitis,  for  this  symptom  is  usually 
absent  in  abscess.  In  both  cases  the  liver  is  enlarged  and  there  is  a  distinct 
leukocytosis. 

From  severe  catarrhal  cholangitis  suppurative  cholangitis  is  sejmrated 
by  the  facts  that  in  the  former  state  the  leukocytosis  is  not  so  marked  as  in 
the  suppurative  type,  there  are  no  marked  chills,  sharp  fevers,  or  sweats, 
nor  is  there  so  much  tenderness  and  enlargement  of  the  liver. 

Treatment. — There  is  no  medicinal  treatment  for  tliis  condition.  The 
same  mle  holds  good  in  regard  to  pus  here  as  for  pus  elsewhere;  whenever  it 
is  present,  the  safety  of  the  patient  demands  that  it  should  be  given  an  exit* 
but  if  the  suppurative  process  is  diffuse  this,  of  course,  cannot  be  done. 

4.  Occlusion  and  Oonstrictions  of  the  Bile-ducts. — Occlusion  of  the 
bile-ducts  sometimes  takes  place  by  the  entrance  of  an  intestinal  worm,  by 
the  impaction  of  a  gallstone,  or  by  the  pressure  produced  by  an  aneurysm,  a 
carcinoma,  or  other  growth,  such  as  enlargement  of  the  lymph  nodes, 
enlargements  or  tumors  of  the  head  of  the  pancreas,  inflammation  and 
fibroid  changes  around  the  ducts,  and  twisting  or  angulation,  caused  by 
hepatoptosis  or  other  changes  in  the  visceral  relations.  If  the  cystic  duct 
is  obstructed  the  gall-bladder  is  greatly  enlarged,  but  no  jaundice  is  present, 
but  if  the  common  or  biliary  ducts  are  closed,  intense  jaundice  is  developed. 
(Sce  Tumors  of  the  Gall-bladder.) 

Congenital  occlusion  of  the  ducts  sometimes  is  met  with.    When  it  is  cono- 
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picte  death  occurs  within  a  few  weeks  after  birth.     Hemorrhages  from  the 
navel  and  otl^er  parts  of  the  l>ody  are  usually  present  in  these  cases. 

Symptoms. — The  symptoms  are  those  met  witli  in  clironic  catarrh  of  the 
bile-ducts  and  vary  as  these  vary  with  the  degree  of  obstruction  and  the 
degree  of  infection.  Cases  occur,  liowever,  in  which  life  is  proIongt*d  for 
long  periods  if  the  ducts  are  not  completely  clo».*d  and  infection  does  not 
take  place.    A  remarkable  instance  of  this  character  has  been  reported  by 

^ Cocking,  of  Sheffield,  in  which  a  woman  was  jaundiced  for  fifty  years  from 
her  third  week  of  life,  yet  was  in  perfect  health  otherwise. 
Treatment. — The  treatment  is  surrical. 


AOUTE  OEOLEOYSTITIS. 
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Definition. — This  is  a  state  in  which  the  gall-bladder  suffers  from  an  acute 
inflamniatory   process,   which   varies   from   catarrh   of   the  mucous  mem- 
brane to  suppuration,  and  even  to  phlegmonous  change  in  the  walls  of  the 
\n"scus.    The  process  may  be  catarrhal  pseudomembranous,  gangrenotis,  or 
Suppurative.    It  may  be  restricted   to  the  Hning  mucosa  and  submucosa, 
or  extend  to  all  the  coats.    When  the  overlying  serosa  is  affected  the  process 
is  called  f>ericIiolecystitis  or  paracholecystitis. 
I        Etiology. — Cholecystitis  arises  from  the  presence  of  gallstones,  which,  by 
injuring  the  gall-bla<lder,  permit  infection  to  occur,  and  hy  the  entrance  of 
f^athogenic  organisms,  which,  by  reason  of  lowered  vitality  of  the  patient, 
<i>r  other  causes,  are  able  to  i)ro(hu'e  niore  or  less  severe  inflammatory  changes 
fc>y  their  presence.    The  time  at  which  the  micro-organism  enters  the  gall- 
fcjjadder  and  that  at  which  it  makes  its  presence  felt  may  be  widely  sepa- 
»"Tited;  for  while  it  is  true  that  bile  is  antiseptic  in  Its  influence  under  certain 
<::?'on<litions,  the  germ  may  remain  alive  but  cpiiescent  for  months  or  even  for 
^'oars,  and  produce  its  effects  only  when  some  illness  or  other  cause  offers 
^m.n  opportunity  for  it  to  develop.    This  period  of  inactivity,  so  far  as  indam- 
^KTiatory  action  is  concerned,  may  be  utilized  in  the  formation  of  gallstones 
^*bout  the  nucleus  formed  by  those  bacilli  which  have  become  agglutinated. 
(Sec  Cholelithiasis.)     The  organisms  found   in   the  gall-bladder  are  very 
"■numerous  as  to  kind.    The  typhoid  bacillus,  the  tubercle  bacillus,  the  Bacil- 
Z^x.9  subtilis,  the  streptococcus,  the   staphyloccjccus,  and  the  colon  bacillus 
laave  all  been  found  here,  although  it  is  probable  that  tfie  latter  does  not 
T^raain  active,  except  for  a  shf)rt  time, 
i  Morbid  Anatomy. — The  gall-bla4l<ler  is  found  to  be  filled  with  dark,  muco- 

^B  purulent  material,  in  which,  if  the  wall  of  the  gall-bladder  is  seriously  involved, 
^m  there  may  be  traces  of  blood.  Occasionally  the  distention  of  the  gall-bladder 
B  is  due  not  only  to  blocking  of  the  cystic  duct  by  a  stone,  hut  the  cana!  is 
'  closed  by  the  intense  inflammatory  process.     Perforation  of  the  gall-blachler 

or  gangrene  of  its  walls  may  develop  if  tlie  intlamniation  is  very  severe,  and 
it  not  rarely  happens  that  adhesions  form  between  it  and  the  nearby  tissues. 
Riedel  states  that  such  adhesions  develop  in  no  leSvS  than  75  per  cent,  of 
cases  of  cholecystitis.  These  adhesions  are  of  importance  because  as  a 
result  of  their  formation  a  gallstone  perforating  the  gall-bladder  may  find 
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its  way  into  adjacent  organs.  (See  below.)  Hiedel  also  states  that  the  arllicv 
sions  depend  us  to  their  location  to  a  lar>:^e  extent  upon  the  position  at  which 
the  stone  exists.  Tluis,  if  it  be  in  the  gall-bladder  the  adhei?ions  are  between 
this  viscus  and  the  colon  or  the  omentum.  If  it  be  in  the  cystic  or  common 
duct  the  adhesion  is  to  the  stomach,  in  the  region  of  the  pylonis.  These 
adhesions  are  also  of  imp.)rtance  because  they  may  cause  pain  or  obstruc- 
tion of  the  pylorus  or  fhio<^iennm. 

Symptoms  and  Diagnosis. — The  symptoms  are  those  of  acute  inflammation 
in  the  hepatic  area,  varying  in  severity  from  a  slight  dUcomjort  and  soraws 
to  violent  and  alarming  pain  and  collapse.  There  is  tenderness,  particularly 
about  the  region  of  the  gaU-bladder,  and  this  speedily  may  amount  to 
exquisite  pain  on  pressure.  The  point  at  which  the  greatest  tenderness  is 
felt  is  where  the  lower  third  of  a  line  drawn  from  the  navel  to  the  ninth 
rib  joins  the  middle  third.  With  these  symptoms  there  is  fever,  often 
ushered  in  by  a  chilL  When  the  development  of  the  condition  is  su<lden, 
as  it  very  frequently  is,  the  patient  may  be  seized  with  nausea  and  vomiling, 
threatened  t'o/inpf,  and  other  symptoms  of  fulminant  abdominal  disease. 

The  pulse  is    rapid:  t\u^  bellij  is  distended  and  its  walls  rigid. 

Diagnosis, — Unless  the  pain  is  so  localized  as  to  aid  materially  in  diagnosis, 
and  unless  the  [)hysician  is  proviiled  with  a  history  of  gallstone  colic,  or  of 
an  inflammation  In  the  gall-bladder  after  one  of  the  acute  fevers,  as  typhoid 
fever,  the  symptoms  may  mislead  him  into  a  diagnosis  of  intestinal  obstruc- 
tion or  acute  appendicitis:  for  paralysis  of  the  bowel  may  be  present,  on 
the  one  hand,  an(l  in  appendicitis  the  pain  is  often  referred  to  the  region 
of  the  epigastrium  or  liver.  In  certain  cas?s  of  appendicitis,  with  a  history 
of  recurrent  attacks  or  of  a  recent  attack,  the  physician  must  also  recall 
the  fact  that  pain  in  the  hypochondriura  may  arise  from  a  septic  focus, 
carried  there  from  the  appendix  by  the  lymphatics.  So,  too,  a  gastric  ulcer 
with  perforation  and  su!>diaphragmatic  abscess  may  simulate  acute  chole- 
cystitis. When  palpation  reveals  an  elongated  gall-bladder  projecting 
below  the  edge  of  the  liver,  which  is  very  tender  on  palpation,  tlie  diag- 
nosis is  readily  made.  Jaundice  may  or  may  not  be  present.  It  is  often 
absent.  It  is  important  to  l)ear  in  mind  the  fact  that  attacks  of  hepatic  colic 
may  occur  in  cases  of  cholecystitis  without  any  gallstones  being  present. 

But  in  hepatic  colic  an  ex;imination  of  the  blood  will  not  reveal  leuko- 
cytosis of  polymorphonuclear  cells,  which  will  be  notably  increasetl  by 
the  pVesence  of  an  acute  inflammatory  process  in  or  about  the  gall- 
bladder. In  questioning  the  patient  as  to  the  possible  presence  of  gall- 
stones it  should  be  remembered  that  mild  attacks  of  pam  in  this  region 
may  be  as  indicative  of  the  passage  of  these  bo<iies  as  a  history  of  tj^pical 
gallstone  colic.  Acute  cholecystitis  is  rarely  characterized  by  the  sud- 
denness of  onset  of  pain  and  abdominal  tenderness  which  are  met  with 
in  acute  pancreatitis  or  perforation  of  the  stomach  due  to  ulcer.  If  tliese 
symptoms  are  present  they  may,  however,  be  due  to  perforation  of  the  gall- 
blaiJder  due  to  chronic  cholecystitis  arising  from  gallstones.  (See  Chole- 
lithiasis.) Sometimes  when  there  is  an  infection  of  the  gall-bladder,  as  in 
the  thinl  or  fourth  week  of  typhoi<l  fever,  the  onset  of  cholecystitis  may  be 
as  severe  as  that  of  perforation.     Occasionally  during  the  course  of  acute 
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ulcerative  endocarditis  with  secondary  cardiac  failure  the  liver  becomes 
enlarged  and  tender  and  chills  and  fever  are  met  with,  Pyopericardium 
must  also  be  excluded  if  possible. 

Treatment. — The  treatment  in  all  cases  in  which  the  symptoms  are  severe 
is  prompt  operative  interference.  Temporizing  measures  consist  in  the 
use  of  rest  in  bed,  counterirritation  over  the  region  of  the  gall-bladder,  and 
the  use  of  gentle  saline  purges  to  unload  the  boweb. 


0H0LSLITHIASI8. 

Definition. — ^The  term  cholelithiasis  is  applied  to  a  condition  in  which  the 
gall-bladder  or  the  other  parts  of  the  biliary  passages  contains  one  or  more 
gallstones. 

Etiology  and  Pathology. — ^The  predisposing  causes  of  gallstone  formation 
Are  all  conditions  which  produce  catarrh  of  the  stomach  and  duodenum  and 
biliary  passages.  A  sedentary  life  with  high  living  is  a  factor.  So,  too, 
«nteroptosis  may  aid  in  its  development.  The  condition  is  commonly  met 
^with  after  forty  years  of  age,  but  cases  have  been  seen  in  childhood  and  even 
in  the  newborn.  More  than  75  per  cent,  of  all  cases  occur  in  women,  and 
^0  per  cent,  of  these  women  have  been  pregnant  one  or  more  times. 

Biliary  calculi  are  formed  as  the  result  of  the  deposit  of  certain  of  the 
ingredients  of  the  bile  about  a  nidus,  which  we  now  know  is  often,  if  not 
always,  an  accumulation  of  micro-organisms.  The  presence  of  these  infecting 
agents  has  already  been  discussed  in  the  article  on  Cholecystitis,  but  it  is 
'particularly  important  to  bear  in  mind  the  fact  that  typhoid  bacilli  are  fre- 
quently the  origin  of  stone,  probably  because  they  often  remain  in  the  gall- 
Uadder  for  years,  and  because,  when  they  agglutinate,  they  form  with 
epithelial  cells  a  good  nidus  for  the  deposition  of  biliary  materials.  That 
snicr(M>rganisms  play  this  part  is  now  proved  not  only  by  many  observations 
«>n  man,  but  by  experiments  on  animals. 

The  mere  presence  of  micro-organisms,  however,  is  not  sufficient  for  the 
formation  of  stone.    It  is  necessary  that  a  catarrhal  state  of  the  mucous 
membrane  be  present,  since  in  this  condition  three  ingredients  of  the  stone 
are  excreted  by  the  walls  of  the  gall-bladder,  namely,  mucus,  cholesterin. 
and  a  substance  called  "bilirubin  calcium."  Healthy  bile  prevents  the  depo- 
sition of  bilirubin  calcium,  but  if  albumin  is  present  this  action  is  arrested 
and  the  deposit  is  made.    When  inflammation  is  present  enough  albumin 
enters  the  bile  from  the  diseased  mucous  membrane  to  permit  of  this  effect, 
and  the  small  quantity  of  cholesterin  present  in  normal  bile  is  also  much 
increased.    It  is  evident,  then,  that  for  the  deposit  of  the  materials  forming 
a  gallstone  an  unhealthy  mucous  membrane  is  primarily  essential. 

Gallstones  when  composed  chiefly  of  cholesterin  are  transparent  or  slightly 
tinged  by  bile.  If  broken,  such  a  stone  appears  crystalline,  with  radiating 
lines.  In  other  cases  the  stone  is  composed  not  only  of  cholesterin,  but  of 
biliary  pigment  and  salts  of  magnesium  and  calcium.  Such  stones  are 
usually  dark  in  color,  brown  or  green.  They  may  be  round  or  marked  by 
facets,  due  to  attrition,  where  they  have    rubbed    against  other  stones. 
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In  these  stones  also  a  ratliating  crystalline  forraatinn  Is  present  on  fracture. 
These  dark-faceted  stones  arc  the  ones  coninionly  found.  More  rarely 
stones  of  small  size  are  found,  composed  almost  entirely  of  bile  pigment. 
Calcium  carbonate  stones  are  still  less  frequently  met  unth. 

In  size  gallstones  vary  from  fine  gritty  sand  to  masses  as  large  as  a  small 
banana. 

In  the  vast  majority  of  cases  of  cholelithiasis  biliary  calcuh  are  formed 
in  the  gall-bladder.  Very  rarely  small  particles  of  biliary  sand  form  in  the 
bile-ducts  of  the  liver  itself.  The  large  stones  found  in  the  cystic  and  common 
duct  have  formed  in,  ant!  then  slipped  from,  tlie  gall-bladder. 

The  numl>er  of  stones  found  in  the  gall-bladder  may  vary  from  one  or  two 
to  several  thousand,  if  the  tiny,  sand-like  pieces  are  counted.  When  the 
number  is  large,  they  usually  show  signs  of  lateral  pressure,  but  sometimes 
several  may  exist  without  facets  being  developed. 

If  a  gallstone  lodges  in  the  common  gall-<luct  so  as  to  completely  occlude 
it»  there  is  usually  found  at  autopsy  a  condition  of  dilatation  of  this  duct, 
which  is  filled  with  a  clear,  mucus-like  iltuM.  (See  Occlusion  of  the  Bile- 
ducts.)  If  thc!  obstruction  is  ntft  ctimplete  and  infection  of  the  duct  takes 
place,  the  state  is  one  of  cholangitis,  already  des<'rilK.*d,  or  even  of  sup- 
purative angi(x*holitis. 

When  the  cystic  duct  is  completely  obstructed  by  a  stone,  the  gall-bladder 
may  be  greatly  enlarged  and  filled  with  clear  fluid  or  with  other  gallstones. 
If  the  gall-bladder  is  infected  suppiiralive  cholecystitis  *levcK>ps,  and  perfor- 
ation may  occur  (See  Symptoms. )  In  other  cases  (lie  gall-bladder  undergoes 
atrophy,  and  may  be  so  shrunken  as  to  be  nothing  but  a  small  mass  of  fibrous 
tissue  the  size  of  a  large  nut,  hiddert  in  the  hollow  naturally  occupied  by 
the  gall-bladder.  Less  commonly  a  process  of  calcification  is  developed,  and 
the  gall-bladder  l>ec(unes  coated  or  iiiHItrated  by  lime-salts. 

SymptoinR. — It  is  important  to  bear  in  mind  the  fact  that  the  mere  presence 
of  gallstones  in  the  gall-bladder  does  not  necessarily  cause  any  symptoms 
whatever.  The  records  of  autopsies  in  Germany,  in  particular,  show  that  a 
very  large  pn)portion  of  all  women  who  come  to  autopsy  in  the  later  years 
of  life  have  gallstones,  and  yet  there  has  been  no  suspicion  of  their  existence 
prior  to  ileath.  Only  about  5  per  cent,  suffer  from  distinct  symptoms  due 
to  this  cause.  On  the  other  hand,  if  the  biliary  tract  becomes  infected,  or 
if  an  acute  congestion  of  its  mucous  membrane  occurs,  more  or  less  severe 
symptoms  may  be  at  once  produced  and  fever  may  develop;  or  if  a  stone 
becomes  dislodged  from  the  gall-bhidder  and  slips  into  the  cystic  or  common 
duct,  this  mechanical  diificuUy  may  at  once  ))rotluce  biliary  colic. 

The  sjjmphnni  oj  bifiary  colic  usually  consist  in  severe  pain,  which  amounts 
to  an  agony  in  most  instances.  Occasionally,  however,,  the  pain  is  very 
moderate,  and  is  thought  to  l)e  due  to  indigestion.  The  patient  often 
vomiU  and  .nvrals  profusely.  The  pain  manifestly  originates  in  the  gall- 
bladder, but  is  ratliated  to  the  right  shfHihler-blmle  and  to  the  epigastrium. 
The  faviul  expression  is  one  of  anguiitk  and  anxiety^  and  the  color  of  the 
skin  is  pallid. 

After  the  attack  has  lasted  for  some  hours,  or  on  the  day  after  an  attack, 
a  moderate  degree  of  jaundice  may  appear,  but  it  is  rarely  well  marked 
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unless  the  attack  lasts  for  several  days  or  the  oV)struction  is  persistent.  If 
the  stone  is  in  the  cystic  duet,  no  jaundice  occurs  unless  tlie  neighboring 
mucous  membrane  in  the  common,  or  hepatic  duct,  become*s  swollen  and 
inflamed,  or  imless  the  stone  is  so  placed  in  the  cystic  dnet  that  it  presses 
upon  the  hepatic  duct.  The  presence  of  jaundice  in  a  case  which  suffers 
from  severe  pain  in  the  region  of  the  gall-bladder  is  a  positive  diagnostic 
sign  of  much  value,  but  the  absence  of  jaundice  does  not  in  the  slightest 
degree  negative  the  view  that  gallstone  is  present.  Kehr  states  that  in 
720  eases  operated  on  for  gallstone,  SO  per  cent,  showed  no  jaundice. 

The  urine,  if  the  stone  is  in  the  common  duel,  may  soon  show  the 
presence  of  bile,  and  not  rarely  albumin  is  found  in  it.  In  still  other 
cases  red  blood  cells  may  be  found  in  the  urine,  and  this  may  lead  us  into 
the  belief  that  the  pain  is  due  to  renal  colic. 

An  attack  of  biliary  colic  lasts,  as  a  rule,  for  but  a  few  hours,  but  occa- 
sionally the  patient  suffers  from  a  prolonged  seizure  lasting  over  several 
days  and  marked  by  lenifKirary  remissions,  which  are,  perhaps,  due  to  ex- 
haustion of  the  irritated  gall-bladder  or  to  temporary  restoration  of  biliary 
flow. 

The  presence  of  a  stone  or  stones  in  the  common  or  cystic  duct  produces 
not  only  s}Tnptoms  of  biliary  colic  in  some  eases,  but  other  signs  as  well, 
which  may  be  of  use  in  diagnosis.  If  the  stone  blocks  the  common  duct 
completely,  the  jaundice  which  develops  is  ]>ersistent  and  well  marked,  and 
further  attacks  of  colic  may  never  occur,  or,  in<iee4l,  there  may  not  be  a 
single  attack  in  the  patient's  history.  Febrile  movement  is  usually  absent, 
because  the  complete  obstruction  of  the  duct  prevents  infection  from  the 
intestine.     The  gall-blathler  is  usually  not  disten4led. 

Hlien  the  eommon  duct  is  not  completely  closed,  and  in  the  niajoiity 
of  cases  it  is  not  occluded,  the  attacks  of  biliaiy  colic  are  more  frequent, 
and  the  degree  of  jaundice  varies.  This  is  due  to  the  fact  that  at 
times,  when  the  mucous  membrane  siirrounciing  (he  stone  is  not  acutely 
inflamcil  or  congested,  bile  is  |H'rmitted  to  escape  into  the  bowel,  so  that 
the  pressure  is  relieved  and  the  stools  In^eome  bile-stained.  Such  a  condition 
of  repeated  attacks  of  colic  with  varying  degrees  of  jaundice  may  also  be 
due  to  the  stone  l>eeoming  so  fixcfl  in  the  ampulla  of  \'ater  that  it  forms  a 
ball-valve,  which  sometimes  jH'nuils  the  passage  of  bile  and  sometimes  pre- 
vents it.  In  rarer  instances  the  stone  l>econtes  t-ncysted  in  the  wall  of  the  duct, 
and  so  acts  as  a  valve,  and  in  still  other  cases  it  may  become  lodged  at 
the  junction  of  the  cystic  and  hepatic  duct,  and  by  pressure  cause  symptoms 
characteristic  of  obstruction  in  both  the  cystic  and  common  duct. 

These  cases  of  partial  obstruction  flifl'cr  from  thos€*of  complete  oltstructior, 
iu  the  fact  that  they  not  rarely  develop  fever,  owing  to  infection  of  the  com- 
mon and  hepatic  duct  by  micro-organisms  from  the  bowel.  The  febrile 
attacks  which  ensue  may  l>e  so  irregular  or  so  intennittent  in  type  that  they 
closely  resemble  those  of  malarial  fever,  but  they  are  in  reality  septic  fever, 
the  so-called  **  intermittent  hepatic  fever  of  Tliarcot.**  Such  attacks  may 
persist  for  years  with  no  more  serious  changes  in  the  ducts  than  a  chronic 
catarrh  with  thickening  anil  the  proliferation  of  an  exudate  about  the  parts. 

In  some  cases,  however,  the  degree  of  infection  is  so  severe  that  suppura- 
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palpation  in  the  appendicular  area;  pleurisy  is  excluded  by  careful  auscul- 
tation to  reveal  a  friction  sound,  lu  gastric  ulcer  there  is  a  history  of  pain 
immediately  after  the  taking  of  food,  and  perhaps  of  hscmatcmesis;  and  the 
patient  is  usually  a  young  woman,  whereas  gallstones  are  usually  present 
in  women  past  forty  years  of  age.  A  person  wnth  an  ulcer  is  usually  poorly 
nourished  and  anaemic,  whereas  the  pwitient  with  gallstones  is  usually  pkimp 
■  and  possessed  of  a  thick  abdominal  wall.  Hyperchlorhydria  is  present  in 
ulcer,  but  absent  in  cholelithiasis,  as  a  rule.  In  those  cases^  however,  in 
which  there  are  adhesions  between  the  gall-bladder  or  its  duet  and  the 
f>ylorus  or  duodenum,  these  differential  signs  may  fail  because  pyloric 
obstruction  causes  pain  after  taking  food  and  produces  hy perch lorhydria. 
Gastralgia  is  pointed  to  by  the  fact  that  the  patient  is  subject  to  neuralgia, 
and  is  neurotic  in  type,  rather  than  stout,  as  are  most  gallstone  cases.  An 
attack  of  gastric  crisis  in  ataxia,  while  often  associated  with  vomiting, 
can  be  detected  by  the  history  of  an  ataxic  gait  and  by  the  presence  of  an 
Argyll-Robertson  pupil  or  other  signs  of  that  disease.     Renal  stone  causes 

£ain  to  be  radiated  to  the  inside  of  the  thigh  and  to  the  testicle.  Movable 
idney  may,  by  dragging  or  pressing  upon  the  common  biliary  duct,  cause 
obstniction,and  so  produce  an  attack  of  biliary  colic  and  jaui*tlice  not  due 
to  stone.  Further,  the  pain  due  to  twisting  of  the  ureter  in  such  a  case  may 
sinanlate  hepatic  colic.  The  finding  of  a  floating  kidney  clears  up  the 
diagnosis.  A  new-growth  may  produce  similar  symptoms,  and  it  may  be 
impossible  to  differentiate  the  obstruction  from  that  due  to  gallstones.  In 
none  of  these  states  is  the  greatest  degree  of  pain  on  pressure  over  the  gall- 
tladder- 

It  is  essential  that  attention  lie  paid  to  one  very  important  differential 
v>oint,  which  must  always  be  lx>rne  in  mind,  the  so-called  **Coiin'oisier's 
■aw/*  namely,  that  an  enlarged  gall-bladder  rmth  jaundice  is  a  sign  of 
vnalignaut  growth  of  the  gall-bladder  rather  tlian  that  of  obstruction  due 
"^o  stone. 

Treatment. — The  treatment  of  biliary  colic,  like  that  of  renal  colic,  con- 
sists in  the  administration  of  a  hypodermic  injection  of  }  of  a  grain  of  mo> 
phme,  with  yzh  ^^  atropine,  and  j}-^  of  a  grain  of  nitroglycerin,  to  relieve 
pain  and  to  relax  spasm.  If  the  first  injection  docs  not  give  relief  at  the  end 
of  fifteen  or  twenty  minutes  it  may  be  repeated,  the  atropine  being  left  out. 
After  the  attack  is  over  the  patient  should  rest  quietly  in  bed  for  tw^o  or 
three  days,  in  order  to  hasten  the  disappearance  of  the  inflammation  of  the 
■mucous  membrane,  which  is  usually  associated  with  the  attack,  and  thereby 
decrease  the  danger  of  a  subacute  or  chronic  infJamniatory  process  develop- 
ing in  the  gall-bla<lder  or  connnon  duct. 

No  medicines  have  any  effect  upon  the  gallstones  which  are  already 
forme<l,  but  a  number  of  remedies  may  be  given  to  patients  who  suffer 
from  gallstones,  with  the  object  of  preventing  the  fonnation  of  others,  and 
with  the  hope  that  by  their  use  catarrh  and  irritation  of  the  mucous  mem- 
brane lining  the  gall-bladder  and  the  common  duct  may  be  materially 
diminished.  These  remedies  consist  in  the  mild  saline  purgatives,  such 
as  the  various  imported  purgative  waters,  which  are  gentle  in  their  acti(»n, 
and  which  may  be  preferably  taken  hot  in  the  dose  of  one  or  two  teacupfuls 
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before  breakfast.  Chlori<le  of  ammonium,  in  the  dose  of  5  to  10  p^ns  three 
times  a  day,  is  u.seful  for  its  effect  upon  mucous  membranes,  an<i  is,  perhaps, 
best  given  in  equal  parts  of  fluid  extract  of  licorice  and  water. 

Until  within  recent  years  tlie  physician  was  content  when  a  case  of  chole- 
lithiasis escaped  month  by  month  from  a  return  of  biliary  colic,  deeming  it 
inexpedient  that  any  radical  measure  of  relief  shouhl  be  instituted.  With  our 
present  knowledge,  however,  it  cannot  be  doubted  that  the  question  of  opera- 
tive interference  must  be  carefully  considered  in  every  case  in  which  a  positive 
diagnosis  of  cholelithiasis  can  be  made.  The  time  for  operation  is,  of  course, 
during  a  period  of  quiescence,  since  at  the  time  of  an  attack  the  acute  infiaxn- 
raation  which  exists  in  and  around  the  gall-bladder  may  seriously  complieatel 
the  work  of  the  surgeon. 

The  question  as  to  how  frequently  the  patient  should  be  allowed  to 
suffer  from  gallstone  colic  before  operative  interference  is  urged  is  one  which 
varies  with  each  individual  case.  If  the  jaundice  which  is  present  with  the. 
first  attack  is  not  severe  and  lasts  but  a  very  short  time,  and  if  the  tera|>er-^ 
ature  of  the  patient  is  not  disturbed,  or  returns  to  normal  within  a  period 
of  twenty-four  hours,  and  if,  again,  palpation  in  the  neighborhood  of  the 
gall-bladder  some  days  after  the  attack  fails  to  reveal  evidence  of  a  low-grade  J 
inflammation,  aa  manifested  by  tenderness  or  pain,  it  is  then  permissible, 
and,  indeed,  advisable,  that  the  patient  should  not  be  operated  upon.  Even 
when  as  many  as  two  or  three  such  mild  attacks  have  occurred  at  long  inter- 
vals, the  condition  may  not  be  such  as  to  require  that  the  physician  should 
strongly  recommend  surgical  aid.  When,  however,  the  attack  of  biliary  colic 
is  violent  or  repeated,  when  the  jaundice  persists  for  a  long  period,  and 
when  distinct  evidence  of  persistent  cholecystitis  continues,  then  operation 
should  be  resorted  to,  particularly  if  a  mass,  caused  by  the  gall-bladder  being 
distended  by  stones,  can  be  distinctly  felt.  To  delay  operation  in  a  case  of 
tliis  kind  until  frequent  attacks  have  resulted  in  the  formation  of  a  large ' 
amount  of  inflammatory  material  about  the  gall-bla<i*ler  is  very  unwise.  Ry 
this  means  cases  which  would  offer  under  ordinary  circumstances  no  surgical 
difficulties  may  become  almost  inoperable,  and  what  should  be  an  easy  con- 
valescence may  be  instea^i  a  difficult  and  prolonged  illness,  testing  the  sidll 
of  both  the  physician  and  surgeon  to  the  utmost. 

Mayo  has  performed  510  operations  for  gallstone,  with  a  mortality  of 
only  3  per  cent.  On  208  cases  in  which  stones  were  present  in  the  gall- 
bladder alone,  and  which  were  uncomplicated  by  any  other  condition,  there 
were  2  deaths — a  mortality  of  less  than  1  per  cent. 

Grouping  together  all  cases  complicated  by  the  presence  of  stones  in  tlie 
common  or  cystic  ducts,  cases  of  cholelithiasis  in  which  infection  occurred, 
cases  of  biliary  infection  and  malignant  disease,  Mayo  finds  the  mortality 
to  be  5  per  cent.,  or  16  deatlis  out  of  320  cases  which  he  operated  on.  He 
believes  these  figures  to  be  a  strong  ai^ument  in  favor  of  early  o{>eration  in 
cases  of  cholelithiasis. 
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Etiology. — The  cause  of  the  ilevelopment  of  morbid  growths  in  tliese  parts 
is  unknown,  and  only  some  of  the  predisposing  caiis<*s  are  recognized. 

In  the  case  of  carcinoma  of  the  biliary  ducts  and  the  gall-bladder,  there  can 
be  no  doubt  that  age  has  a  very  distinct  influence.  The  growth  usually 
develops  later  in  life  than  does  carcinoma  in  any  other  part,  namely,  about 
the  fifty-sixth  year;  whereas,  the  period  of  greatest  frequency  of  cancer  of 
the  mammary  gland  is,  according  to  Kelynack,  about  the  fortieth  year.  It 
would  also  seem  probabletliat  gallstonesverydistinctlypredisposetothe  devel- 
opment of  carcinoma  in  these  parts,  for  they  are  found  present  in  from  90  to 
95  per  cent,  of  all  cases;  whereas,  the  frequency  of  gallstones  in  persons 
dying  from  other  diseases  than  cancer  of  these  parts  is  from  6  to  12  per  cent. 
(Kclynack).  On  the  other  hand^  it  has  been  claimed  that  the  presence  of 
carcinoma  of  tl»e  gall-bladder  lea<ls  to  the  rapid  formation  of  stone.  Prob- 
ably the  pathological  condition  of  the  mucous  niemhrane  which  aifis  in  the 
fonnation  of  stone  (see  Cholelithiasis)  also  predisposes  to  the  development 
of  a  morbid  growth,  and  this  effect  may  be  increased  by  the  irritiition  pro- 
duced by  the  stones  after  they  aiv  formed. 

In  women  carcinoma  of  the  gall-blailder  is  far  more  common  than  it  is  in 
men.  Musser,  in  his  classical  paper  iiyum  this  subject,  found  that  out  of  9S 
<ases  75  were  in  women  and  only  23  in  men,  anfl  other  clinicians  have  noted 
an  even  greater  percentage  among  women.  Curiously  enough,  this  is  not  the 
case  when  the  growth  affects  the  biliary  passages  other  than  the  gal!-l>ladder, 
for  in  such  instances  the  numlx^r  of  men  and  women  affected  is  practically 
the  same. 

Pathology  and  Morbid  Anatomy. — Carcinoma  of  the  gall-bladder  is  usually 
of  the  type  of  cylindrirai-ccll  epithelioma,  but  in  statistics  there  is  much 
contradiction  as  to  this  point.  This  fonti  of  cancer  is  also  the  type  which 
most  commonly  ail'ects  the  biliary  ducts.  When  the  gall-bladder  is  affected 
the  fundus  is  the  part  that  usually  suffers.  If  the  biliary  passages  are  in- 
volved, the  common  <luct  is  the  part  that  is  usually  affected,  and  that 
portion  of  it  where  it  enters  the  bowel  is  the  favorite  site  of  the  growth. 
(See  Fig.  92.) 

When  cancer  attacks  the  gall-bladder,  as  already  pointed  out  in  the  article 
on  Cancer  of  the  Liver,  the  liver  is  affected  in  a  large  percentage  of  cases 
by  secondary  growths  fMusser  says  54  per  cent.).  The  pancreas  is  also 
very  commonly  involved.  When  the  growth  is  in  the  biliary  ducts,  metas- 
tasis to  other  parts  is  rare. 

Carcinoma  of  the  gall-bladder  may  also  result  in  the  fonnation  of 
adhesions,  by  w^hich  it  becomes  attached  to  the  abdominal  wall,  the  colon, 
and  even  the  stomach  and  small  intestines.  In  other  instances  a  suppurative 
cholecystitis  may  <levelop. 

Symptoms. — The  symptoms  of  cancer  of  the  gall-bladder  are  most  varied. 
If  the  growth  is  so  situated  that  it  interferes  with  biliary  flow,  the  manifes- 
tations of  hepatic  disease  may  develop  while  it  is  still  a  very  small  mass; 
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whereas,  if  no  pressure  is  produced,  the  tumor  may  reach  a  very  considerable 
size  before  its  presence  is  suspected. 

As  soon  as  the  tumor  reaches  any  size  it  can  be  palpated  below  the  border 
of  the  last  rib  in  most  instances,  particularly  if  it  affects  the  fundus  of  the 
gall-bladder,  as  it  does  in  the  majority  of  cases.  Its  position  is  usually 
along  the  outer  edge  of  the  right  rectus  muscle  and  about  the  neighborhood 
of  t!ie  normal  gall-bladder.  It  may  extend  downward  toward  the  pelvis,  or 
it  may  be  erect  and  protrude  through  the  abdominal  wall,  as  an  aneurj'sm 
protrudes  from  the  chest  The  tumor  feels  hard  and  is  usually  somewhat 
pear-shaped.  It  varies  in  size  from  that  of  a  child's  head  to  that  of  a  small 
walnut. 

Fio.  02 
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Primary  CftTcinomft  of  the  dundenal  papOl*  Mxn  ai  the  upper  end  of  the  rod  runnixut  through 
the  duot.     (Kftai  and  Kumpler.) 

If  the  growth  is  so  placed  near  the  neck  of  the  gall-bladder  that  it  pre- 
vents the  cystic  duct  from  draining  that  viscus,  the  resulting  distention  of 
the  gall-bladder  may  cause  the  formation  of  a  greatly  distended  sac,  which  I 
may  exteiul  far  below  the  ribs,  and  by  its  pressure  upon  the  bowel  cause 
intestinal  obstruction. 

Jaundice  and  pain  are  very  constant  symptoms  of  cancer  of  the  gall- 
bladder.   Musser  found  jaundice  in  60  per  cent,  of  his  cases,  and  pain  in 
62  per  cent.    \\Tien  the  growth  invades  the  gall-bladder  alone,  it  does  not  I 
of  itself  cause  icterus,  but  the  neighboring  glands  are  often  involved  vciy 
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early,  and  by  this  means,  or  by  secondary  j^wths  in  the  common  duct,  jaun- 
dice is  produced.  In  this  connection  ''Courvoisier's  law"  is  to  be  recalled, 
namely,  that  given  an  enlarged  gall-bladder  ynih.  jaundice  the  cause  is 
carcinoma,  not  gallstone. 

Wasting  is  usually  well  marked,  not  only  by  reason  of  the  malignant 
growth,  but  because  of  the  jaundice  and  gastroduodenal  catarrh  wliich  are 
usually  present.  Ascites  may  develop  (IS  per  cent,  of  cases,  Musser).  Death 
is  due  to  exhaustion,  and  sometimes  to  chohemia, 
I  Diagnosis. — A  growth  in  the  gall-blatider  can  usually  be  differentiated 
from  one  in  the  bile-ducts  by  its  size,  the  reuiliness  with  which  it  can  be  pal- 
pated, and  the  absence  of  jaundice  until  it  is  of  some  size.  Given  a  case  in 
which  jaundice  develops  in  a  woman  well  along  in  years,  in  which  the  jaun- 
<iice  remains  persistent  and  in  which  no  tumor  can  be  felt,  and  the  riiagnosis 
is  in  favor  of  growth  in  the  duct.  If  metastatic  masses  can  be  found  in 
the  liver,  the  primary  growth  is  probably  in  the  gall-bladder,  for  tliey  rarely 
develop  from  a  growth  in  the  duct, 
I  An  even  more  important  did'erential  point  is  that  between  cancer  of  the 
^all-bladder  with  cystic  enlargement  and  enlargement  due  to  hydrops 
of  the  gall-bladder.  In  the  latter  case  the  gall-bladder  is  distended  with  a 
clear  fluid  as  the  result  of  the  presence  of  stone  or  other  cause,  completely 
dosing  the  cystic  duct.  As  Courvoisier  found  this  state  of  hydrops  79  times 
in  91  cases  of  impacted  gallstone,  it  is  not  a  ver)^  rare  condition.  The  dif- 
ferentiation between  these  two  states  is  marie  as  follows;  In  hydiups  of  the 
gall-bladder  there  is  usually  no  jaundice,  and  the  tumor  presents  a  smooth, 
pear-shaped  surface,  and  there  may  be  a  history  of  gallstone  colic.  Bile  is 
present  in  the  stools  and  the  degree  of  wasting  is  not  marked. 

In  some  rare  cases  the  gall-bladiler  undergoes  thickening  and  presents  a 
small,  hard  mass,  which  may  be  pulj>utetL  This  has  already  been  dcs<.Tiljed 
elsewhere  as  calcification  of  the  gall-bladder.  The  absence  of  metastasis 
and  of  other  signs  of  cancer  also  aids  us  in  excluding  the  morbid  growth 
in  these  cases. 

Other  causes  of  tumor  in  the  region  of  the  gall-bladder  are  aneurysm, 
cancer  of  the  pylorus,  cancer  of  the  head  of  the  pancreas,  and  tumor  of  the 
kidney.    A  fecal  mass  in  the  bowel  may  also  mislead  the  physician. 

Progfnosis. — Life,  in  a  case  of  cancer  of  the  gall-bladder,  usually  does  not 
last  beyond  a  year,  and  in  many  instances  death  comes  earlier  than  this. 

Death  usually  comes  much  earlier  in  cases  of  malignant  growth  in  the 
duct  than  of  malignant  growth  \\\  the  gall-bladder. 

Treatment. — The  treatineut  of  malignant  growth  of  the  gall-bladder,  of 
necessity,  does  not  offer  much  promise  for  ultimate  and  complete  recovery, 
for  medicinal  measures  are,  of  course,  entirely  useless,  except  for  the  pur- 
pose of  relieving  pain.  Operative  procedures,  even  if  they  result  in  the 
complete  removal  of  the  diseased  gal  1-1)1  a<ider,  are  nearly  always  followed 
by  the  development  of  secondary  growths  in  neighboring  parts,  where  they 
are  inoperable  and  where  they  straiglitway  proceed  to  destroy  the  patient. 
Nevertheless,  given  a  cas**  in  which  the  gall-bladder  is  greatly  enlarged,  and 
in  which  exndences  of  the  presence  of  a  growth  in  nearby  parts  is  not  marked, 
it  is  certainly  permissible,  and,  imleed,  advisable,  that  operation  shall  be 
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perfonned,  with  llie  hope  that  the  growth  can  be  removed,  or  that  the  opera- 
tion will  revca!  the  fact  that  the  enlargement  of  the  gall-bladder  is  not  can- 
cerous in  origin,  but  dependent  upon  the  presence  of  gallstone^  or  other 
cause,  or  obstruction  of  the  cystic  or  common  duct 

In  all  of  these  cases  in  which  jaundice  is  present,  the  very  grave  influence 
of  this  complication  upon  operative  procedure  must  be  taken  into  considera- 
tion, for  while,  on  the  one  hand,  we  are  learning  every  year  that  operations 
upon  the  gall-bladder  can  be  performed  with  a  surprising  degree  of  impunity, 
we  have  also  learned  with  increasing  experience  that  jaundiced  persons 
withstand  operations  badly,  and  that  the  presence  of  bile  in  the  blood  pre- 
disposes the  patient  to  obstinate  and  persistent  capillary  hemorrhage  during 
and  after  operation.  This  has  not  infrequently  resulted  in  death,  although 
the  mere  operative  procedure  itself  was  a  sutx-ess. 

When  the  growth  involves  the  bile-duct  tlie  outlook  is,  of  course,  even 
more  discouraging,  for  the  bile-duct  cannot  Ije  excised,  and  the  jaundice  Is 
usually  so  extreme  that  the  condition  of  the  patient  scarcely  justifies  opera- 
tive interference.  The  most  that  can  be  done  for  a  patient  with  a  malignant 
growth  in  the  bikvduct  is  to  operate  with  the  idea  of  providing  drainage  and 
relieving  pressure. 

ICTERUS  NEONATORUM. 


Jaundice  of  the  newborn  is  a  very  common  condition,  and  usually  appears 
about  the  third  or  fourth  day  after  birth.  It  is  noticeable  in  the  skin  and  in 
the  conjunctiva,  but  it  is  never  intense,  and  in  many  cases  may  be  so  slight 
as  to  be  overlooked.  Plolt  states  that  it  occurred  300  times  among  900 
babies,  and  Kehrer  asserts  that  in  his  statistics  it  was  present  in  75  per  cent. 
The  last  of  these  estimates  is  much  too  higli  a  |>roportion  for  private  prac- 
tice. Hofraeier  and  others  believe  that  it  is  h«;matogenous  in  origin,  and 
results  from  the  destruction,  shortly  after  birth,  of  a  large  number  of  red  blood 
cells.  On  the  other  hand  it  not  rarely  happens  that  the  urine  is  slightly  bile- 
stained,  and  the  stools  are  lacking  in  bile,  which  would  indicate  disordered 
hepatic  action.  In  some  instances  the  |>ortal  vein  may  have  been  overdis- 
tended  in  birth, and  ia  this  way  the  finer  bile-ducts  may  have  been  obstructed. 
Whatever  the  cause,  in  its  simple  form  the  condition  possesses  no  evil  import 
whatever. 

A  severe  and  rare  form  of  icterus  of  the  newborn  may,  however,  develop 
and  cause  the  death  of  the  child.  It  is  due  to  sepsis  following  infection  of  the 
umbilical  vein,  with  phlebitis,  to  congenital  syphiUs  of  the  liver,  or  to  con- 
gemtal  atresia  of  the  biliary  ducts,  so  that  the  bile  cannot  escape  into  the 
bowel. 
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PANCREATITIS. 


Definition. — Pancreatitis,  as  its  tmnae  implies,  is  an  inflamraation  of  the 
pa?icreas.  It  oocurs  in  three  forms,  although  it  must  be  understood  that  no 
hard  and  fast  lines  separate  these  conditions  one  from  the  other.  These 
three  forms  are  the  acutCy  the  subacute^  and  the  chronic. 

Acute  Pancreatitis.  History. — As  long  ago  as  1672  Tulpius  described 
an  acute  abscess  of  the  pancreas  due  to  pytemia.  In  1709  Baillie  studied 
what  was  evidently  a  ease  of  chronic  interstitial  pancreatitis.  In  1804  Porta! 
recorded' an  instance  of  acute  suppurative  pancreatitis,  as  did  Percival  in 
1S18.  In  1879  Balzer  reported  a  case  of  acute  pancreatitis,  with  fat-necrosis 
but  it  was  not  till  the  cixich-niaking  paper  of  Fitz  appeared  in  188*.>  that  the 
profession  recognized  the  frequency  and  importance  of  lesions  of  this  gland, 
although  in  ISSG  another  American  practitioner^  Senn,  had  written  a  paper 
upon  its  surgery.  Von  Mering  and  Minkowski  made  valuable  contributions 
in  1SS9  and  1890. 
I  Chronic  pancreatitis  was  not  recognized  till  Birch-HirscMeld  described  it 
in  1.S95.  Since  that  time  the  literature  on  pancreatitis  has  become  quite  vol- 
uminous, and  a  number  of  studies  have  appeared,  of  which  tlie  most  notable. 
from  the  surgical  standpoint,  have  been  those  of  Robson  and  Moynihan,  of 
Leeds,  and,  from  the  pathological  stanrlpoint,  one  by  Opie,  of  Ba!timore,who 
has  done  more  than  anyone  else  to  throw  light  on  diseases  of  this  organ. 

Etiology. — By  far  the  more  common  cause  of  pancrt^atitis  is  infection  of  the 
gland  by  way  of  its  duct.  This  results  usually  from  the  presence  of  a  gall- 
stone in  the  ampulla  of  Vater,  which  prevents  the  flow  of  bile  into  the 
bowel,  but  does  not  occlude  the  opening  of  the  pancreatic  duct.  Again, 
the  presence  of  a  gallstone  is  prone  to  result  in  the  development  of  a  septic 
process  in  the  surrounding  mucous  juembrane,  and  this  results  in  infection 
of  the  bile,  whicli  fluid  pusses  along  the  duct  of  Wirsung  and  so  enters  the 
pancreas.  This  is  particularly  apt  to  occur  if  the  gall-bladder  is  so 
shrunken  by  disease  that  it  cannot  reatlily  expand  when  the  bile  is  dammed 
back  into  the  ducts.  Further  than  this,  bile  alone  entering  the  pancreas, 
even  if  it  lie  free  from  micro-organisms,  may  cause  hemorrhagic  pancrea- 
titis and  fat-necrosis. 

It  has  been  argued  that  if  these  causes  are  active  in  the  production  of  pan- 
creatitis, this  state  would  be  met  with  much  more  frequently.  The  explana- 
tion of  the  fact  that  so  many  cases  suffer  from  gallstones  and  gall-bladder 
infections  without  pancreatitis  lies  in  the  fact  that  in  a  certain  proportion  of 
individuals  the  bile-duct  and  pancreatic  duct  do  not  enter  the  bowel  by  one 
opening,  but  through  separate  openings.  In  a  few  cases  the  chief  secretion  of 
the  pancreas  escapes  by  way  of  the  duct  of  Santorini.     (See  Fig.  93.) 

Acute  pancreatitis  may  result  from  several  other  causes,  such  as  one  of  the 
acute  infectious  diseases,  or,  again,  in  the  course  of  septiccemia.     Another 
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cause  is  infection  from  a  neighboring  lesion,  as  in  direct  extension  from 
a  gastric  ulcer  or  cancer,  or  a  subphrenic  abscess.  Still  another  c«uae  is 
injury  by  blows  or  by  surgical  procedure. 

Pathology  &nd  Morbid  Anatomy. — Acute  pancreatitis  is  characterized  nol 
only  by  a  primary  hyperoemia  of  the  gland,  but  in  some  eases  by  the 
escape  of  its  ferments  into  its  own  tissues,  and  adjacent  tissues  as  well.  As  a, 
result  of  this  accident,  a  condition  of  "fat-necrosis"  develops  in  the  fatty 
tissues  in  the  immediate  region  of  the  pancreas,  and  often  in  other  parts  of 
the  body  to  which  the  pancreatic  ferment  may  escape  in  the  lymph.  The  fat 
is  split  up  into  glycerin  and  fatty  acids.  The  glycerin  is  absorbed;  the  aci4U». 
being  insoluble,  are  not  eliminated,  but  combine  with  calcium  salts,  and  witta. 
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Portion  of  human  pancreftnanddundennm  tVom  a  penon  who  had  be«n  executed  <flft«rCfaiuleBenuu4 
PhyRlolof^e  Exp^rlmeiKale.  1656,  tome  U.  p.  IR5),  ihowlng  a  cuiuHUou  !□  which  panereaUc  Julc«  maf  ^ 
eoter  ibe  iniesUne,  although  the  irall-dacc  Is  obstructed  :    A.  dtiodennm  Bhowing  the  projectloot  tor 
by  Brunncr'B  glaud:  B.  B,  the  lani«  pancreatic  duct;  C,  C.  aniutnmoM*«  between  the  amaU  paticnadft^l 
duct  and  the  large   paocreAtlo  duot;    D,  opening  of  the  superior  pancreatic  duct  Into  the  lnl««lll»;| 
E.  opening  of  the  small  Inferior  pancreatic  duct  into  the  bile-duct. 


the  necrotic  fat  form  yellowish-white  patches  in  the  retroperitoneal  fat.  and 
in  the  fat  of  the  omentum,  mesentery,  abdominal  wall,  and  it  may  be  in  other 
parts. 

In  a  certain  number  of  cascs  of  acute  pancreatitis,  but  not  in  all  cases,  , 
hemorrhage  into  the  body  of  the  gland  occurs,  forming  what  is  known  as 
acute  hemorrhagic  pancreatitis.     (.See  also  Hemorrhage  into  the  Pancreas.) 
Whether  this  hemorrhage  is  the  result  of  the  action  of  the  ferment  of  Uie 
gland  upon  its  own  vessels  is  not  known. 

Acute  pancreatitis  may  proceed  to  suppuration  (suppurative  pancreatitis) 
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or  to  gangrene  (gangrenous  pancreatitis).  The  suppurative  form  may  be 
arcumscribed  or  diffuse.  In  some  cases  the  pus  may  be  confined  to  the 
pancreas  or  peripancreatic  structures,  but  the  lesser  peritoneimi,  or  even  the 
general  peritoneum,  may  be  involved. 

llTmptoms. — In  acute  pancreatitis  the  patient  is  suddenly  seized  by  a 
severe  pain  in  the  epigastric  region,  which  is  associated  with  faintness,  or 
even  collapse,  and  it  may  be  active  vomiting.  Inquiry  reveals  the  fact  that 
constipation  is  present,  and  so  the  physician  may  be  misled  into  a  diag- 
noas  of  intestinal  obstruction,  but  doubt  is  thrown  upon  this  belief  by  the 
fact  that  gas  can  be  passed  by  the  anus.  The  pain  may  be  paroxysmal  in 
^rpe,  and  there  is  great  tenderness  in  the  epigastrium  upon  pressure.  This 
area  becomes  swollen  and  tense,  and  as  the  case  progresses  the  entire  abdo- 
men may  become  distended.  The  face  is  pinched  and  anxious-looking,  and 
the  upper  lip  drawn  as  in  acute  peritonitis,  l^he  vomit  may  become  black 
and  tarry  from  the  presence  of  altered  blood. 

If  the  patient  survives  more  than  a  few  hours,  a  more  or  less  marked  jaun^ 
dice  develops,  provided  that  the  bile  is  prevented  from  escaping  into  the 
bowel  by  swelling  of  the  mucous  membrane  or  the  presence  of  a  stone. 
Hiccough  may  be  an  annoying  symptom,  and  the  pulse  is  rapid  and  running. 
The  temperature  may  be  febrile,  normal,  or  subnormal.  The  urine  may 
contain  casts  and  albumin.  Death  in  collapse  with  profound  asthenia 
usually  occurs  by  the  second  to  the  sixth  day,  but  recovery  may  occur  in 
mild  cases,  and  it  sometimes  happens  that  these  acute  symptoms  gradually 
merge  into  the  subacute  type  of  the  malady. 

Subacute  pancreaiitis  cannot,  of  course,  be  sharply  separated  from  the 
acute  form,  yet  cases  occur  in  which  the  symptoms  are  sufficiently  modified 
to  indicate  that  another  form  of  pancreatitis  is  present.  The  malady  is  not 
so  sudden  in  its  onset,  the  pain  is  not  so  excruciating,  and  the  epigastric 
swelling  is  neither  so  great  nor  so  rapid  in  its  development.  The  pulse  is  less 
rapid,  and  the  constipation  is  more  prone  to  give  place  to  diarrhoea,  the  stools 
containing  pus,  tarry  blood,  and  undigested  food.  Chills  also  occur,  and 
after  a  few  days  a  swelling,  due  to  abscess,  may  be  felt.  This  abscess  may 
burrow  in  such  a  way  as  to  form  a  perirenal  abscess,  a  psoas  abscess,  or  a 
subphrenic  abscess,  or  it  may  burst  into  the  stomach  or  bowel.  The  symp- 
toms of  sepsis  are,  of  course,  present  in  such  a  case,  and  if  surgical  relief  is 
not  given  death  is  due  to  this  cause  or  to  profound  asthenia.  Such  a  case 
must  be  separated  from  perforation  of  a  gastric  ulcer,  from  abscess  due  to 
caries  of   the  spine,  from  suppurating  cholecystitis,  and  from  perirenal 


Diagnosis. — Fitz  gives  the  following  rule  for  the  diagnosis  of  this  state: 
"Acute  pancreatitis  is  to  be  suspected  when  a  previously  healthy  person,  or 
a  sufferer  from  occasional  attacks  of  indigestion,  is  suddenly  seized  with 
violent  pain  in  the  epigastrium,  followed  by  vomiting  and  collapse,  and  in 
the  course  of  twenty-four  hours  by  a  circumscribed  epigastric  swelling, 
tympanitic  or  resistant,  with  slight  rise  of  temperature."  These  symptoms 
we  still  more  indicative  if  there  is  a  history  of  gallstone  colic. 

Acute  pancreatitis  must  be  separated  from  intestinal  obstruction,  per- 
foration of  the  duodenum,  and  the  perforation  of  a  gastric  ulcer.  It  must 
44 
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not  be  confused  with  rupture  of  the  gall-bladder,  suppurative  cholecystitis, 
and  fulminating  appeniiicitis.  The  differential  diagnosis  frona  intestinal 
obstruction  has  already  been  touched  upon.  If  doubt  exists  an  operation 
will  reveal  the  true  cause  of  the  symptoms,  for  in  pancreatitis  fat-necrosis 
may  be  evident  as  soon  as  the  Ijelly  is  opened.  The  operation  is  justified, 
because  it  ought  to  be  performed  in  either  instance  to  save  life.  When  per- 
foration of  the  stomach  or  duodenum  is  considere<l,  the  liistory  of  an  old 
gastric  ulcer  or  of  hemorrhage  from  the  bowel,  in  which  dark,  tarry  blood  is 
passeti,  will  Ix-  of  importance,  and  here,  again,  an  operation  to  save  life  is 
necessary,  wliether  the  condition  be  pancreatic  disease  or  perforation. 

When  suppurative  cholecystitis  is  suspected,  it  may  be  confirmed  by  the 
discovery  that  the  early  swelling  is  in  the  neighborhood  of  the  gall-bladder, 
and  a  history  of  typhoid  fever  or  of  gallstones  will  be  presented.  However, 
this  latter  history  may  be  equally  suggestive  of  secondary  pancreatic  disease. 
Here,  again,  an  operation  primarily  for  diagnosis  and  secondarily  for  relief 
is  indicated. 

Perhaps  the   most  impwrtant  differential   diagnosis  lies  between   acute 
pancreatitis  and  fulminating  appendicitis,  because  appendicitis  is  a  common 
disease,  because  the  |)ain  accompanying  it  is  often  referred  to  the  epigas- 
trium»  aiiil  because  an  incision  in  the  pancreatic  region  is  far  removed  from  , 
that  rei|uire<i  for  appendectomy. 

Palpation  of  the  appendix  wilt  usually  elicit  pain  over  its  site,  and,  perhaps, 
localized  swelling.  Examination  by  the  rectum  may  reveal  marked  iliac 
tenderness  and  a  history  of  repeated  attacks  of  appendicitis  may  be  found. 

A  valuable  aid  to  diagnosis  in  these  cases  is  the  examination  of  the  urine 
for  leucin  and  tyrosin.  which  are  not  present  in  hcaltliy  urine,  although  they 
may  be  present  in  other  conditions  than  pancreatitis.  The  urine  is  pre-. 
cipitated  with  basic  lead  acetate  and  filtered.  The  filtrate  from  w4iich  the! 
excess  of  lead  has  been  removed  by  hydrogen  sulphide  is  now  evaporated 
almost  to  4lryncss  and  allowed  to  stand  for  crystallization  to  take  place,  when 
crystals  of  leucin  and  tyrosin  may  be  found.  (For  a  valuable  article  on  the 
chemistry  of  the  urine  in  disease  of  the  pancreas  see  Cammidge,  British 
Medical  Journal,  April  2,  1904.) 

Opie  has  descril>ed  a  test  for  lypolytic  substances  in  the  urine,  and 
Cammidge  has  arlv<jcated  a  test  for  glycerin  derivatives  in  the  urine  as 
aids  to  diagnosis;  but  neither  of  these  methods  is  readily  employed  by 
the  general  pr;ictitioner. 

Prognosis. — Acute  pancreatitis  is  always  an  exceedingly  grave  state.  Death  ^ 
ensues  in  the  majority  of  eases.    Recovery  occurs  in  the  very  mild  e^ses*  as 
has  been  proved  by  instances  in  which  a  subsequent  operation  has  revealed 
the  evidences  of  the  disease. 

Treatment. — The  treatment  of  acute  pancreatitis  consists  in  the  prompt 
institution  of  surgical  proceedings  as  soon  as  the  shock  of  the  onset  of  tlie 
disease  has  been  overcome.  Robson  insists  that  the  surgeon  should  not  wait 
until  collapse  pfisses  off,  as  the  collapse  may  be  due  to  septic  al>3orption, 
which  only  an  operation  can  relieve.  Hy  the  relief  of  pressure,  the  pro- ' 
viding  of  drainage,  and  the  removal  of  the  cause  of  the  attack,  if  it  exists 
in  the  gall-duct,  relief  may  be  given  the  patient  and  the  process  arrested 
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before  it  has  proceeded  too  far.  In  a  certain  proportion  of  cases,  however, 
the  state  of  the  patient  from  the  onset  is  too  grave  to  permit  of  surgical  inter- 
vention. Excessive  pain  is  to  be  relieved  by  morphine  given  hypodermicallj, 
and  collapse  is  to  be  treated  by  the  empio>Tnent  of  strychnine  and  atropine. 

The  treatment  of  the  subacute  fomi  of  the  disease  consists  In  supporting 
the  nutrition  of  the  patient  by  the  use  of  predigested  foods  and  stimulants, 
and  by  surgical  intervention  for  the  relief  of  tension  and  removal  of  pus  as 
soon  as  the  diagnosis  is  made  and  the  patient  is  strong  enough  to  stand 
operative  pro<-tMiurcs. 

Ohronic  Pancreatitis.^This  form  of  pancreatitis  has  been  in  the  past 
considere*]  quite  rare,  but  it  would  seem  probable  that  it  exists  more  com- 
monly than  is  generally  thouglit.  It  is  usually  developi»d  as  a  result  of 
chronic  catarrh  of  the  duct  of  Wirsung.  which,  in  turn,  is  caused  by  chronic 
gastroduodenal  catarrh  or  by  cliulcHthiasis,  pancreatic  Uthiiisis,  or  by  gastric 
ulcer. 

Of  chronic  pancreatitis,  Opie,  of  Baltimore,  thinks  there  are  two  types. 
One  is  an  interlobular  [lancreatitis,  with  increase  in  the  connective  tissue 
l>etw'een  the  lobules;  the  intralobular  tissues  Ijciiig  unaffected  and  the  islands 
of  I^ngerhans  escaping  until  very  late  in  the  pathological  process.  This  is 
the  type  of  chronic  pancreatitis  which  follows  Mocking  of  the  pancreatic  duct 
by  a  morbid  growth  or  by  pancreatic  or  Inliary  calculi.  Glycosuria  is  rarely 
present,  because  the  islands  escape.  This  is  the  common  form.  In  the 
second  form  there  is  an  interacinar  pancivatitis,  that  is,  new  connective- 
tissue  formation  in  the  lobules  themselves.  The  islands  of  Langerhans  are 
seriously  affected  in  this  type,  and  hence  glycosuria  is  usually  present.  This 
fonn  is  not  due  to  obstruction  of  the  ducts. 

These  pathfjiogical  facts  show  why  it  is  that  glycosuria  does  not  appear 
as  a  sign  of  pancreatic  disease  in  most  cases  in  which,  as  the  result  of  gall- 
stone disease  or  other  sources  of  infection  or  obstruction,  we  susjvcct  the 
presence  of  pancreatitis.  For  a  recent  and  exhaustive  consitleration  of  the 
Relation  of  the  Islands  of  Langerhans  to  Morbid  Conditions  tif  tlie  Pan- 
creas and  Diabetes  Mellitus  sec  Finney's  article  in  the  Medical  Chroiticle 
for  June,  19()3. 

The  interstitial  t}'pe,  like  the  more  acute  fonns,  may  be  diffuse  or  local- 
ized. When  localized  a  single  area  may  manifest  the  change.  A  somewhat 
subacute  form  is  also  recognized,  an<l  in  some  of  these  cases  there  is 
a  conspicuous  enlargement  of  the  area  involved,  so  that  the  head  of 
tlie  pancreas  when  affected  may  be  mistaken  for  a  neoplasm.  Presum- 
ably this  enlargement  represents  a  cellular  infiltration,  which  later  passes 
on  to  a  fibrosis.  The  typical  fibroid  pancreas  is  small,  dense,  resists  incision, 
and  may  creak  when  under  the  knife.  Fatty  infiUration  is  usually  also 
present,  and  evidences  of  a  priinary  acute  process  may  be  manifest.  On 
microscopic  examination  there  is  a  notable  increase  in  the  fibrous  tissue, 
which,  as  already  stated,  may  be  perilobular  or  interlobular,  or  it  may  l>e 
interacinar.  In  the  latter  form  the  islands  of  Langerhans  show  hyaline  or 
fibrohyallne  transformation,  or  they  may  be  absent  from  certain  areas,  or, 
perhaps,  cannot  be  demonstrated  in  any  part  of  the  organ.  The  ducts 
may  show  dilatation,  and  in  some  instances  be  stained  with  bile. 
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Symptoms. — Chronic  pancreatitis  may  be  divided  into  those  cases  in  which 
the  sjTnptoms  are  mild  and  those  in  which  they  are  severe.  In  one  caae 
there  may  be  little  if  any  pain,  but  there  is  present  persistent  loss  of  flesh, 
and  in  the  epigastrium,  near  the  gall-bladder,  may  be  found  a  hard  mass 
which  may  be  mistaken  for  a  malignant  growth  in  the  stomach  or  gall- 
bladder. The  patient  complains  of  epigastric  distress,  such  as  that  which 
follows  taking  food  which  is  difficult  of  digestion,  and  attacks  of  vamiiing 
may  occur.  Sometimes  jaundice  appears.  Fever  may  be  present  if  the 
infection  of  the  ducts  is  marked. 

In  the  more  severe  form  of  chronic  pancreatitis,  the  symptoms  are  in 
close  accord  with  those  of  the  subacute  form,  in  that  the  symptoms  may 
begin  with  severe  pain  in  the  epigastrium,  bs  if  the  patient  had  gallstone 
colic.  There  is  tenderness  in  the  midepigastrium.  Chills  and  fever  may  be 
well  developed. 

Diagnosis. — Chronic  pancreatitis  is  to  be  separated  from  gallstones  in  the 
ductus  communis  choledochus,  from  cancer  of  the  head  of  the  pancreas, 
from  cancer  of  the  gall-bladder  and  of  the  liver,  and  from  subphrenic  abscess. 
From  impacted  gallstones  in  the  common  duct  the  differentiation  is  prac- 
tically impossible.  Tenderness  on  deep  pressure  will  usually  be  found 
over  the  gall-bladder  in  the  case  of  gallstones  and  over  the  epigastrium  in 
pancreatic  disease,  and  etherization  may  pennit  sufficiently  deep  palpation 
to  feel  the  enlarged  head  of  the  pancreas  if  chronic  pancreatitis  is  present. 
The  distribution  of  the  pain  may  be  of  value  in  the  differentiation.  In 
gallstone  cases  the  pain  is  in  the  gall-bladder  area  and  radiates  aroimd  to 
the  right  scapular  region;  whereas,  in  pancreatic  disease  it  is  central  and 
travels  directly  backward  to  a  space  between  the  ends  of  the  scapula. 

Cancer  of  the  head  of  the  pancreas  is  a  disease  of  advanced  life;  its  onset 
is  usually  painless,  and  the  jaundice  that  may  ensue  is  gradual  in  onset  aiid 
persistent,  because  the  growth  primarily,  or  secondarily,  presses  continually 
on  the  gall-ducts.  The  presence  of  great  swelling  of  the  gall-bladder  in  asso- 
ciation with  jaundice  and  with  the  other  symptoms  of  pancreatic  disease 
already  named  indicates  cancer.  Sometimes  in  these  cases  secondary  can- 
cerous nodules  are  to  be  found  in  the  liver  and  in  other  organs.  The  liver 
may  be  much  enlarged  from  the  damming  back  of  bile  and  from  second- 
ary growths.  Robson  and  Moynihan  lay  stress  on  the  fact  that  the  absence 
of  pancreatic  secretion  from  the  stools  causes  them  to  be  clay-colored,  even 
when  bile  is  present,  and  this  may  aid  in  diagnosis.  If  on  testing  the  stools 
bile  is  found,  and  the  feces  are,  nevertheless,  light  in  hue,  it  is  a  fair  sup- 
position that  pancreatic  secretion  is  absent.  The  test  of  the  urine  for  leucin 
and  tyrosin,  already  described,  should  also  be  used. 

There  are  two  other  facts  which,  if  present,  will  decide  the  diagnosis  posi- 
tively, namely,  fatty  stools  due  to  the  lack  of  pancreatic  juice  in  the  bowel 
and  the  presence  of  glycosuria  due  to  the  invasion  of  the  islands  of  Langer- 
hans  in  the  pancreas  by  the  pathological  process.  Both  of  these  signs  are 
often  absent,  but  if  they  are  present  they  are  pathognomonic  of  pancreatic 
disease.     (See  Diabetes  Mellitus.) 

Prognosis. — Patients  suffering  from  chronic  pancreatitis  in  moderate  d^ree 
may  live  for  months  or  even  for  years.    If  glycosuria  develops  the  prognosis 


PANCREATIC  CALCULUS  693 

becomes  very  grave,  not  only  because  this  symptom  is  grave  in  itself,  but 
because  the  glycosuria  indicates  that  the  involvement  of  the  gland  in  the  dis- 
ease process  is  well-nigh  universal,  for  as  long  as  but  a  few  islands  of  Langer- 
hans  exist  glycosuria  does  not  ensue.  Great  emaciation,  marked  jaundice, 
and  the  development  of  a  tendency  to  have  multiple  hemorrhages  are  evil 
signs. 

It  is  in  this  form  of  pancreatitis  that  surgery  has  given  its  most  valuable 
results,  often  producing  perfect  recovery, 

TtMtment. — ^The  treatment  of  the  mild  form  of  chronic  pancreatitis 
depending  upon  catarrh  of  the  biliary  and  pancreatic  ducts  may  be  medi- 
cinal for  a  time  in  the  hope  that  the  condition  may  be  relieved.  The 
measures  instituted  are  practically  identical  with  those  advised  in  cases  of 
chronic  cholan^tis  (which  see).  It  is,  however,  a  vital  mistake  to  permit 
these  cases  to  drift  along  in  a  state  of  chronic  ill  health,  because  the  condi- 
tion is  one  which  will  eventually  lead  to  pancreatic  cirrhosis,  and  this  in 
turn  results  in  great  emaciation  and  the  development  of  glycosuria,  which 
causes  death.  In  other  words,  if  the  patient  does  not  improve  surgical 
measures  should  be  adopted  to  give  relief. 

The  treatment  of  chronic  pancreatitis  of  the  severe  type  is  wholly  surgical, 
for  it  is  cured  in  the  majority  of  instances  by  abdominal  section  and  drainage 
of  the  pancreatic  and  gall-ducts.  Robson  gives  the  mortality  of  operations 
in  chronic  pancreatitis  as  12.9  per  cent,  in  62  cases.  Operations  in  all  cases 
of  jaundice  are  of  a  grave  character,  because  persistent  oozing  hemorrhage 
is  prone  to  follow.  Robson  and  Moynihan  are  firmly  convinced  that  the 
danger  from  oozing  hemorrhage  after  operation  in  cases  of  jaundice  without 
pancreatic  lesions  is  less  than  in  those  cases  in  which  the  pancreas  is  affected. 
They  strongly  advise  the  use  of  full  doses  of  calcium  chloride  in  all  these 
cases  prior  to  operation,  to  increase  coagulability  of  the  blood.  They  advise 
20  to  60  grain  doses  three  times  a  day  for  one  or  two  days.  It  is  not  to 
be  forgotten  that  the  persistent  use  of  tliis  salt  finally  decreases  the  coagu- 
lability of  the  blood. 

To  sum  up  the  subject  of  treatment,  it  may  be  said  that  all  forms  of  pan- 
creatitis should  be  operated  upon  if  the  condition  is  such  than  an  operative 
procedure  can  be  supported.  While  in  acute  pancreatitis  the  operation  can 
do  litde  good  directly,  it  permits  drainage  and  it  may  remove  some  provok- 
ing cause,  and  so  lead  to  recovery.  In  any  case  it  is  the  patient's  only  chance. 
In  the  hemorrhagic  or  suppurative  cases,  the  relief  of  pressure  or  of  pus  is, 
of  course,  advantageous. 

PAKOREATIO  OALOULUS. 

Pancreatic  calculus  is  an  exceedingly  rare  condition.  The  stones  are 
composed  of  phosphates  and  carbonates.  They  vary  in  size  from  two  and 
a  half  inches  in  length  to  fine  sand,  and  they  may  be  single  or  multiple. 
As  many  as  300  have  been  reported  in  one  case. 

Symptoms. — There  are  no  pathognomonic  signs  of  the  presence  of  pan- 
creatic calculus.  Pain  in  the  upper  zone  of  the  abdomen  near  the  middle 
line  or,  as  in  Minnich's  case,  near  tlie  left  costal  border  may  be  present.    It 


694 


DISEASES  OF  THE  PANCREAS 


is  often  colicky  in  character,  and  with  the  pain  there  may  be  vomiting,  sweat- 
ing, and  collapse,  as  in  gallstone  colic.  Fatty  stixils  from  the  abscnw?  of 
pancreatic  juice  may  be  present,  and  glycosuria  may  occur.  Occasionally 
pieces  of  the  atone  or  small  stones  can  be  found  in  the  stools. 

Treatment. — The  treatment  consists  in  removal  of  the  stones  from  the 
duct  by  operation.  Hypodermic  injections  of  pilocarpine  have  been  advised 
to  increase  the  flow  of  the  pancreatic  fluids  but  this,  of  course,  cannot 
remove  the  stone  if  it  is  embedded. 


PANCREATIC  073TS. 


These  occur  in  four  forms,  namely,  as  retention  cysts,  proliferation  cysts, 
hydatid  cysts,  and  pseudocysts.  Such  cysts  are,  however,  exceedingly  rare. 
Hale  White  states  that  in  (3bOO  autopsies  at  Guy*s  Hospital  cysts  of  tiie  pan- 
creas were  found  only  4  times. 

Retention  cysts  arise  from  blocking  of  the  Bow  of  secretion  by  calculi  or 
by  a  single  calculus,  by  the  formation  of  cicatricial  tissue,  which  narrows  the 
duct,  and  by  pressure  from  neighboring  morbid  growths.  If  no  infection 
accompanies  the  retention  of  the  fluid  a  cyst  results  instead  of  pancreatitis. 

Proliferation  cysts  occur  as  cystadenoma,  or  muitilocular  tmnors,  with  a 
lining  of  cyliiulrical  epithelium,  and  as  cystic  epithelioma.  Hvilatid  cysts  of 
the  pancreas  are  very  rare  indeed,  particularly  in  the  United  States  and 
England;  Hale  White  has  repf)rted  one  in  England. 

Hemorrhagic  cyst  results  from  the  occurrence  of  a  hemorrhage  into  tlie 
gland  tissue.    Its  existence  is  doubted  by  many  pathologists. 

Pseudocysts  are  not  real  cysts  of  the  pancreas,  but  small  cystic  accumula- 
tions of  fluid  iti  adjacent  tissues.    Sometimes  a  pancreatic  pscudo-<*yst  is  due 
to  etTusion  into  the  lesser  peritoneal  ca\'ity.   They  are  thought  to  follow  some  ] 
injury  to  the  epigastrium. 

Pancreatic  cysts  occur  at  all  ages  from  infancy  to  old  age,  and  are  met  with ' 
more  frequently  in  men  than  in  women,  hut  the  difference  in  the  two  sexes 
is  very  slight.  The  fluid  varies  \ery  greatly  in  ap|>carance.  It  may  be  as 
clear  as  water,  or  it  may  be  opaque,  or  yellow,  or  coflFee-colored.  and  even 
green  or  black.  Its  specific  gravity  is  from  1.010  to  1.020,  and  it  contains 
albumin.  Sometimes  it  contains  all  the  digestive  ferments  of  the  pancreas.  ' 
The  presence  of  any  of  theui  is  of  value  in  diagnosis,  but  their  absence  does 
not  negative  the  pancreatic  origin  of  the  fluid.  Nor  does  their  presence 
prove  that  the  cysts  arose  from  the  pancreas.  Pressure  upon  the  pancreas 
and  secondary  changes  in  a  cyst  wall  may  cause  communication  with  the 
pancreas  and  admit  its  secretion  to  the  cyst  cavity.  ' 

Symptoms. — ^The  sjTnptoms  of  pancreatic  cyst  are  dependent  upon  the 
pressure  which  is  produced,  and.  therefore,  more  or  less  discomfort  may  be 
the  only  sign  of  its  existence.  If  the  pressure  is  great  pain  Is  present.  If 
the  cyst  be  large  enough  to  palpate  it  will  be  found  to  fltictuate,  to  \ye  flat 
on  percussion,  and  to  transmit  an  impulse  as  in  ordinary  baUoilemerU, 
Puncture  with  a  fine  aspirating  needle  may  reveal  the  character  of  the  i 
fluid. 


HEMORRHAGES  INTO  THE  PANCREAS  696 

Diagnosis. — ^Pancreatic  cysts  must  be  separated  from  cystic  kidney,  horse- 
shoe kidney,  ovarian  cysts,  cysts  of  the  liver,  hydrops  of  the  gall-bladder,  and 
cysts  of  the  suprarenal  capsules.  It  must  also  be  separated  from  mesenteric 
cysts,  omental  cysts,  and  retroperitoneal  cysts. 

Prognosis. — ^Pancreatic  cyst  may  last  for  years  without  causing  discom- 
fort or  death.  On  the  other  hand,  cases  occur  in  which  the  cyst  ruptures 
into  the  peritoneal  cavity  or  into  the  bowel  or  stomach,  and  when  this  hap- 
pens death  ensues,  preceded  by  vomiting  and  diarrhoea.  Rarely  hemorrhage 
takes  place  into  the  cyst,  and  this  is  accompanied  by  sudden  increase  in 
its  size,  and  by  faintness  and  collapse. 

T^reatment. — ^The  treatment  consists  in  aspiration,  evacuation  and  drainage, 
or  complete  extirpation  of  the  cyst  wall.  The  second  procedure  is  usually 
that  of  election 


PANOBEATIO  TUMORS. 

These  growths  are  exceedingly  rare.  Park  states  that  in  53,000  autopsies 
only  226  showed  primary  malignant  disease  of  this  gland.  Tumors  of  the 
pancreas  consist  in  carcinoma,  sarcoma,  adenoma,  and  gumma.  The  infre- 
quency  of  carcinoma  is  shown  by  the  fact  that  in  23,581  autopsies  made  in 
various  parts  of  the  world,  in  only  29  instances  was  pancreatic  carcinoma 
present.  The  relative  frequency  of  these  growths  is  scirrhus,  encephaloid 
and  colloid. 

Carcinoma  is  the  most  frequent  primary  growth,  according  to  Osier,  and 
sarcoma  is  a  more  common  secondary  tumor  because  of  involvement  of 
the  retroperitoneal  glands  by  this  disease. 

As  nearly  all  cases  of  pancreatic  malignant  growth  are  secondary  to  disease 
of  the  gall-bladder,  a  tumor  in  the  region  of  that  viscus  will  usually  be  found 
to  confirm  the  diagnosis. 

The  prognosis  in  the  case  of  malignant  tumors  is,  of  course,  hopeless.  In 
benign  tumors  the  outlook  depends  upon  the  pressure  symptoms.  If  a 
gumma  is  present,  antisyphilitic  treatment  is,  of  course,  indicated. 

HEMORRHAGES  INTO  THE  PANCREAS. 

This  condition  is  to  be  distinctly  separated  in  the  physician's  mind  from 
"  acute  hemorrhagic  pancreatitis."  Local  hemorrhages  may  take  place  into 
the  pancreas  without  any  injury  being  received  and  without  the  patient  being 
a  sufferer  from  hemorrhages  elsewhere.  The  hemorrhage  may  occur  in  a 
person  who  has  seemingly  been  in  excellent  health  without  any  other  symp- 
toma  than  collapse,  with  a  feeble  pulse  and  evidences  of  shock.  Sometimes 
hemorrhage  into  the  pancreas  occurs  as  the  result  of  aneurysm  of  nearby 
vesseb,  or  of  cancer  of  the  head  of  the  gland.  When  hemorrhage  into  the 
pancreas  occurs,  it  may  be  a  limited  extravasation  of  blood  into  the  gland, 
from  which  the  patient  may  recover,  or  it  may  be  so  profuse  as  to  flood  the 
retroperitoneal  space,  extending  back  to  the  kidneys  and  up  to  the  posterior 
insertion  of  the  diaphragm. 
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The  diflFerentiatlon  between  the  symptoms  produced  by  hemorrhage  mto 
the  pancreas  and  acute  pancreatitis  is  practically  impossible  if  there  is  no 
previous  history  of  hepatic  and  duodenal  disorder.  If  the  condition  is  due 
to  hemorrhage,  an  operation  to  relieve  local  tension  is  indicated,  as  death  is 
due  rather  to  this  cause  than  to  the  loss  of  blood. 


DISEASES  OF  THE  KIDNEYS. 

MALFORMATIONS  OF  THE  KIDKET. 

It  happens  not  very  rarely  that  one  kidney  is  absent,  its  place  being 
occupied  by  a  little  fibrous  tissue  or  by  atrophied  renal  tissue  and  fat  In 
order  that  the  blood  may  be  relieved  of  effete  materials  the  other  kidney  is 
often  very  large,  and,  as  it  is  usually  lower  down  in  the  loin  for  this  reason, 
it  may  be  mistaken  for  a  dislocated  or  cystic  kidney,  and  removed,  which 
means  death  to  the  patient.  Not  uncommonly  one  iudney  is  larger  than  the 
other,  even  if  both  are  functionally  active.  In  other  cases  one  kidney  has  two 
pelves  and  two  ureters.  Perhaps  the  most  common  of  these  malformations 
is  the  so-called  ''horseshoe  kidney,"  in  which  the  two  kidneys  are  joined 
across  the  vertebral  column  by  a  mass  of  renal  or  connective  tissue.  Some- 
times this  horseshoe  kidney  is  displaced  into  the  pelvis,  or  it  may  be  altogether 
on  one  side  of  the  vertebral  column. 

Again,  the  kidneys  may  be  fused  into  a  single  mass,  usually  occupying  a 
median  position  much  below  the  normal  level,  or  even  in  the  pelvis. 

MOVABLE  KIDNEY. 

Definition. — Aside  from  the  renal  malpositions  incident  to  malformation, 
and,  therefore,  essentially  of  congenital  origin,  the  kidney  may  wander  from 
its  normal  position.    Several  forms  of  such  displacement  are  recognized. 

The  movable  kidney  lies  behind  the  peritoneum,  and  usually  can  be  made 
to  assume  its  normal  position,  but  descends  during  the  erect  posture;  its  mal- 
position may  be  parallel  to  the  axis  of  the  body,  or  it  may  show  a  lateral 
movement,  or  the  two  may  be  combined — ^the  "cinder-sifting"  kidney.  The 
organ  may  be  pushed  from  its  place  and  anchored  in  its  new  position — ^the 
"  incarcerated  kidney." 

When  the  kidney  falls  forward  and  develops  a  pedicle,  consisting  of  the 
ureter,  vessels,  and  peritoneum,  the  last  also  covering  the  organ,  it  then 
becomes  a  ^'floating  kidney,**  the  pedicle  forming  the  so-called  mesone- 
phron. 

Kidneys  enlarged  from  any  cause  are  prone  to  displacement,  and  displaced 
kidneys,  on  account  of  obstruction  of  the  ureters  and  veins,  are  frequently 
subject  to  enlargement. 


•MOVABLE  KIDNEY 
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Movable  kidney  is  far  more  frequent  in  women  than  in  men,  in  the  pro- 
portion of  about  7  to  1.  Again,  the  right  kidney  is  the  one  at  fault  in  the 
majority  of  cases,  or  in  the  proportion  of  about  7  to  1 .  Sometimes  both  kid- 
neys are  movable. 

Etiology. — The  most  important  etiological  factor  is  undoubtedly  bodily 
configuration.  Women  of  the  lean,  lank  type  with  floating  rihs  that  slope 
markedly  downward  and  who  are  hollow  in  the  flank,  like  a  hunting  dog  in 
training,  are  the  most  frequent  subjects.  Their  muscles  are  usually  poorly 
developed,  and,  if  they  have  been  pregnant,  as  a  rule,  the  abdominal  wall 
is  relaxed.  If  to  the  natural  configuration  and  these  other  causes  is 
added  the  effect  of  a  tight  corset  and  a  sudden  effort  or  fall,  the  needful 
etiological  factors  are  all  present,  and  a  sharp  pain  in  the  side  may  be  the 
sign  that  the  kidney  has  made  its  maiden  movement  from  its  natural  site. 
In  one  case  the  woman  says  she  has  had  a  fall  and  has  wrenched  her  side  in 
falling;  in  another  she  has  reached  high  above  her  head,  as  in  playing  tennis; 
and  in  a  third  case  a  blow  or  jar  in  a  railway  accident  may  liave  been  the 
needed  trauma. 

Symptoms. — Many  patients  have  no  symptoms  of  this  condition  for  years. 
If  on  examining  the  belly  in  the  region  of  the  gall-bladder  a  floating  kidney 
b  found  in  a  person  ignorant  of  its  existence,  and  anj'thing  is  said  of  it,  the 
patient  not  rarely  becomes  a  hypochondriac  on  this  subject,  and  goes  from 
physician  to  surgeon,  insisting  on  relief  of  symptoms  which  are  often 
not  really  in  existence.  As  the  condition  is.  to  a  large  extent,  harmless,  it 
should  be  ignored,  unless  it  is  causing  symptoms. 

When  symptoms  are  present  they  vary  over  a  wide  degree  of  severity.  In 
some  they  consist  of  a  sensation  of  dragging  in  the  back  and  side,  in  others 
they  amount  to  keen  mifjering,  and  in  still  others  they  may  consist  in  attacks 
of  agony  due  to  twisting  or  angulation  of  the  ureter  by  the  kidney  becoming 
rotated  on  its  axis  or  bent  by  great  displacement.  These  paroxysms  of  pain 
have  been  called  **DieiV9  crises**  Nausea,  vomiting,  chills,  and  collapse 
are  present,  and  after  the  attack  the  urine  is  found  loaded  with  urates  and 
perhaps  pus  and  blood  cells.  Sometimes  even  free  hceniaiuria  may  he  present. 
Wlien  by  postural  change  or  manipulation  the  kidney  assumes  its  nonnal 
position,  a  distinct  renal  pelvis  may  smldcnly  l)e  emptied  and  a  gush  of  urine 
overdistends  the  bladder  and  escapes  by  the  urethra. 

Diagnosis. — There  are  several  states  that  resemble  the  pain  of  floating  kid- 
ney. Violent  pain  in  the  epigastrium  may  be  due  to  this  cause  or  to  appen- 
dicitis, or  gastric  ulcer.  I  have  seen  a-^'Dieii's  em;V'  closely  resemble  a  severe 
attack  of  acute  appendicitis.  It  also  may  resemble  gallstone  or  renal  colic, 
or  the  symptoms  produced  by  abdominal  aneurysm.  The  presence  of  the 
mass  in  the  abdominal  cavity  may  lead  to  a  diagnosis  of  malignant  growth 
or  of  impacted  feces. 

The  dislocated  kidney  may  he  felt  on  careful  palpation  in  thin  women 
just  below  the  border  of  the  ribs  and  back  of  the  area  in  which  the  tip 
of  the  gall-bladder  can  be  felt  when  that  viseus  is  enlarged,  but  gentle 
pressure  often  causes  it  to  disappear.  A  floating  kidney  may,  however,  be 
found  almost  anywhere  in  the  abdominal  cavity,  and  has  even  been  dis- 
covered in  the  pelvis.     When  found  in  the  belly  it  is  usually  so  movable 
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as  to  be  easily  pushed  about,  and  it  is  so  free  and  slippery  that  it  is  ofu^n 
elusive,  being  found  one  moment  and  lost  the  next.  Not  rarely  some  mov^j 
raent  of  the  patient  may  cause  it  to  slip  into  its  normal  position.  This  faet 
often  leads  the  physician  to  overlook  its  presence,  and  only  when  the  patient 
is  repeatedly  examined  is  the  kidiu-y  found  "away  from  home."  In  other 
words,  inability  to  find  a  floating  kidney  at  one  examination  does  not  prove 
that  the  patient  is  not  a  sufferer  from  this  state. 

Pressure  upon  the  kidney  gives  rise  to  a  sickening  sensation,  which  causes 
the  patient  to  wince. 

To  examine  the  patient  properly  the  woman  should  be  placed  on  her  back 
with  the  knees  drawn  up  so  that  the  Ijelly  wall  is  relaxed.  If  the  rit;ht  side 
is  being  examined  the  left  hand  of  the  physician  is  so  placed  that  the  tissues 
of  the  ri^ht  side  can  l>e  grasped  close  to  tlie  last  rib,  between  the  thumb  in 
front  and  the  fingers  behind.  The  patient  is  then  told  to  take  a  deep  breath, 
when  the  kidney  may  be  felt  to  slip  out  between  the  fingers  and  thumb,  as  a^ 
watenneion  see*!  slips  Avhen  pressed  uptui  iu  this  way.  The  left  hantl  remain- 
ing in  situ  to  block  the  pathway  of  return,  the  fingers  of  the  right  baud  can 
now  feel  the  smooth,  rounded  surface  of  the  organ  below  the  area  grasped  by 
the  left  hanil.  If  the  pressure  by  the  left  hand  be  relaxes!  and  pressure' 
upward  is  produced  by  the  right  hand,  the  kidney  may  l>e  felt  to  slip  hack 
into  its  place.  While  the  kidney  is  wandering  deep  palpation  in  the  flank 
may  reveal  a  lack  of  resistance  due  to  absence  of  the  kidney.  \\'hen  the  left 
kidney  is  examined  the  same  process  is  followed,  save  that  the  right  hand 
takes  the  place  of  the  left. 

Treatment. — No  treatment  is  needed  unless  the  kidney  really  causes  pain. 
If  it  does  it  can  usually  he  kept  in  place  by  the  avoidance  of  tight  lacing  and 
of  severe  exercise,  or  by  wearing  a  properly  adjusted  pad  and  bandage  to  sup- 
port the  tissues  just  below  the  floating  ribs.  Operative  interference,  witli  tlie 
object  of  stitching  tlie  kidney  in  place,  is  needed  in  bad  cases,  but  the  diffi- 
culty is  that  the  relief  obtained  by  operation  is  not  permanent  in  all  cases, 
the  kidney  wandering  away  from  where  it  is  sutured.  Further  than  this,  the 
operation  is  not  entirely  devoid  of  danger.  My  colleague.  Dr.  Keen,  has 
placed  the  mortality  at  2  to  3  per  cent  Out  of  137  cases  which  were 
operated  u|>on  and  eoUectetl  by  Watson  there  were  5  deaths,  but  4  were  not 
the  result  of  the  operation.  In  neurasthenic  patients  operation  should  l»e 
avoided,  at  least  until  a  rest  cure  is  instituted,  when  not  rarely  all  signs  of 
renal  tenderness  may  disappear.  Even  in  those  cases  which  have  had  one 
attack  of  severe  pain  (DietFs  crisis)  the  kidney  may  give  no  further  trouble 
if  a  belt  and  pad  are  worn. 


OIROULATOBY  DISTURBAKCES  IN  TH£  KIDNEY. 


Changes  in  the  circulation  in  the  kidneys  produce  very  great  alterations 
in  the  urinary  flow,  both  as  to  its  quantity  and  quality.  If  the  vessels  of  llie 
kidney,  and  particularly  those  of  the  Malpighian  tufts,  are  poorly  supplied 
with  blood,  the  urinary  secretion  is  scanty,  even  though  the  amount  of  solids 
in  the  urine  may  be  fairly  large.    On  the  other  hand,  any  cause  which  sends 
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a  lai^  amount  of  rapidly  flowing  blood  to  the  kidneys  results  in  free  diuresis. 
Thus,  chilling  the  surface  of  the  body  often  causes  a  profuse  urinary  flow, 
and  nitroglycerin,  by  dilating  the  renal  vessels,  may  do  likewise. 

Any  substance  which  acts  deleteri<njsly  upon  the  delicate  cells  of  the 
Malpi^'hian  tufts  causes  them  to  permit  not  only  the  transudation  of  fluid, 
but  of  albumin  as  well. 

Acute  Hypersemia. — An  acute  hyperiemia  of  the  kidneys  may  follow 
exposure  to  cold,  or  the  ingestion  and  attempted  elimination  of  irritating 
substances,  such  as  cantharides,  turpentine,  and  a  host  of  other  drugs 
capable  of  damaging  the  kidney  epithelium.  It  is  also  generally  accepted 
that  a  similar  state  of  these  organs  may  exist  in  the  course  of  acute 
infectious  diseases,  like  scarlet  fever,  but  it  is  exceedingly  doubtful  if  this  is 
the  case  even  in  a  mwiified  form. 

Treatment. — The  treatment  of  this  state  consists  in  the  use  of  a  few  dry 
cups  on  the  hack  over  the  kidneys  and  in  the  liberal  arlniinistration  of  some 
water,  like  Poland  water,  to  flush  these  organs.  Rest  in  l>ed  is.  of  course, 
essential.  An  old-fashioned  and  useful  remedy  is  watermelon-seed  tea  or  the 
infusion  of  flaxseetl.  Often  the  use*  of  an  alkaline  diuretic,  such  as  2  drachms 
of  liquor  potassii  citratis,  with  1  drachm  of  sweet  spirit  of  nitre,  is  ^aluable, 
if  given  every  three  hours. 

Chronic  HjrperSBmia. — Chronic  hypenemia  is  a  very  much  more  common 
condition,  and  occurs  in  nearly  every  case  in  which  the  circulation  becomes 
sluggish  by  reason  of  cardiac  weakness,  as  in  valvular  disejise  with  rupture 
of  comjjensation,  in  cases  of  ascites  with  pressure  on  the  kidneys,  and  when 
tumors  produce  a  mechanical  interference  with  the  flow  of  blood  in  these 
organs. 

Symptoms. — Albuminuria  is  a  prominent  s^Tiiptom  of  this  state,  and 
hyaline  casts  and  tul)C  casts  containing  blood  cells  may  be  found.  The 
amount  of  urine  passed  in  each  twenty-four  hours  is  often  very  scanty. 
If  such  kidneys  are  seen  at  autopsy,  they  will  be  found  to  be  cyanotic 
in  the  early  stages,  somewhat  enlarged  and  heavier  than  normal,  but  the 
capsule  is  not  adherent  and  the  surface  of  the  ki<iney  is  not  roughened, 
I^ter  the  connective  tissue  increases,  and  when  the  kidney  is  incised  it  is 
found  to  be  firm  and  toughs  due  to  overgrowth  of  interstitial  tissue.  The 
pyramids  are  dark  and  purple  in  appearance.  A  more  minute  examination 
will  reveal  the  fact  that  the  capillaries  forming  the  Malpighian  tufts  are 
greatly  engorged,  their  walls  thickene<l,  ami  that  the  vasa  recta,  the  inter- 
lobular veins,  and  the  stellate  veins  of  the  cortex  arc  also  in  a  similar 
state. 

Diagnosis. — Such  kidneys  may  lead  the  physician  to  a  diagnosis  of  neph- 
ritis complicating  cardiac  disease,  but  the  renal  symptoms  often  disappear 
entirely  under  rest  and  proper  cardiac  treatment,  although  developed  fibroid 
changes  in  the  organ  are,  of  course,  irremediable. 

Treatment. — The  treatment  consists  in  giving  the  patient  digitalis  in  full 
doses  if  the  heart  is  feeble,  and  in  appljing  a  hot  compress  over  the  kidneys; 
or  in  the  use  of  dry  cups  over  these  organs,  and  in  the  employment  of  gin  and 
digitalis  as  an  alcoholic  stimulant  to  the  heart  and  kidneys.  Rest  in  bed 
for  the  tired  heart  and  for  the  congestei!  kidneys  is  essential.     Another  very 
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useful  remedy  is  fluid  extract  of  apocynum  cannabinum  in  the  dose  of  5  to 
10  minims  twice  or  thrice  a  day.    (See  Valvular  Disease  of  the  Heart) 


AOUTE  BBiaHT'8  DISEASE. 

Definition. — By  acute  Bright's  disease  is  meant  a  state  in  which  the  tissues 
of  the  kidney  are  involved  in  an  acute  inflammatory  process,  that  is  to  say, 
it  is  an  acute  diffuse  nephritis.  The  condition  is  not  far  removed  from  that 
of  acute  hypersemia  already  described. 

Etiology. — ^The  causes  of  acute  diffuse  nephritis  are  the  acute  infectious 
diseases,  particularly  scarlet  fever,  and  also  diphtheria,  croupous  pnemnonia, 
and  septicaemia.  Sometimes  typhoid  fever  or  malaria  act  as  exciting  causes. 
In  other  cases  an  acute  infection  gains  access  to  the  body  through  the  tonsils, 
and  it  is  remarkable  how  often  evidences  of  renal  irritation  follow  the  onset 
of  tonsillitis.  Still  another  cause  is  exposure  to  cold,  particularly  if  the  circu- 
lation is  disturbed  by  violent  exercise,  and  if  the  kidneys  are  irritated  by  the 
process  of  eliminating  alcohol  and  other  waste  products  after  a  Bacchanalian 
revel.  So,  too,  the  ingestion  and  elimination  of  irritant  poisons  may  cause  it 
Severe  bums  or  scalds  may  also  produce  acute  nephritis. 

Acute  and  subacute  nephritis  are  exceedingly  rare  in  children,  unless 
produced  by  one  of  the  acute  infections,  and  by  this  term  is  included  not 
only  the  eruptive  fevers,  but  infections  such  as  bronchopneumonia  and  the 
various  forms  of  severe  summer  diarrhoea,  in  all  of  which  nephritis  is  by  no 
means  unusual.  Thus,  in  70  cases  of  gastrointestinal  disorder  Morse  found 
signs  of  renal  inflammation  in  no  less  than  15  per  cent,  and  Holt  states  that 
in  every  case  in  which  these  conditions  become  severe  the  kidneys  suffer. 

Pathology  and  Morbid  Anatomy. — As  with  all  acute  inflammatory  processes, 
great  variations  as  to  the  severity  of  the  alterations  in  the  kidney  are  met 
with  in  different  cases.  In  mild  cases  the  organ  may  show  no  gross  changes. 
The  essential  point  to  be  remembered  is  that  the  texture  of  the  kidney  is 
inflamed  through  and  through,  although  not  uniformly  so.  The  glomeruli, 
the  tubules,  the  connective  tissue,  and  the  bloodvessels  all  share  in  the 
process.  In  typical  cases,  for  this  reason,  the  kidney  is  more  or  less  congested, 
enlarged  and  oedematous,  pitting  on  pressure,  and  if  it  is  cut  it  oozes  free 
blood  in  excess.  The  capsule  strips  readily  and  is  often  less  firmly  attached 
than  normal.  As  a  rule,  the  more  oedematous  the  organ  the  less  adherent  is 
the  capsule.  Often  the  pyramids  are  red  and  engorged,  while  the  broadened 
cortex  is  comparatively  pallid. 

In  some  instances  (glomerular  nephritis)  the  glomeruli  appear  to  bear  the 
brunt  of  the  process.  Under  the  microscope  the  vessels  forming  the  tuft  are 
seen  to  be  distended  and  contain  leukocytes  and  larger  cells  ha\ing  large 
nuclei,  which  are  probably  endothelial  in  origin.  Degeneration  of  these 
cells  ensues,  and  as  this  change  progresses  they  are  shed  into  Bowman's 
capsule  with  large  mononuclear  leukocytes,  which  fill  it  so  completely  that 
the  vessels  of  the  tuft  are  compressed.  The  epithelium  lining  the  capsule 
may  escape,  although  it  usually  undergoes  proliferation,  d^eneration,  and 
exfoliation.     Added  to  these  different  sets  of  cells  we  find  an  albuminous 
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exudate,  due  to  the  acute  inflammatory  state  of  the  surrounding  tissues, 
mixed  with  both  red  and  white  blood  cells. 

In  the  tubules  there  is  also  degeneration  and  necrosis  of  the  epithelium 
lining  their  walls,  so  that  the  cells  become  albuminous  or  fatty,  and 
desquamate.  In  this  way  the  tubules  are  more  or  less  distended,  not 
only  with  these  cells,  but  with  red  and  white  cells  and  granular  detritus. 
Fusion  of  these  materials  results  in  the  formation  of  casts  of  the  tubules, 
which  appear  in  the  urine  as  blood  casts,  and  as  casts  of  desquamated 
epithelium. 

As  with  inflammations  elsewhere,  there  b  an  extravasation  of  fluid  into 
the  tissues,  and  when  this  occurs  the  interstitial  portions  of  the  kidney 
become  oedematous,  filled  with  outwandering  leukoc}*tes,  and,  in  addition, 
a  considerable  nimiber  of  small  spheroidal  cells,  many  of  which,  in 
some  cases,  as  shown  by  Councilman,  are  of  the  plasma-cell  type.  If  the 
inflammation  is  very  severe,  there  is  an  actual  hemorrhage  into  the  tissues — 
"hemorrhagic  nephritis."  When  the  extravasation  of  serum  and  leukocytes 
18  particularly  copious,  Delafield  calls  the  condition  "exudative  nephritis." 
Tlus  is  the  form  prone  to  occur  during  or  after  scarlet  fever. 

Symptoms. — ^The  symptoms  of  acute  diffuse  nephritis  are  usually  rather 
sudden  in  onset.  A  child  convalescing  from  scarlet  fever,  or  a  man  suffering 
from  an  acute  infection,  or  after  exposure,  suddenly  suffers  from  scanty 
ttrinary  flow,  and  almost  before  the  scantiness  is  noticed  the  jace  may  be 
seen  to  be  cedematous  and  the  ankles  swollen.  The  patient  may  go  to  sleep 
with  a  normal  visage  and  awaken  with  a  puffy  one,  the  puffiness  being  par- 
ticularly marked  on  the  pendent  side.  In  children,  if  the  nephritic  irrita- 
tion be  severe,  a  convulsion  may  develop  as  one  of  the  early  signs. .  Fever 
may  or  may  not  be  present. 

It  is  an  interesting  fact  that  severe  anosmia  develops  with  extraordinary 
speed,  so  that  the  swollen  face  becomes  pallid  and  white  in  appearance  as 
soon  as  it  is  puffy.  Nausea  and  vomiting  are  often  early  symptoms,  and 
are  to  be  regaided  vrith  some  alarm,  as  they  are  indicative  of  toxsemia. 

The  scanty  urine  is  heavily  loaded  with  solids,  and  if  examined  micro- 
scopically it  shows  red  blood  cells,  epithelial  cells  from  the  uriniferous 
tubules,  and  tube  casts  composed  of  blood  cells,  epithelial  cells,  and 
hyaline  material.  When  the  heat  and  nitric  acid  test  is  applied  to  the 
urine,  the  amount  of  albumin  present  is  found  to  be  very  large,  forming  a 
thick  and  heavy,  curd-like  mass,  which,  in  the  heat  test,  gradually  settles  to 
the  bottom  of  the  tube.  The  pvise  is  usually  hard  and  the  tension  high,  but 
sometimes  the  high  tension  is  more  apparent  than  real,  the  pulse  being  full, 
but  gaseous  in  resistance. 

AuscuUaiion  will  reveal,  in  the  cases  which  have  a  high  arterial  tension, 
an  accentuated  aortic  second  sound,  and  a  comparatively  feeble  first  sound 
at  the  apex.  Sometimes  acute  cardiac  dilatation  develops,  and  secondary 
mimonary  congestion  aids  in  the  destruction  of  the  patient.  In  other  cases 
m  which  cedema  is  particularly  marked  a  rapid  effusion  of  fluid  takes  place 
into  the  jdeural  spaces  and  into  the  peritoneal  cavity,  and  pulmonary  adema 
develops  with  remarkable  rapidity.  The  only  vessels  which  do  not  leak 
freely  are  those  of  the  skin,  the  kidneys,  and  the  bowels.    The  skin  is 
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dry  and  harsh^  the  urine  scanty  or  suppressed,  and  the  bowels  are  usually 
constipated. 

These  are  the  symptoms  of  what  may  be  called  a  severe  attack  of  thel 
disease,  but  it  is  important  to  bear  in  mind  that  very  often  no  cpdema  ia 
present,  and  that  in  others  the  urinary  flow  is  not  greatly  diminished.    Ofteni 
anemia  and  pallor  may  be  the  first  sign  during  convalescence  from  an  acut 
infectious  malady,  to  show  that  all  is  not  well  with  the  kidneys.     In  other 
cases  some  giddiness  may  be  present,  and,  if  the  patient  is  an  adult,  unemic, 
symptoms  are  more  prone  to  develop  than  if  he  is  a  child. 

The  urine  of  |>er3ons  suffering  from  the  infectious  diseases  should  be' 
examined  repeatedly,  in  order  that  the  earliest  signs  of  renal  involvement  may 
be  recognized.    There  is  no  excuse  for  letting  the  condition  run  on  unrecog- 
nized until  it  is  forced  upon  the  physician  by  marked  objective  symptoms. 
Di&gnosia. — It  is  evident  that  this  state  does  not  present  signs  or  symptoms 
which  are  often  presented  by  other  maladies,  but,  on  the  other  hand,  it  is 
important  for  the  physician  to  recall  the  fact  that  certain  prominent  snnptoms 
may  be  absent  without  casting  doubt  on  the  diagnosis.     Thus  the  amount 
of  albumin  in  the  urine  may  be  small,  the  degree  of  oedema  slight,  and  thcj 
urinary  flow  may  not  be  greatly  decreased.     Again,  the  mere  presence  oF 
large   amounts  of   albumin   is   not  alone  indicative,   because,  as  already 
pointed  out  in  the  article  on  circulatory  disorders  of  the  kidneys,  it  often 
happ»ens  that  scanty  urine  and  a  large  amount  of  albumin  are  present  in 
renal  congestion. 

Prognosis, — ^^Fhe  outlook  in  cases  of  acute  diffuse  nephrids,  if  the  patient 
has  previously  had  healthy  kidneys,  is  favorable,  particularly  if  his  habits 
of  life  have  been  satisfactory.  This  statement  holds  true  of  the  acute  condi- 
tion following  exposure  in  young  adults  rather  than  in  children  and  in  young 
adults  who  have  nephritis  from  acute  infectious  maladies,  particularly  scarlet 
fever.  The  younger  the  cliild  the  more  grave  the  danger  in  scarlet  fever. 
(See  Scarlet  Fever.)  Evil  sjTnptoms  are  drowsiness  from  toxcemia,  a  tendency 
to  pulmonary  oedema,  a  feeble  heart,  and  a  free  transudation  into  the  subcu- 
taneous tissues.  Suppression  of  urine  is,  of  course,  a  most  serious  symptom. 
The  renal  lesions  in  those  who  3ur\'ive  the  acute  stage  of  the  inflammation 
vaiy  greatly  in  their  persistency.  In  some  rases  all  signs  of  renal  trouble 
clear  up  in  a  fortnight,  but  in  others  albuminuria  in  some  degree  persists  for 
months  and  returns  whenever  the  patient  is  chilled  or  takes  excessive  exercise. 
When  amemia  is  persistent  and  resists  fresh  air  and  tonics,  even  if  the  albu- 
minuria is  scanty,  suspicion  of  subacute  or  chronic  leaons  foUowinj:  the  acute 
stage  is  aroused.  In  other  cases  tlie  acute  nephritis  is  but  an  exacerbation  of 
a  hitherto  unrecognized  chronic  parenchymatous  nephritis,  in  which  case 
the  outlook  is  most  grave.  Sometimes,  just  as  the  most  encouraging  progress 
is  being  made,  a  terminal  pneumonia  occurs,  and  death  ensues. 

Treatment. — ^The  treatment  of  acute  diffuse  nephritis  consists  in  putting! 
the  patient  to  bed  at  absolute  rest  and  in  the  ordering  of  a  liquid  diet  con-l 
taining  nothing  which  can  irritate  the  kidneys,  such  as  condiments   likel 
pepper  or  mustard.    Counterirritation  over  the  kidneys  in  the  shape  of  fre- 
quently renewed  hot  compresses  are  of  value,  but,  as  a  rule,  it  is  unvnae  to 
add  any  irritating  drug  to  these  compresses,  for  it  may  be  absorbed  and  cause 
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renal  irritation.  If  the  pulse  is  quick,  small  doses  of  tincture  of  aconite 
(1  minim  every  one  or  two  hours)  may  be  given,  with  a  teaspoonful  of  sweet 
spirit  of  nitre  in  cool  water. 

During  convalescence  tincture  of  the  chloride  of  iron  and  tincture  of  nux 
vomica  may  be  used  as  tonics  and  to  combat  ana*mia.  Great  care  shouM 
be  taken  that  the  patient  is  not  exposed  to  cold  and  dampness,  and  that 
woollen  garments  are  worn  next  the  skin  to  protect  it  from  being  chilled, 
since  chilling  of  the  surface  may  produce  secondary  renal  congestion. 
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Definition. — ^The  tenn  "chronic  Bright's  disease"  is  applied  to  several 
types  of  slow,  pversistcnt,  inflammatory^  process  in  the  kidnt^y  which  result 
in  very  definite  alterations  from  the  normal  in  tlifse  organs.  Kach  type  is 
also  so  distinct  from  the  other  in  its  rapidity  of  progress  aiul  resuhs  that  it  is 
difiBcuit  to  regard  them  as  related  in  any  way,  yet  in  each  instance  we  find 
inflammation  and  degeneration  forming  the  chief  pathological  change. 

The  two  chief  forms  of  chronic  Bright's  disease  are  called  "chronic  paren- 
chymatous nephritis"  and  "chronic  interstitial  nephritis,"  because  in  the  first 
the  pathological  process  is  chiefly  concemed  with  the  parenchyma  of  the 
organ,  and  in  the  second  form  the  conspicuous  changes  are  in  the  connective 
tissue. 

There  arc  also  cases  in  which  these  two  forms  of  nephritis  exist  simultane- 
ously, that  is,  the  ki<^lneys  present  the  changes  found  in  both  types.  Indeed, 
these  eases  are  much  more  numerous  than  is  gent-rally  thought,  because 
physicians,  having  been  taught  in  stuilent  days  that  nephritis  is  capable  of 
being  divided  into  two  forms,  are  contitiually  trying  to  fijrce  casi-s  tliat  come 
to  them  into  one  of  these  categories,  it  being  forgotten  that  while  classification 
and  division  are  artificial  methods  devised  for  teaching  purposes,  nature  does 
not  adhere  to  any  such  boundaries,  but  presents  cases  which  may  partake  of 
more  than  one  type  at  the  same  time.  It  is  perhaps  well,  then,  to  consider 
that  chronic  Bright*s  disease  is  a  chronic  difl'usc  nephritis,  although  some- 
times the  parenchjTna  and  sometimes  the  interstitial  tissues  suffer  chiefly. 

On  the  other  hand,  the  clinical  pictures  afforded  by  the  two  classes  of 
cases  constitute  adequate  grounds  for  recognizing  chronic  parenchymatous 
nephritis  as  diiFeront  from  the  chronic  interstitial  form.  There  can  be  no 
doubt  that  we  have  been  laying  too  much  stress  on  the  results  obtained 
from  an  examination  of  the  urine  in  dilferentiating  the  two  conditions. 
Sometimes  a  urinary  examination  at  once  settles  the  diagnosis,  but  Cabot 
is  clearly  right  in  his  contention  that  llie  urine,  in  many  cases,  offers  no 
information  as  to  the  exact  type  of  change  going  on  in  the  renal  cortex. 
Differentiation,  when  possible,  must  rest  upon  symptoms  considered  with  the 
results  of  urinary  examination. 

Etiology. — Chronic  nephritis  may  follow  acute  nephritis,  but  this  is 
very  rarely  the  case.  Its  most  common  causes  are  alcoholism  and  exposure, 
and  in  the  upper  classes  alcoholism  and  overfeeding,  with  lack  of  exercise. 
Gout  and  syphilis,  chronic  lead  poisoning,  and  chronic  digestive  disorders 
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are  also  causes,  in  all  probability.    Wliile  the  latter  are  not  as  yet  prox-ed 
to  be  definite  causes,  there  is  good   reason  to  believe   that   the  continued 
absorption  of  toxic  materials  from  the  bowels  for  long  periods  of  time  may 
cause  renal  lesions  in  the  effort  of  these  organs  to  eliminate  the  noxious  sub- 
stances.   A  very  important  cause,  in  all  probability  very  closely  allied  to  those 
just  named,  is  arteriosclerosis,  it  being  considered  that  the  changes  in  the  ^ 
bloodvessels  are  responsible  for  renal  changes,  although,  on  the  other  hand, 
the  renal   lesions  are  c>ftcn   the   cause  of  the  vascular  degeneration.     In 
many  cases  it  is  probable  that  the  same  causes  produce  both  the  arterial  and 
the  renal  changes  sitnultaueoiisly.    In  some  cases,  indeed,  it  may  be  said  in 
the  majority,  the  exciting  cause  of  the  renal  changes  is  undiscoverable,  and 
perhaps  may  depend  upon  some  congenital  defect,  which  as  yet  we  do  not 
understand.     This  defect  may  be  localized  in  the  kidneys,  or  Ue  in  other" 
organs  who.se  im[)erfectly  performed  lalx>r  results  indirectly  in  renal  dis- 
ease. 

Chronic  parenchymatous  nephritis  is  a  disease  of  early  and  middle  life^ 
while  chronic  intei*3titial  nephritis  is  oljserved  in  patients  of  more  advanced. 
years,  but  exceptions  to  this  rule,  of  course,  occur. 

Frequency. — Chronic  renal  disease  is  one  of  the  most  common  maladie» 
affecting  man.  a  large  proportion  of  the  deaths  of  all  persons  over  tliirty 
years  of  age  being  due  to  this  cause.     Not  only  do  the  mortality  statistics 
prove  the  correctness  of  this  statement^  but  it  is  now  becoming  a  well-recuj;- 
nized  fact  that  many  cases  which  die  of  acute  pneumonia  are  in  reality  casea 
of  chronic  nephritis,  in  which  the  pneumonia  acta  as  a  terminal  infection  and 
destroys  the  patient  when  his  powers  of  resistance  have  diminished  as  a  result 
of  his  renal  state.    The  United  States  census  for  19(X)  shows  that  disease  of 
the  kidneys  stands  sixth  iu  the  list  of  diseases  causing  death,  pneumonia, 
tuberculosis,  heart  disease,  diarrhoeal  affections,  and  unknown  causes  only 
leading  it. 

Of  41,924  medical  cases  treated  in  five  large  Philadelphia  hospitals,  1395, 
or  3.32  per  cent.,  were  affected  with  nephritis,  and  of  24,624  medical  rases 
treated  in  four  large  Philadelphia  hospitals  in  which  the  form  of  the  lesion 
was  stated,  797,  or  3.23  per  cent.,  were  affected  with  chronic  nephritis.  On 
the  other  hand,  of  22X,232  cases  treate<l  in  the  medical  dispensaries  of  four 
large  Philadelphia  hospitals,  only  1902,  or  0.9  per  cent,  were  affected  with 
some  form  of  nephritis.  This  remarkable  difference  in  frequency  tn  the 
wards  and  in  the  out-patient  departments  is  probably  due  chiefly  to  the  fact 
that  most  of  the  cases  of  renal  disease  presenting  themselves  for  treatment 
were  so  ill  that  they  became  in-patients,  and  are  so  recorded. 

From  this  point  on  it  will  be  best  to  consider  the  two  chief  forms  of  chronic 
renal  disease  separately. 

Chronic  Parenchymatous  Nephritis. — Chronic  parenchymatous  nephritis 
is  sometimes  called  **  chronic  desquamative  nephritis,"  because  of  the  des- 
quamation of  the  epithelial  cells  lining  the  tubules;  *'  chronic  tubular 
nephritis,"  because  the  uriniferous  tubules  are  involved,  or  in  certain 
cases,  "  chronic  glomerulonephritis,"  because  the  glomeruli  of  llie  kidney 
are  chiefly  affected  in  tiiis  malady.  It  is  also  called  **  chronic  diffuse 
nephritis." 
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Pathology  and  Morbid  Anatomy. — In  typical  cases  the  Iddcey  is  found  to 
be  lai^e,  pale,  its  subcapsular  veins  conspicuous,  and  the  capsule  easily 
detached.  The  organ  offers  little  resistance  to  incision,  and  inspection  of  the 
incised  surfaces  shows  that  the  marked  enlargement  of  the  organ  is  due  to 
broadeningof  the  cortex.  The  medullary  pyramids,  while  often  lighter  in  color 
than  normal,  never  attain  the  pale  yellowish  hue  of  the  cortex,  and  may  be 
dark  from  associated  congestion.  In  this  form  the  microscope  slu)ws  the 
epithelium,  especially  that  of  the  convoluted  tubules,  granular  or  evt'ii  fatty, 
desquamating,  and  coalescing  to  form  casts,  which  may  readily  be  recognized 
in  position,  or,  having  been  passed,  these  casts  leave  tubules  w  hich  are  imper- 
fectly lined  by  epithelial  cells.  There  is  a  less  conspicuous,  but  fairly  con- 
stant, change  of  a  similar  character  iuvolv  ing  the  glomerular  epitlielium.  and 
also  the  epithelial  cells  of  some  of  the  pyramidal  tubes.  Hemorrhages  in  the 
interstitial  tissue  are  sometimes  present.  This  is  tlie  form  called  "  large  white 
kidney." 

In  some  cases  the  interstitial  tissue  is  but  slightly  involved^  but  in  others  it 
IS  notably  increased  and  irregularly  distributed,  with  unequal  contractions, 
giving  rise  to  a  more  or  less  bossed  or  granular  suiface,  not  unlike  that 
seen  in  typical  interstitial  nephritis.  In  this  form  (small  white  kidney)  the 
organ  may  not  be  enlarged,  and  may  be  even  smaller  than  normal.  It  resists 
incision,  due  to  the  increase  in  fibrous  tissue,  which,  with  the  unaided  eye, 
may  be  seen  as  grayish  patches  in  the  yellow  cortex.  Hemorrhages  ma}'  be 
present,  mottling  the  incised  surface  with  reddish  or  reddish-brown  areas. 

Microscopically,  the  changes  in  the  epitlielium  arc  similar  to  those  seen 
in  the  large  white  kidney,  but  the  increase  in  fibrous  tissue  constitutes  a  con- 
spicuous difference.  It  has  not  been  definitely  decided  whether  the  small 
white  kidney  is  a  later  stage  of  large  white  kidney,  an  independent  affection, 
or  a  form  of  nephritis  which  having  been  primarily  interstitial  has  had 
parenchj-matous  disease  superimposed. 

The  cardiovascular  changes  of  chronic  parenchymatous  nephritis  are 
similar  in  kind,  but  do  not  approach  in  degree  those  found  in  chronic 
interstitial  nephritis.  With  the  small  white  kidney,  cardiac  hypertrophy 
an<l  slight  arteriosclerotic  changes  are  not  of  infrequent  occurrence.  There 
is  usually  an  excess  of  fluid  in  the  serous  cavities,  a  varying  quantity  of 
cedema  in  the  subcutaneous  fat,  and  also  in  the  lungs  and  meninges. 
Retinal  hemorrhages  are  occasionally  ob&tTved. 

Symptoms. — When  chronic  diffuse  nephritis  of  the  'Marge  white  type'*  is 
well  developed  there  are  few  clinical  pictures  which  are  so  typical.  The  more 
or  less  sivollen  visage;  the  ffreu^if,  pallid  nkht;  the  stupid  jacies^  and  the 
dyspncca  on  exertion  strike  the  eye  at  once.  Not  rarely  the  paitly  buttoned 
waistcoat  and  the  loosely  laced  shoes  show  that  sufficient  anasarca  exists  to 
cause  the  patient  some  discomfort. 

If  the  pretibial  tissues  are  pressed  upon,  they  pit  on  pressure.  Percussion 
may  show  the  presence  of  fluid  in  the  pleural  and  peritoneal  cavities,  although 
large  effusions  are  not  commonly  met  with  in  these  cases. 

If  the  heart  is  examined,  its  sounds  are  found  to  be  altered,  so  that  the 
firxi  sound  lacks  fjood  quitliiy^  and  the  second  soiotd  is  usualty  accentuated. 
The  pidse  is  rapid,  and  the  arterial  tension  higher  tljan  normal.  The 
45 
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are  also  causes,  in  all  probability.    While  the  latter  are  not  as  yet  pro^Td 
to  be  definite  causes,  there  is  good   reason  to  iK'lieve  that  the  continued 
absorption  of  toxic  materials  from  the  bowels  for  long  periods  of  time  may 
cause  renal  lesions  in  the  effort  of  these  organs  to  eliminate  the  noxious  sub- 
stances.   A  very  important  cause,  in  all  probability  very  closely  allied  to  thoee 
just  named,  is  arteriostlerosis.it  being  considered  that  the  changes  in  the 
bloodvessels  are  responsible  for  renal  changes,  although,  on  the  other  hand^ 
the  renal   lesions  are  often   the  cause  of  the  vascular  degeneration.     In. 
many  cases  it  is  probable  that  the  same  causes  produce  both  tlie  arterial  anA. 
the  renal  changes  simultaneously.    In  some  cases,  indeed,  it  may  he  said  iim- 
the  majority,  the  exciting  cause  of  the  renal  changes  is  undiscoverable,  ancM 
perhaps  may  depend  upon  some  congenital  defect,  which  as  yet  we  do  no^ 
understand.     This  defect  may  be  localized  in  the  kidneys,  or  lie  in  othc^ 
organs  whose  imperfectly  {>erformed  lal>or  results  indirectly  in  renal  dis — 
ease. 

Chronic  parenchymatous  nephritis  is  a  disease  of  early  and  middle  life 
while  chronic  interstitial  nephntisis  observed  in  patients  of  more  advan< 
years,  but  exceptions  to  this  rule,  of  course,  occur. 

Frequency. — Clironic  renal  disease  is  one  of  the  most  common  maladi 
affecting  man,  a  large  proportion  of  the  deaths  of  all  persons  over  thirt; 
years  of  age  being  due  to  this  cause.  \ot  only  do  the  mortality  statistic 
prove  the  correctness  of  this  statement,  but  it  is  now  becoming  a  well-recog- 
nized fact  that  many  cases  which  die  of  acute  pneumonia  are  in  reality  ca: 
of  chronic  nephritis,  in  which  the  pneumonia  acts  as  a  tenninal  infection  an 
destroys  the  patient  when  his  powers  of  resistance  have  diminished  as  a  rcsul 
of  his  renal  state.  The  United  States  census  for  1900  shows  that  disease  o: 
the  kidneys  stands  sixth  in  the  list  of  diseases  causing  death,  pneumonia,^ 
tuberculosis,  heart  disease,  diarrhoea!  affections,  and  unknown  causes  only^ 
leading  it. 

Of  41 ,924  medical  cases  treated  in  five  large  Philadelphia  hospitals,  1395,*. 
or  3.32  per  cent.,  were  affected  with  nephritis,  and  of  24,624  medical  cases- 
treated  in  four  large  Philadelphia  hospitals  in  which  the  form  of  the  lesiorfc 
was  stateil,  797,  or  3.23  per  cent.,  were  affected  with  chronic  nephritis.    Oa 
the  other  hand,  of  228,232  cases  treated  in  the  medical  dispensaries  of  four- 
large  Philadelphia  hospitals,  only  1902,  or  0.9  per  cent,  were  affected  with 
some  form  of  nephritis.     This  remarkable  difference  in  frex^uency  in  the 
wards  and  in  the  out-patient  departments  is  probably  due  chiefly  to  the  fact 
that  most  of  the  cases  of  renal  disease  presenting  themselves  for  treatment 
were  so  ill  that  they  became  in-patients,  and  are  so  recorded. 

From  this  point  on  it  will  be  l>est  to  ci>nsider  the  two  chief  forms  of  chronic 
renal  dist-'ase  separately. 

Chronic  Parenchymatous  Nephritis. — Chronic  parenchymatous  nephritis 
is  sometimes  called  "  chronic  desquamative  nephritis,"  because  of  the  des- 
quamation of  the  epithelial  cells  lining  the  tubules;  "chronic  tubular 
nephritis,"  because  the  uriniferous  tubules  are  involved,  or  in  certain 
cases,  "  chronic  glomerulonephritis,"  because  the  glomeruli  of  the  kidney 
are  chiefly  affected  in  this  malady.  It  is  also  callwl  *'  chronic  diffuse 
nephritis." 
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Pathology  and  Morbid  Anatomy. — In  typical  cases  the  Iddney  is  found  to 
be  large,  pale,  its  subcapsular  veins  conspinuous,  anci  the  capsule  easily 
detached.  The  organ  otTers  little  resistance  to  incision,  and  inspi-ction  of  the 
incised  surfaces  shows  that  the  marked  enlargement  of  the  organ  is  due  to 
broadeningof  the  cortex.  The  medullary  pyramids,  while  often  ligliter  in  color 
than  normal,  never  attain  the  pale  yellowish  hue  of  the  cortex,  and  may  be 
dark  from  associateil  congestion.  In  this  form  the  microscope  shows  the 
epithcHura.  especially  that  of  the  convoluted  tubules,  granular  or  even  fatty, 
desquamating,  and  coalescing  to  form  casts,  which  may  readily  be  recognized 
in  position, or,  having  l>een  passed,  these  casts  leave  tubules  which  are  imper- 
fectly lined  by  epithelial  cells.  There  is  a  less  conspicuous,  but  fairly  con- 
stant, change  of  a  similar  character  involving  the  glomerular  epithelium,  and 
also  the  epithelial  cells  of  some  of  the  pyramidal  tubes.  Hemorrhages  in  the 
interstitial  tissue  are  sometimes  present.  This  is  the  form  called  "  large  white 
kidney." 

In  some  cases  the  interstitial  tissue  is  but  slightly  involved,  but  in  others  it 
is  notably  increased  and  irregularly  distributed,  with  unequal  c-ontractions, 
giving  rise  to  a  more  or  less  bossed  or  granular  suiTaec,  not  unlike  that 
seen  in  typical  interstitial  nephrids.  In  this  form  (small  white  kidney)  the 
organ  may  not  be  enlarged,  and  may  be  even  smaller  than  normal.  It  resists 
incision,  due  to  the  increase  in  fibrous  tissue,  which,  with  the  unaided  eye, 
may  be  seen  as  grayish  patches  in  the  yellow  cortex.  Hemorrhages  may  be 
present,  mottling  the  incised  surface  with  reddish  or  reddish-brown  areas. 

Microscopically,  the  changes  in  the  epithelium  are  similar  to  those  seen 
in  the  large  white  kidney,  but  the  increase  in  fibrous  tissue  constitutes  a  con- 
spicuous difference.  It  has  not  been  definitely  decided  whether  the  small 
white  kidney  is  a  later  stage  of  large  white  kidney,  an  irdependent  affection, 
or  a  form  of  nephritis  which  having  been  primarily  interstitial  has  had 
parenchymatous  disease  superimposed. 

The  canliovascular  changes  of  chronic  parenchymatous  nephritis  are 
similar  in  kind,  but  do  not  approach  in  degree  those  found  in  chronic 
interstitial  nephntis,  With  the  small  white  kidney,  cardiac  hypertrophy 
and  slight  arteriosclerotic  changes  are  not  of  infrequent  occurrence.  There 
is  usually  an  excess  of  fiui<l  in  the  serous  cavities,  a  varj'ing  quantity  of 
cederaa  in  the  subcutaneous  fat,  and  also  in  the  lungs  and  meninges. 
Retinal  hemorrhages  are  occasionally  observed. 

Symptoms. — When  chronic  difTuse  nephritis  of  the  'Marge  white  type"  is 
well  developed  there  are  few  clinical  pictures  which  are  so  typical.  The  more 
or  less  swollen  visage;  the  greajty,  paUld  skin:  the  stupid  jacies,  and  the 
dyspnwa  on  exertion  strike  the  eye  at  once.  Not  rarely  the  partly  buttoned 
waistcoat  and  the  loosely  laced  shoes  show  that  sufficient  aitamrm  ( \ists  to 
cause  the  patient  some  discomfort. 

If  the  pretibial  tissues  are  pressed  upon,  they  pit  on  pressure.  Percussion 
may  show  the  presence  of  fluid  in  the  pleural  and  peritoneal  cavities,  although 
large  effusions  are  not  commonly  met  wnth  in  these  cases. 

If  the  htart  is  examined,  its  sounds  are  found  to  be  altered,  so  that  the 
first  sound  lacks  rjood  qitalitt/,  and  the  second  sound  is  usually  accentuated. 
The  pidse  is  rapid,  and  the  arterial  tension  higher  than  normal.  The 
4^ 
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patient  is  prone  to  be  sleepy  during  the  day  and  restless  at  nighti  and  may 
be  d)jspncBic  on  lying  down.  The  urine  is  scanty  and  heavily  laden  with 
solids,  and  under  the  microscope  shows  a  large  number  of  /a//y,  granidar, 
hyaline,  and  epUkelial  casts^  leukocytes,  and  even  red  blood  corpuscles.  Occa- 
sionally the  granular  casts  are  particularly  opaque  to  light,  forming  the  "big 
black,  granular  casts,"  which  are  so  significant  of  severe  parenchymatous 
nephritis.  Teste<l  with  heat  or  nitric  aeid^  the  urine  is  found  to  contain  an 
excessive  amount  of  albumin,  so  that  the  coagulum  may  equal  half  the  urine. 
The  specific  gravity  of  the  urine  is  high — about  1.025.  With  the  advent  of 
market!  interstitial  fibrosis,  the  quantity  of  urine  increases  and  may  equal  or 
even  exceed  the  normal  amount.  At  this  time  the  albumin  diminishes,  the 
casts  often  lessen  in  number,  and  cardiovascular  changes  occur,  the  chief 
sign  of  which  is  increased  arterial  tension. 

When  the  function  of  the  kidneys  is  seriously  disturbed,  apathy,  stupor, 
and  finally  coma  may  ensue  from  uuFmia^  and  in  some  cases  conirulsions 
occur.  These  may  vary  from  a  slight  twitch  follow^ed  by  stupor  to  a  severe 
general  convulsion,  in  which  all  the  voluntary  nmscles  are  involved.  Some- 
times a  fleeting  monoplegia,  aphasia,  or  hemiplegia  comes  on  as  the  result 
of  the  urjemic  poisoning  and  without  any  connection  with  an  actual  apoplexy. 
(See  Urieraia.) 

Patients  suffering  from  chronic  parenchymatous  nephritis  are  sometimes 
seized  by  a  severe  serous  diarrhwa,  which  is  an  effort  at  elimination  on 
the  part  of  the  economy,  and  should  be  cautiously  cheeked  only  when  it 
becomes  severe  enough  to  be  dangerous  in  itself. 

Comparatively  rarely  in  the  course  of  chronic  parenchymatous  nephritis 
an  albuminuric  retinitis  develops,  but  when  the  neplu'itis  complicates  preg- 
nancy this  ocular  symptom  is  very  common. 

The  combinations  of  symptoms  just  recited  are  met  with  in  the  well- 
developed  eases  which  present  characteristic  manifestations  of  the  disease. 
It  is  to  be  distinctly  recollected  that  in  many  cases  few  or  none  of  these  signs 
develop  until  the  patient  is  suddenly  ovenvhelmed  by  the  clima.x  of  his 
malady,  and  that  of  all  the  chronic  and  grave  maladies  which  affect  man 
none  advance  and  develop  as  insidiously  as  docs  chronic  parenchymatous 
nephritis  in  many  cases.  In  one  instance  a  persistent  indigestion  which  fails 
to  yield  to  appropriate  digestive  remedies  is  found  to  be  due  to  renal  disease; 
in  another  anmnia  fails  to  yield  to  ordinary  chalybeates  and  is  found  to  be 
renal  in  origin;  in  still  another  a  persistent  failure  of  health  without  appar- 
ent cause  has  its  origin  in  bad  kidneys.  In  yet  another  group  of  cases  a 
persistent  bronchitis  is  founded  on  this  cause.  If  consulting  physicians  could 
be  polled,  I  feel  confident  that  they  would  universally  sl^te  that  the  average 
case  of  grave  ill-health  seen  by  them  in  consultation,  when  the  diagnosis  is 
obscure,  is  not  really  difficult  of  diagnosis  if  the  state  of  the  kidneys  is 
carefully  studied.  It  is  not  sufficient  to  examine  the  urine  once.  It  should 
be  done  repeatedly  before  deciding  that  it  throws  no  light  on  the  case. 

An  important  clinical  fact  to  bear  in  mind  is  that  a  latent  chronic  parenchy- 
matous nephritis  may  exist  for  a  long  time,  and  finally  be  recognized  by  tlie 
sudden  development  of  unemia  due  to  an  acute  congestive  nephritis  coming 
on  as  a  complication. 
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Diagnosis. — The  diagnosis  of  chronic  parenchymatous  nephritis  is  reached 
by  the  following  symptoms  and  tests;  The  face  is  putfy  and  pallid;  there  is 
often  dyspnoea,  even  without  exertion,  and  the  second  sound  of  the  heart  is 
usually  accentuated.  If  the  case  is  well  developed,  general  anasarca  may 
be  manifest.  The  chief  diagnostic  factor,  however,  is  the  state  of  the 
urine.  It  is  less  than  normal  in  quantity,  of  high  specific  gravity,  and 
contains  very  considerable  quantities  of  albumin.  (See  Albuminuria.)  A 
microscopic  examination  of  its  sediment  reveals  fatty,  granular,  and  hyaline 
casts,  red  blood  cells,  and  large  amounts  of  desquamated  epithelium  from  the 
uriniferous  tubules.  The  gravity  of  the  disease  is  usually  in  direct  propor- 
tion to  the  quantity  and  quality  of  the  casts,  the  large,  dark,  granular  casts 
being  indicative  of  grave  diseiise.  Quantitative  analysis  reveals  marked 
decrease  in  the  total  elimination  of  urea  in  each  twenty-four  hours. 

Prognosis. — ^The  prognosis  of  chronic  parenchymatous  nephritis  is  inevi- 
tably fatal,  and  the  patient's  life  is  rarely  prolonged  over  a  few  months,  when 
once  the  disease  is  well  developed.  In  those  cases  of  chronic  parenehymatons 
nephritis  characterized  by  early  dropsy  which  rapidly  develops  into  general 
anasarca,  Senator  states  that  the  duration  of  life  varies  from  a  few  months  to 
a  year.  In  those  cases  in  which  the  development  of  dropsy  is  gradual  and 
irregular,  varying  in  degree  from  time  to  time,  he  says  that  death  ensues  in 
from  one  to  two  years  after  the  beginning  of  the  malady.  Striimpell  gives 
the  average  duration  of  life  in  chronic  parenchymatous  nephritis  as  from  one- 
half  to  one  antl  one-lialf  yeai-s.  Every  clinician  of  experience  will,  however, 
agree  with  Senator  in  recognizing  another  class  of  cases  which  extend  over 
several  years,  and  which  nre  characterized  by  mildness  of  symptoms.  In  these 
cases  there  is  not  much  albumin  in  the  urine,  but  slight  headache,  and  little 
swelling  of  the  lower  extreniitics  or  of  the  face.  Gradually  those  patients 
become  worse,  until  they  finally  fall  into  one  of  the  wcll-delined  classes 
already  described.  They  are  probably  representative  of  that  form  of  the 
disease  characterized  by  moderate  changes  in  the  parenchyma  of  the  kidney 
with  associated  interstitial  disease. 

Treatment. — It  has  been  generally  held  that  diet  is  a  very  important  factor 
in  the  treatment  of  this  form  of  renal  disease,  ^^^lile  it  is  somewhat  icono- 
clastic to  say  that  this  general  belief  is  untrue,  it  is,  nevertheless,  a  fact  that  a 
generous  diet  which  docs  not  strain  the  digestion  and  the  eliminating  organs 
can  usually  be  allowed  in  most  cases.  We  have  before  us  a  patient  who  is 
bound  to  die  within  a  few  months,  and  the  question  arises  as  to  whether  we 
can  s*j  regulate  the  diet  tliat  we  will  obtain  results  which  compensate  for 
the  discomforts  and  unliappincss  of  the  rigid  milk  diet,  which  is  usually 
ordered,  or  one  which  causes  the  patient  to  regard  his  food  with  loathing 
and  which  is  a  constant  reminder  that  he  is  ill. 

Although  skimmed  milk  is  theoretically  capable  of  maintaining  nutrition, 
it  is  practically  incapable,  because  such  enormous  quantities  must  be 
consumed,  to  provide  an  adult  with  a  sufBcient  amount  of  nutriment. 
Again,  milk  lacks  the  quantity  of  iron  which  ordinary  food  contains.  It  pre- 
sents to  the  patient  the  same  quantities  of  calcium,  magnesium,  potassium, 
and  phosphorus  as  is  found  in  the  ash  of  newborn  animals,  but  it  contains 
six  times  less  iron;  this  lack  of  iron  being  made  up  in  the  young  by  the 
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deal  with  the  products  of  normal  metabolism,  it  would  seem  evident  that 
excessive  quantities  of  water  must  be  harmful.  On  the  other  hand,  there 
can  certainly  he  no  good  results  from  depriving  the  patient  of  water  to  the 
extent  of  making  him  suffer. 

The  remedial  measures  other  than  diet  consist  in  tlie  use  on  each  alter- 
nate day,  if  the  heart  is  strong  enough,  of  a  moderate  Turkish  bath,  in  order 
that  the  skin  may  aid  the  kitlneys  in  eliminating  fluids  and  solids  from  the 
body.  Fresh  air  and  sunlight  are  essential,  and  severe  exercise  is  to  be 
proliibited. 

Drugs  are  of  little  value,  except  to  relieve  symptoms  which  may  be  annoy- 
ing. It  has  been  the  custom  of  physicians  for  many  years  to  prescribe  iron, 
usually  in  the  form  of  Basham's  mixture,  for  the  purpose  of  combating  the 
antemia  of  chronic  parenchymatous  nephritis.  This  method  of  treatment 
does  not  possess  the  achantages  with  which  it  has  been  credited.  The 
aniemia  depends  upon  the  toxeemia  of  the  disease,  and  this,  of  course,  is  not 
removed  by  the  administration  of  iron.  Further  than  this,  iron  has  a  tendency 
to  produce  constipation,  and  constipation  is  prone  to  increase  aniemia,  and, 
again,  constipation  is  a  particularly  undesirable  condition  in  Bright's  dis- 
ease, since  it  prevents  the  bowels  from  aiding  the  kidneys  in  eliminating 
impurities. 

The  administration  of  very  large  doses  of  Basham's  mixture  is,  therefore, 
unwise.  It  should  be  borne  in  mind  that  iron  has  no  curative  effect  upon 
the  renal  condition^  and  therefore  it  is  useless  to  administer  more  than 
the  system  can  utilize  for  the  relief  of  the  secondary  antemia  in  the  blood. 
Small  doses  of  Basham's  mixture  are»  therefore,  as  useful  as  large  ones,  so  far 
as  the  amemia  is  concerned.  If  the  effect  of  Basham's  mixture  as  a  diuretic 
is  desired,  the  liquor  animonii  acctatis  of  the  United  Stales  Pharmacopoeia 
may  be  added  to  a  teaspoonful  of  Basham's  mixture  and  given  three  or  four 
times  a  day,  as  in  this  way  the  diuretic  effect  is  obtained  without  an  excess  of 
iron  being  given. 

Should  evidence  of  cardiac  dilatation  develop  digitalis  is  indicated,  and 
may  be  given  in  the  dose  of  5  or  10  minims  of  the  tincture  three  times  a  day 
until  some  evidence  of  its  physiological  effect  is  obtained,  when  the  dose 
should  be  cut  down  one-half.  While  the  infusion  of  digitalis  has  the  repu- 
tation of  being  more  diuretic  than  the  tincture,  it  is  so  much  more  prone  to 
disorder  the  stomach  that  the  tincture  is  usually  preferable. 

A  useful  formula  in  place  of  digitalis  will  be  found  on  page  519, 

If  unemic  symptoms  develop,  the  patient  should  be  given  a  hot  pack,  and 
if  there  is  any  reason  to  believe  that  pulmonary  oedema  is  threatened,  or  that 
the  heart  is  too  feeble  to  endure  the  hot  pack,  a  hypodermic  injection  of 
strychnine,  Tj^  of  a  grain,  should  be  given  before  the  pack  is  begun.  Some- 
times a  cup  of  strong  black  coffee  is  also  useful  at  this  time<  Pilocarpine 
should  not  be  employed,  as  it  is  too  depressant  and  prone  to  produce  pul- 
monary cedema. 

The  question  as  to  whether  the  bowels  should  be  thoroughly  purged 
by  one  of  the  hydragogue  cathartics  is  debatable.  On  the  one  hand,  it  is 
claimed  that  by  this  means  the  intestines  are  unloaded  and  a  large  quantity 
of  liquid  and  toxic  material  is  removed  from  the  body,  and,  on  the  other, 
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that  the  purging  may  cause  concentration  of  the  blood,  and  so  increase 
toxEEmia.  Probably  the  best  rule  to  follow  is  to  administer  a  hydragogue 
cathartic  only  when  there  is  reason  to  believe  that  the  bowels  are  con- 
fined and  are  consequently  loaded  with  fecal  matter.  Hyp.)demioclysis. 
which  is  so  useful  in  the  ura?mia  of  chronic  contracted  kiduev,  is  worse  than 
useless  in  chronic  parenchymatous  nephritis,  owing  to  the  presence  of 
oedema. 

A  valuable  drug  for  the  purpose  of  diminishing  arterial  tension  and  so 
decreasing  the  work  of  the  heart  and  also  Iwcause  it  diminishes  the  loss  of 
albumin  through  the  kidneys,  is  nitroglycerin,  which  should  be  given  in  the 
dose  of  yhs  ^f  ^  grain  three  or  four  times  a  day.  This  drug  often  increases 
the  urinary  flow  when  it  is  scanty. 

In  regard  to  the  treatment  of  urremic  convulsions,  it  is  commonly  held 
that  the  administration  of  morphine  hypodermically  for  this  purpose  is 
dangerous,  although  there  are  some  active  practitioners  who  believe  that 
it  is  a  useful  drug.  It  is  probably  more  dangerous  in  the  parenchv- 
matous  than  in  the  interstitial  form  of  the  disease.  If  the  convulsion  is 
severe  chloroform  or  nitrite  of  amyl  should  be  given  by  inhalation.  (See 
Urffimia.) 

Comparatively  recently  it  has  been  suggested  that  cases  of  chronic  renal 
disease  should  he  treated  by  decapsulation  of  the  kidney.  This  plan  of  treat- 
ment is  more  indicative  of  surgical  enthusiasm  than  of  a  clear  conception  of 
the  pathology  of  the  disease.  A  knowledge  of  the  pathology  and  the  results  of 
experiments  on  animals  show  its  futility,  if  not  its  danger.  These  views  will 
be  found  in  detail  in  the  editorial  columns  of  the  Therapeutic  Gazette  for 
January,  1004,  antl  June  15,  1004. 

Chrome  Interstitial  Nephritis. — To  this  form  of  chronic  renal  disease 
the  terms  '^contracted  kidney,"  "granular  kidney,"  *' cirrhosis  of  the 
kidney,"  and  "sclerotic  kidney"  are  applied. 

Pathology. — Chronic  interstitial  nephritis  is  usually  a  priraar}*  process, 
although  the  small  white  kidney  is  really  a  combination  of  the  fibroid  and 
the  chronic  parenchymatous  form.  In  this  type  the  overgrowth  of  the  con-' 
nective  tissue  of  the  ki<lney  is  the  dominant  part  of  the  pathological  process, 
and  the  dL-geueration  of  the  parenchyma,  as  represented  by  the  glomeruli 
and  the  tubules,  plays  a  secondary  role. 

When  kidneys  affected  by  this  state  are  examined,  it  is  found  that  they 
contain  large  masses  of  fibrous  tissue  extending  through  the  organ,  whit-h  ^ 
by  contraction  cause  a  shrinkage  in  size  and  a  puckering  of  tlie  surface. 
The  capsule  becomes  thickened  and  exceedingly  adhereut,  and  the 
tissues  beneath  it  are  torn  if  it  is  stripped  off.  The  surface  of  the  cortex 
is  roughened  by  rounded  granules  of  varying  size  and  cysts  may  appear 
at  various  points  on  its  surface  (Fig.  94).  When  an  attempt  is  made  to 
cut  through  the  kidney,  it  is  found  to  be  tough  and  difficult  to  incise. 
After  the  organ  is  split  open  it  is  seen  that  the  cortical  portion  is  very 
much  wastetl. 

^Vhen  the  renal  tissues  are  placed  under  the  microscope,  they  show 
an  irregularly  distributed  increase  in  the  connective  tissue,  involving  in 
particular  the  cortex  and  the  interlobular  vessels.     There  is  also  an  asso- 
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I  dated  atrophy  of  the  epithelium  lining  the  uriniferous  tubules.  Casts  are 
I  seen  in  the  tubules,  but  not  to  the  degree  in  wliich  they  are  met  with  in 
"  the  parenchymatous  form  of  nephritis.  The  glomeruli  in  advanceti  cases 
may  be  converted  into  thick,  fibrous  bulbs;  the  walls  of  the  bloodvessels 
fonning  die  tuft  may  be  thickene*!,  and  the  capsule  is  seen  to  lie  dense 
and  fibrous.  Nor  docs  the  fibroid  process  affect  the  finer  bloodvessels  and 
the  connective  tissue  alone.  It  extends  to  the  large  bloodvessels,  and  even 
to  the  renal  arteries  and  veins. 
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Kidney  of  ohrDnio  intentitial  nephritis.  Ttie  surface  is  Kronulated  and  irrpffular,  and  cfintains 
Dumerou«  cysU.  The  coocnction  is  quile  ouirked.  Uio  orcaa  beinc  but  little  □mro  than  hsUf  the 
Dormml  mm. 

It  is  also  a  noteworthy  fact  that  while  cardiac  hypertrophy  and  arterio- 
sclerosis are  often  met  with  to  some  degiee  in  parenchymatous  nephritis, 
they  are  constantly  found  in  a  well-developiMj  degree  in  the  interstitial  type  of 
the  disease.  This  cardiac  hypertrophy  is  not  limited  to  the  left  ventricle, 
as  it  is  in  the  parenchymatous  form.  It  affects  the  whole  heart  and 
it  is  often  very  great.  The  cause  for  the  hypertrophy  has  been  the  sub- 
ject of  much  debate,  but  the  conditions  present  in  the  bloodvessels  seem  to 
offer  an  adequate  explanation  of  the  state.  These  vessels  arc  always  fibroid 
and  lacking  in  normal  elasticity,  and  this,  of  course,  offers  greater  resistance 
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to  the  flow  of  blood  through  them  and  into  the  capillary  networks.  As  the 
process  is  a  graihial  one,  there  is  a  gradual  increase  in  the  demands  made 
upon  the  heart,  and  this  is  met  by  an  increasing  hj-pertrophy.  The  difficulty 
in  forcing  blood  through  the  renal  vessels  also  aids  in  producing  this  effect, 
but  such  influence  has  no  doubt  been  overestimated. 

This  is  not  the  place  to  dilate  upon  the  relationship  of  these  vascular 
changes  to  the  renal  lesions.  Many  persons  think  that  the  renal  changes 
are  the  cause  of  the  vascular  lesions,  and  others  hold  that  the  vascular- 
degeneration  causes  the  renal  state.  A  most  striking  illustration  of  the* 
relation  between  arterial  disease  and  contracted  kidney  was  showTi  b^^ 
Welch  at  the  meeting  of  the  American  Medical  Association  in  1904.  H^- 
presented  a  specimen  which  consisted  of  a  kidney  supplied  by  two  renal 
arteries,  one  of  which  was  sclerotic.  The  area  of  the  kidney  supplied  hy^ 
this  vessel  was  typically  fibroid,  while  the  other  pole  of  the  organ  nourished 
by  the  uninvolved  trunk  was  but  slightly  change<l. 

Again,  it  is  held  by  many  that  the  overgrowth  of  connective  tissue  takers- 
place  to  fill  gaps  made  by  the  atrophy  of  the  parenchyma,  and  by  others  th^=- 
view  is  taken  that  the  overgrowth  of  the  connective  tissue  destroys  the  parcn — 
chyma  by  pressure.  The  latter  view  seems  the  more  probable,  but  the  former — 
opinion  is  adhered  to  by  many  pathologists,  who  believe  the  primary  changes 
is  in  the  parenchyma. 

Symptoms. — -This  is  the  type  of  renal  disease  which  is  found  in  the  iron — 
master  or  stock  broker  who  boasts  that  he  has  never  had  a  sick  day  in  hi» 
life,  and  who  begins  to  find  himself,  at  forty  or  fifty,  lacking  in  initiative, 
and  who  suffers  from  vertigo  or  dizziness,  which  he  thinks  are  due  to  a  clul» 
dinner  or  a  strong  cigar.    This  is  the  disease  of  the  hard-working,  **  high-ner— 
vous-tension  "  individual  who  has  lived  hurriedly,  and  perhaps  quieted  him- 
self between  periods  of  great  exertion  by  a  drink  or  two  of  whiskey,  repeated 
it  may  be  many  times.     Often  it  develops  in  those  who  have  not  used 
alcohol,  but  given  a  man  who  takes  little  exercise,  some  whiskey,  and  who  is 
managing  one  or  more  large  business  interests,  and  he  is  the  individual  who 
is  paving  the  way  for  or  has  already  developed  chronic  contractetl  kidney. 
Very  rarely,  indeed,  the  disease  develops  in  early  life,  but  cases  have  been 
reported   by  a  number  of  clinicians  in  children   as  young  as  from   two  to 
seven  years.     Most  of  the  instances  have  occurretl  about  puberty,    Suther- 
land and  Walker  have  reported  2  cases,  aged  eight  and  sixteen  months, 
respectively,  who  had  contracteii  kidney  due  to  congenital  syphilis. 

The  symptoms  of  contracted  kidney  are,  in  a  large  proportion  of  cases, 
absent  until  the  disease  progresses  so  far  that  grave  secondary  changes  take 
place.  Indeed,  it  not  rarely  happens  that  the  patient  continues  in  what  he 
considers  good  health  until  an  acute  attack  of  uT<Emia  or  cardiac  failure  sends 
him  to  the  hands  of  the  physician,  who  may  be  misled  into  the  diagnosis  of 
acute  syncope,  due  to  overexertion,  by  the  fact  that  the  heart  seems  to  be 
feeble,  and  because  the  urine  shows  little  or  no  albumin.  The  number  of 
diagnoses  that  have  been  wrecked  upon  the  shoal  of  "no  albumin"  is  a 
multitude,  because  it  is  a  peculiarity  of  chronic  contracted  kidney  that 
albumin  is  often  absent  for  brief  periods,  or  present  in  such  minute  amounts 
that  it  IS  overlooked.     It  is  only  when  the  heart  begins  to  fail  so  that  some 
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congestion  of  the  kidney  develops  that  the  albumin  becomes  more  copious. 
The  albuminuria  of  contracted  kidney  is,  as  a  rule,  as  scanty  as  it  is  profuse 
in  the  parenchyraatous  forra.  Again,  the  scanty  urine  of  the  parenchymatous 
type  is  replaced  by  a  profuse  flow  in  the  contracted  type,  and  the  patient  in 
consequence  is  disturbed  in  his  sleep  by  having  to  get  up  at  night  to  empty 
the  bladder.  The  specific  gravity  of  the  urine  is  low,  about  1 .005  to  1 .01 2,  and 
it  is  clear  and  lacks  color.  If  the  urea  ia  estimated  this  ingredient  is  usually 
much  leduced,  not  only  relatively,  but  actually,  so  that  the  patient  in  many 
cases  does  not  excrete  half  the  normal  output  per  day.  Casts  may  not  be 
found  and  rarely  are  abundant,  and  often  the  centrifuge  has  to  be  employed 
to  reveal  them.  Further,  these  casts  &re  readily  overlooked,  for  they  are 
chiefly  hyaline  and  so  transparent  that  if  careful  focusing  and  illumination 
are  not  resorted  to  they  are  not  seen.  In  some  cases  granular  casts  are 
only  periodically  demonstrable. 

The  circulatory  symptoms  of  contracted  kidney  are  as  important  in  reach- 
ing a  diagnosis  as  the  renal  signs.  The  pidae  is  hard  and  iensCy  and  so  high 
is  the  blood  pressure  that  it  may  be  almost  impossible  to  occlude  the  vessel  by 
pressing  upon  it.  If  the  radial  artery  is  rolled  under  the  fingers,  it  feds  like 
a  piece  of  thick  rubber  tubing,  and  it  is  easily  recognized  as  being  distinctly 
fibrous  when  it  is  palpated  carefully.  In  other  words,  the  blood  tension 
is  high  and  the  vessel  is  thick.  If  the  heart  is  examined,  there  is  found,  as 
a  very  constant  symptom,  a  sharply  accentuated  aortic  second  sound  at  the 
second  right  costal  cartilage,  which  is  due  to  the  high  arterial  tension.  On 
inspection  the  apex  of  the  heart  is  found  to  be  displaced  downward  and  out- 
ward because  of  the  cardiac  hypertrophy.  At  the  apex  a  more  or  less  dis- 
tinct systohc  murmur  is  heard  in  many  cases,  due,  as  a  rule,  to  stretching  of 
the  mitral  orifice  under  the  stress  of  high  pressure  in  the  ventricle,  resulting 
from  great  arterial  tension.  When  compensation  fails,  either  because  the 
heart  becomes  exhausted  or  because  of  fibroid  or  other  myocardial  degen- 
eration, these  symptoms  may  be  replaced  by  weak  heart  sounds  and  by  a 
feeble  pulse.  It  is  only  while  the  heart  has  vigor  that  high  tension  can 
exist. 

The  respiratory  system  docs  not  offer  much  that  is  characteristic,  but  com- 
plicating lesions  often  develop  in  these  parts.  One  of  the  most  common  is 
pneuraonia;  which  finds  a  fair  field  for  its  development  in  all  cases  of  renal 
disease.  Indeed,  in  every  case  of  acute  pneumonia  the  physician  should 
study  the  renal  condition.  Often  the  routine  examination  of  the  vessels 
and  of  the  urine  in  a  case  of  pneumonia  is  the  first  evidence  that  chronic  con- 
tracted kidney  is  present.  Perhaps  the  most  common  respiratory  manifesta- 
tion is  difflcuti  breathing  resembling  asthma,  which,  coming  on  in  persons 
not  previously  astlmiatic,  should  always  raise  the  suspicion  of  renal  disease. 
Effusions  into  the  lung  or  pleural  spaces  may  occur  with  suddenness  and  cause 
death.  When  the  toxremia  is  well  marked,  Cheyne-Stokes  breathing  may 
develop. 

The  cerebral  symptoms  consist  in  vertiginous  attacks,  migraine-like  seizures, 
and  persistent,  dull,  or  throbbing  headache.  Apoplexy  due  to  the  degener- 
ative arterial  changes  may  take  place. 

It  is  a  most  interesting  fact  that  adcma  is  as  rare  in  contracted  kidney  as 
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Wlien  it  occurs  it  is  not  renal  m 
The  skin  in  this  type  of  renal  dis- 


it  is  common  ui  the  large  white  kidney. 
origin,  but  clue  to  the  failure  of  the  heart. 
ease  is  usually  dry,  and  is  chalky  in  hue. 

Next  in  importance  to  the  examinations  of  the  urine  and  the  study  of  the 
peripheral  circulation  in  these  cases  is  the  observation  of  the  state  of  the 
retinal  vessels.    They  very  commonly  reveal  the  renal  condition. 


Fia.  W5 
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Retioji  «howuiB  Uinohbers'n  veswbi.     The  high  teniiion  in  the  arteriM  e«li  b«  Mea  %o  b«  tuurovij^ 
tbe  veiiui  by  prevoure.     (do  ScbwetnitB.) 

Different  observers  give  varying  p>ercentages  of  occurrence  of  retinal  lesions. 
Out  of  935  cases  of  renal  disease,  Groenouw  found  n^tinal  lesions  in  200, 
or  22.4  per  cent.  The  a^^e  at  which  they  most  frequently  are  met  with  is  from 
fifty  to  sixty  years,  hut  they  have  been  seen  in  adolescents. 

Five  types  of  these  lesions  are  recognized  by  ophthalmologists:  (a)  typical 
albuminuric  retinitis;  (b)  degenerative  albuminuric  retinitis;  (c)  hemorrhagic 
albuminuric  retinitis;  (d)  albuminuric  neuroretinitis,  and   (e)  albuminuric 
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papiHitis,  In  the  first  form  iTrcffularly  shaped  white  dots  or  spots  appear  in 
and  around  the  macula,  and  may  take  a  stellate  form.  When  the  condition 
is  well  developed  a  zone  of  whitish-yellow  may  surround  the  head  of  the 
optic  nerve.  Flame-like  hemorrhages  may  also  appear.  The  condition  is  at 
first  one  of  hypeneraia.  then  of  degeneration,  and  finally  one  of  atrophy.  In 
the  second  fonn  the  ivhUt  sfX)fs  are  smnlly  and  hemorrhages  are  more  limited^ 
and  the  white  zone  alx^ut  the  nerve  hea<l  is  not  well  developed,  Tlie 
third  form,  as  its  name  indicates,  is  ehiefiy  hemorrhagic  in  type,  and  the 
hcffwrrhages  are  large  or  profuse,  while  the  other  cliatiges  are  insignificant. 
Only  when  the  hemorrhages  are  absorbed  do  these  areas  become  whitish. 
The  fifth  form  shows  that  the  process  has  been  confined  to  the  optic  nerve, 
so  that  a  -papillitis  or  choked  disk  is  present,  the  retina  being  but  little 
involved. 


yio.  9fi 


Albuminuric  retinitis.     Qnuiulnr  kiiluey.     Note  haM-edRH  "iL«t(*rUk"  cxud«ti*in  and  the  nlvcr-wire 
ooDcUUob  of  the  arterio*.  onU  the  punctftte  and  Unear  bemarrhaKiM. 


In  some  cases  detachtnent  of  the  retina  or  hemorrhagic  glaucoma  develop  as 
complications. 

Of  even  greater  importance  than  the  states  just  described  in  the  early 
diagnosis  of  renal  and  cardiovascular  disease  is  the  tortuosity  of  the  retinal 
veins  and  their  narrowing  by  the  pressure  of  the  retinal  arteries  wherever 
these  vessels  cross  the  veins — the  so-called  **Hirschberg'a  vessels"  (Fig.  96). 

Because  of  the  fact  that  the  symptoms  of  chronic  contracted  kidney  are 
so  often  insidious  iu  their  development,  the  ophthalmologist  is  often  the 
first  to  recognize  the  existence  of  the  disease,  because  a  man  who  considers 
himself  in  perfect  health  asks  for  glasses  for  failing  vision  or  seeks  relief  for 


716 


DISEASES  OF  THE  KrDiVEYS 


blindness  in  one  eye.    Not  rarely  these  patients  have  repeated  attacks  of  rup- 
ture of  subconjunctival  vessels,  as  well  as  hemorrhages  into  the  retina. 

Flexner  states  that  the  terminal  dysentery  of  Bright  s  disease  is  often  due 
to  the  Bacillus  dysenteriw, 

Prognosifl. — Here,  again, chronic  contracted  kidney  presents  a  widely  differ- 
ent aspect  from  that  of  the  parench}Tiiatous  form,  for,  while  in  the  latter 
lesion  death,  as  a  rule,  occurs  inside  of  eighteen  months  at  best,  these  eases 
often  live  for  many  years,  if  the  process  is  not  alreatly  far  advanced  when  the 
case  is  first  seen.  The  points  governing  prognosis  are  the  state  of  the  heart 
and  tlie  vesst^ls,  the  ability  of  the  kidneys  to  approximate  the  normal  daily 
task,  and  the  life  which  the  patient  can  or  will  lead.  It  is  manifest,  from 
what  has  been  said  as  to  its  pathology,  that  the  affection  is  incurable,  but 
patients  often  live  as  long  as  ten  or  fifteen  years  after  undoubted  signs  of  the^ 
malady  are  present.  The  development  of  signs  of  ura*mia,  of  feeble  heart, 
or  of  pulmonary  congestion,  cedema,  or  pneumonia  is,  of  course,  alarming. 

By  far  the  most  important  factor  in  detenuining  the  probable  duration  of 
life  is  the  state  of  the  retinal  vessels  already  named.  De  Schweinitz  has 
studied  this  matter  most  carefully  from  the  standpoint  of  the  ophthalmologist, 
and  we  have  followed  a  number  of  cases  together. 

These  facts  are  well  emphasized  by  the  following  figures,  which  illus- 
trate the  duration  of  life  in  chronic  interstitial  nephritis  after  the  occur- 
rence of  retinal  changes:    Belt  collected  419  cases,  of  which  72  per  cent 
died    within  one  year    and  90  per   cent,   within   two    years.    The 
reported  from  Haab*s  practice  by  Possauer  showed  that  none  of  the  men  J 
applying  to    the  clinic  for  treatment  lived   more  than   two  years;    of    the 
women,  68  per  cent.  <!ied  within  the  same  period  of  time.     Of  private' 
patients  who  could  live  comfortably,  only  59  per  cent,  of  the  men  and  53  per 
cent,  of  the  women  had  died  at  tlie  end  of  two  years.     Gruening  collectedl 
100  cases,  none  of  which  survived  more  than  two  years  after  retinal  chang 
began,  and  Bull  found  that  69  out  of  103  cases  died  within  two  years.    Of 
the  remaining  34,  17  died  after  a  longer  period,  and  17  were  alive  at  the  time 
his  paper  was  published.     Harlan  analyzed  40  cases  with  the  following 
resuhs:  33  ended  fatally  at  various  periods,  averaging  four  months;  3  livedJ 
a  year  after  the  discovery  of  retinal  changes;  3  recovered,  and  1  regained  his" 
eyesight,  although  the  urine  was  albuminous  at  the  end  of  two  years.    Miley 
traced  45  cases,  and  found  the  average  duration  of  life  to  be  less  than  four 
months  from  the  time  eye  changes  were  first  observed.    One  of  his  patients 
lived  eighteen  months  atnl  two  fourteen  months,  but  all  the  others  dici!  withiaj 
a  year.    Webster  mentions  the  case  of  a  clergyman  suffering  from  chronic 
interstitial  nephritis,  in  whom  retinal  changes  had  been  recognized  ten  to 
fifteen  years  before,  an<l  '*  who  is  still  living,"  and  Wert  had  a  woman  under' 
observation  in  whom  retinal  changes  had  been  noticed  more  titan  four  years 
before  he  reported  the  case.    Her  general  condition  was  much  tlie  same  as 
when  she  came  under  his  charge.    I  have  under  my  care  at  this  time  a  man, 
who  has  been  under  observation  four  years,  during  which  retinal   hemor 
rhages  have  repeatetily  occurred,  and  whose  arterial  tension  is  astonishingly! 
high.    He  is  now  taking  h  a  grain  of  nitroglycerin  a  day  with  the  iotlides.f 
to  lower  his  blood  pressure  and  relieve  his  heart.  Such  a  result  is  most  rare. 
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Most  of  these  cases  with  very  high  tension  and  retinal  changes  die  from 
apoplexy  or  an  acute  myocardial  failure  soon  after  retinal  changes  develop, 
the  patient  often  dropping  deatl  without  warning  sjTnptoms.  These  extreme 
instances  are  interesting,  but  they  are  rare  in  the  history  of  the  malady. 

Treatment. — There  are  few  diseases  of  an  incnrahlo  character  in  which  the 
patient  can  \ye  so  greatly  benefited  by  treatment. 

The  question  of  diet  in  cases  of  chronic  contracted  kidney  is  to  be  decided 
along  pretty  much  the  same  lines  as  those  which  have  been  drawn  in  the  article 
upon  the  treatment  of  chronic  parenchymatous  nephritis.  W.  Hale  White 
has  expressed  the  belief,  in  which  we  coincide,  that,  as  a  rule,  this  disease 
is  treated  too  zealously,  and  that  in  the  desire  to  spare  the  kidneys  the  patient  is 
star\'ed,  with  tlie  result  that  the  only  means  by  which  the  degenerative  process 
can  be  retarded,  namely,  the  maintenance  of  general  good  health,  is  impaired. 

As  we  do  not  know  of  any  articles  of  ordinary  diet  which  can  be  con- 
sidere<l  really  harmful  in  granular  kidney,  it  is  best  to  give  the  patient 
ordinary  plain  digestible  foods  containing  the  normal  proportions  of  pro- 
teids,  fats,  carbohydrates,  and  salts,  just  as  it  is  necessary  to  give  a  person 
in  health  a  similar  mixed  diet.  It  need  hardly  be  stated  that  highly  seasoned 
foods,  or  foods  which  are  difficult  of  digestion,  should  be  interdicted.  Again, 
we  are  glad  to  note  that  Dr.  White  is  in  accord  with  us  in  believing  that  the 
limitation  of  these  patients  to  a  diet  of  chicken  and  fish  without  any  red  meat 
is  entirely  unnecessary.  Not  only  does  such  a  limitation  do  no  good,  but  it 
is  often  harmful  in  the  sense  that  it  makes  the  patient  consider  himself 
seriously  ill,  and  also  diminishes  his  appetite.  Patients  with  interstitial 
nephritis,  however,  should  especially  eschew  all  forms  of  alcohol,  since  it  is 
imperfectly  oxidized  in  these  cases,  and  tends  to  increase  arterial  tension. 

It  is  of  vital  importance  in  chronic  contracted  kidney  that  arterial  tension 
should  be  kept  at  a  point  as  near  the  normal  level  as  possible,  since  by  this 
means  danger  of  rupture  of  a  cerebral  vessel  is  diminished  and  the  work  of 
the  heart  is  decreased.  A  sufficient  quantity  of  nitroglycerin  to  accomplish 
this  result  should  always  be  administered.  It  is  not  a  question  of  the  size  of 
the  dose,  but  of  the  quantity  require<l.  It  is  also  to  be  remembered  that 
patients  rapidly  become  accustomed  to  nitroglycerin,  so  that  ascending  doses 
are  nearly  always  necessary.     Very  large  doses  may  be  taken  by  many  of 

reeable  symptoms  of  the  full  action  of  the 
hree  times  a  day,  I  have  seen  as  much 
as  -J  grain  a  day  taken  with  no  other  than  excellent  results. 

Another  valuable  drug  in  chronic  contracted  kidney,  both  from  the  stand- 
point of  arterial  tension  and  of  the  Bbroid  changes  in  the  arteries,  is  the 
iodide  of  potassium.  There  can  be  no  doubt  that  this  salt  tliminishes  arterial 
tension,  and  if  any  remeily  exercises  an  influence  for  g<K>d  in  arresting  the 
pathological  changes  in  the  kidneys  and  in  the  bloodvessels,  that  remedy  is 
certainly  one  of  the  iodides.  Usually  doses  of  from  10  to  20  grains,  three  or 
four  times  a  day,  are  quite  sufficient.  A  useful  substitute  for  the  potassium 
salt  is  the  sodium  or  strontium  salts  or  the  syrup  of  hydriodic  acid  given  in 
ascending  doses,  beginning  with  30  drops  three  times  a  day.  It  goes  without 
saying  that  tlie  iodides  have  not  as  powerful  an  influence  in  decreasing 
arterial  tension  as  have  the  nitrites. 


these  patients  without  any  disagreea 
drug.     Beginning  with  j^  grain  th 
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Digitalis  is  rarely  needed  in  chronic  interstitial  nephritis,  as  the  cardiac 
hypertrophy  is  usually  adequate,  and  digitalis  tends  to  raise  tension  in 
vessels  which  is  undesirable,  but  in  some  cases  there  comes  a  time  when 
the  blood  pressure  falls  largely  because  the  advancing  myocardial  degenera- 
tion and  cardiac  fatigue  prevent  the  heart  from  pumping  the  blood  m\ 
normal  energy.     In  such   cases  digitalis  and  strophanthus   do  good, 
nitroglycerin  may  do  harm.     (See  Arteriosclerosis.) 

Unemia  is  to  be  treated  by  the  use  of  the  hot  pack,  if  the  patient's  heart 
is  strong;  by  the  employment  of  hypodennoclysis,  and  if  the  patient  is  fairly 
fuIl-bl(XKled  by  venesection  as  well.  (See  Uraemia.)  Cuf>s  may  be  placcd^H 
over  the  kidneys,  if  there  is  any  condition  of  renal  congestion,  and  three  or^^ 
four  cups  should  be  places!  over  the  base  of  each  lung,  if  any  signs  of  pul- 
monary aniema  develop.  When  evidences  of  pulmonary  difficulty  anse,  full 
hypodennic  doses  of  strj'chnine  are  ad\asable,  and  if  any  tendency  to  urinary 
suppression  occurs,  J  to  i  of  a  grain  of  cocaine  may  be  given  hypodcrmically 
every  four  to  six  hours  for  several  doses. 

Many  practitioners  have  thought  it  wise  to  employ  full  doses  of  morphine 
hypodermically  in  tlie  treatment  of  ursemic  convulsions.  I  have  recently 
made  a  collected  investigation  in  regard  to  this  matter,  and  have  obtained 
the  opinion  of  physicians  of  experience  in  both  this  country  and  in  England- 
Tliia  opinion  is  almost  universally  adverse  to  this  use  of  morphine. 

The  convulsions  should  be  controlled  by  nitrite  of  amyl  and  by  chlorofomi 
given  by  inhalation.    (See  Unemia.) 

The  question  of  renal  decapsulation  has  already  been  discussed  under 
Chronic  Parenchymatous  Nephritis. 

If  the  progress  of  the  disease  is  slow,  it  is  a<lvisable  to  send  the  patient  to 
some  warm  climate  during  the  winter  months,  if  his  home  is  in  a  oorthem 
latitude.  The  object  is  to  avoid  rapid  changes  in  temperature  in  the  atmos- 
phere and  consequent  chilling  of  the  surface,  with  secondary  congestion  of 
the  kifiiieys  and  <lecrease  in  the  activity  of  the  skin. 

The  best  climate  is  to  be  found  in  the  neighborhood  of  San  Diego,  Cali- 
fornia, or  in  Egypt. 


AMYLOID  DISEASE  OF  THE  KIDNEYS. 

Definition. — Amyloid  disease  of  the  kidneys  is  part  of  a  general  process 
affecting  many  organs.  The  renal  manifestation  is  characterized  by  the 
tJeposit  of  lardacein  in  the  subintimal  stratum  of  the  bloodvessels,  in  the 
glomeruli,  and,  to  a  lesser  degree,  in  the  connective  tissue  of  the  tubules. 

Etiology. — Amyloid  disease  of  the  kidney  is  usually  the  result  of  a  pn> 
luii^^ecl  suppurative  process,  such  as  hip-joint  fhscase,  chronic  pulmonary 
tulKMx-uiosis  with  cavity,  or  any  cause  whereby  the  system  is  simultaneously 
sapped  by  svippuratioii  and  poisoned  by  the  absoq^tion  of  toxic  substances. 
It  may  also  be  a  sequence  of  one  of  the  prolonged  fevers  or  occur  as  an 
associated  change  with  chronic  diffuse  nephritis  of  the  parenchymatous  tv'pe. 
Syphilis  is  a  common  cause,  and  malaria  may  be  the  only  demonstiible 
antecedent. 
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Pathology. — The  kidneys  are  usually  enlarged,  and  when  incised  the  cut 
surface  is  shining  or  polished  in  appearance.  When  the  condition  is  com- 
bined with  interstitial  nephritis  these  organs  may  be  small.  The  surface  of 
the  organ  is  paler  than  nonnal,  particularly  in  the  cortex,  but  the  pyramids 
are  deep  red  in  hue,  and  the  glomeruli  are  readily  seen. 

If  an  aqueous  solution  of  iodine  is  painted  over  the  cut  surface  of  such  a 
kidney,  the  areas  most  affected  by  the  amyloid  change  stain  a  deep  mahogany 
brown,  and  if  to  these  areas  is  applied  a  dilute  aqueous  solution  of  sulphuric 
acid,  the  brown  hue  is  changed  to  blue. 

Microscopically  the  kidney  structure  when  examined  reveals  the  fact  that 
the  capillary  vessels  forming  the  tufts  in  the  capsules  are  parts  of  the  paren- 
chNTua  most  affected,  the  tuft  being  transformed  into  a  waxy  mass.  The 
disease  process  also  involves  the  afferent  and  efferent  bloodvessels  of  the 
tuft  and  tlie  straight  or  direct  vessels  of  the  kidney.  In  marked  cases  the 
Connective  tissue  of  the  tubules  is  inKltrated,  the  interstitial  tissue  increased, 
and  the  epithelial  cells  may  be  granular  or  fatty»  as  in  parenchymatous  neph- 
ritis.   In  some  instances  all  these  tyj>es  occur  together. 

Symptoms. — There  are  no  symptoms  which,  taken  by  themselves,  may  be 
considered  indicative  of  amyloiti  disease  of  the  kidneys.  It  is  only  when  cer- 
tain urinary  signs  develop  in  a  case  which  is  the  subject  of  thrise  maladies 
which  predispose  to  amyloid  change  that  we  can  say  that  a  diagnosis  is 
assured.  The  patient  is  usually  pallid^  may  be  well  covered  by  unhealtliy 
waxy  fat,  and  the  heart  is  not  rarely  somewhat  enlarged »  although  no  less 
an  authority  than  Dickinson  contradicts  this  view.  The  urine  is  passed  more 
freely  than  is  nonnal.  It  is  clear  and  has  a  low  specific  gravifi/,  about  1005 
to  1010.  The  quantity  of  albumin  which  it  contains  varies,  but  it  is  usually 
present  in  comiderahle ijuantit]/.  Tliere  is  a  distinct  increase  in  the  quantity 
of  serum  globulin  in  the  urine.  I'nder  the  microscope  the  tube  casts  are 
Found  to  be  hyaline,  fatty,  or  waxy.  Occasionally  the  amyloitl  reaction 
already  named  may  be  demonstrated  in  the  urine.  The  degree  of  cp<lema  and 
the  state  of  the  bloodvessels  and  heart  depend  more  upon  the  presence  of 
associated  nephritis  than  upon  the  amyloid  change  itself.  If  nephritis  is 
well  developed,  anasarca  and  high  arterial  tension  may  be  present  as  an 
associated  state. 

Prognosis. — ^The  prognosis  depends  upon  the  gravity  of  the  causative 
process  and  the  degree  to  which  the  secondaiy  change  in  the  kidneys  has 
progressed.  Then,  too,  it  must  Ije  remenibere<]  that  aiiiyl(ud  disease  is  not  a 
condition  limited  to  the  kidneys,  but  affects  such  organs  as  the  liver,  spleen, 
ami  even  the  heart,  and,  therefore,  the  patient  is  [K'culiarly  handirapjjed  in 
his  struggle  for  health.  If  the  casts  are  fatty  or  waxy,  and  are  present  in 
large  numl>ers,  if  the  albimiinuria  is  copious,  and  if  amemia  is  marked, 
the  outlook  is  bad.  Indeed,  in  every  case  it  is  anything  but  good,  and 
the  longer  the  suppurative  process  continues  the  worse  the  outlook  be- 
comes. 

Treatment. — This  consists  in  the  same  measures  as  have  been  recommended 
for  chronic  parenchymatous  nephritis,  such  as  iron,  arsenic,  cod-liver  oil, 
and  fresh  air  and  sunlight  to  combat  the  underlying  cause.  If  possible,  the 
Suppurative  process,  if  such  is  the  cause,  should  be  removed. 
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Definition. — Urseniia  is  a  condition  in  which  as  the  result  of  faulty  activity 
of  the  kidneys  a  patient  develops  a  series  of  symptoms  of  which  the  most 
notable  are  stupor,  coma,  convulsions,  or  paralysis,  or  in  other  instances 
gastrointestinal  disorders. 

Etiology  and  Pathology. — ^The  causes  of  ursemia  are  not  clearly  under- 
stood. It  is  well  known,  and  universally  recognized,  that  the  condition  is 
due  to  perverted  renal  activity,  both  as  to  the  elimination  of  the  ordinary 
products  of  metabolism  and  the  eiTects  of  renal  disease  upon  the  tissues  of 
the  body,  but  beyond  this  the  actual  cause  is  as  yet  undetermined. 

At  one  time,  underthe  leadership  of  Traube,  the  idea  prevailed  that  the 
symptoms  of  uraemia  were  dependent  upon  changes  in  the  circulation  in  the 
brain  produced  by  the  constriction  of  its  arteries  by  the  vascular  changes 
associated  with  nephritis  or  by  cerebral  oedema.  In  other  words,  that 
cerebral  ansemia  due  to  arterial  constriction  was  the  cause  of  the  symptoms. 
This  view  has  been  cast  aside  because  it  has  been  shown  that  l^ture  of 
the  carotid  arteries  does  not  cause  uarsemic  symptoms,  because  it  has  been 
proved  that  the  high  arterial  tension  of  renal  disease  results  in  dilatation 
of  the  cerebral  vessels,  since  they  are  poorly  endowed  with  muscular  fibres, 
and  finally  because  it  is  impossible  to  cause  active  contraction  of  the  cerebral 
vessels  by  any  drug  or  measure  used  for  raising  arterial  tension. 

The  theory,  that  uraemia  is  due  to  the  retention  of  the  ordinary  effete 
materials  of  the  body  owing  to  renal  disease,  also  cannot  be  accepted  as  a 
complete  explanation  of  the  condition,  because  it  has  been  found  that  Uga- 
tion  of  the  renal  arteries  in  animals  and  ligation  of  the  ureters  fail  to  produce 
uraemia,  although  the  function  of  the  kidney  is  by  these  means  completely 
arrested.  Again,  suppression  of  urinary  secretion  by  the  presence  of  stone 
in  both  kidneys,  and  even  by  necrosis  of  the  cortex  of  both  kidneys  in  man, 
does  not  cause  typical  uraemia.  Further  than  this  the  injection  of  urea 
and  even  of  healthy  urine  into  the  blood  does  not  cause  any  symptoms 
of  true  uraemia.  Again,  in  certain  cases  of  renal  disease,  as  in  chronic 
contracted  kidney  of  the  aged,  when  the  renal  excretion  is  seriously  impaired, 
uraemia  is  rare.  All  forms  of  deficient  renal  activity  do  not,  therefore, 
cause  uraemia. 

A  third  theory  is  that  as  a  result  of  the  renal  disease  peculiar  poisons  are 
made  in  the  body  which  when  they  accumulate  cause  uraemia,  or  that  the 
condition  of  the  system  in  renal  disease  permits  certain  micro-organisms  to 
grow  and  produce  a  toxic  substance. 

A  fourth  opinion  is  that  the  kidney  secretes  when  in  health  an  "  internal 
secretion  "  which  governs  metabolism  and  so  prevents  the  formation  of  cer- 
tain poisons.  The  last  theory  falls  to  the  ground  because  ligation  of  the 
renal  vessels  does  not  result  in  uraemia,  as  it  would  do  if  these  symptonas 
were  caused  by  the  lack  of  some  internal  secretion. 

We  are  left,  therefore,  with  the  fact  that  uraemia  is  due  to  the  presence 
in  the  body  of  peculiar  poisons  arising  in  Bright's  disease,  either  as  the 
result  of   the  growth  of   micro-organisms  or  perverted  metabolism,  and 
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with    the   knowledge  that  the  kidneys   are    unable    by  reason  of  disease 
to  be  active  in  the  eHmination  of   any  poisons.     It  would  seem  probable 
that  this  combination  of  extra  poisons  and  deficient  renal  activity  are  the 
two  factors  necessary  to  the  development  of  unemia.    This  is  further  sup- 
ported by  the  fact  that  if  the  labor  of  the  kidneys  is  increased  by  gastro- 
intestinal fermentation  or  putrefaction,  an  attack  of  ura'mia  is  very  prone 
to  occur.     Finally,  there  is  additional  proof  of  the  development  of  extra 
poisons  in  the  body  in  renal  disease.    This  is  found  in  the  marked  loss  of 
weight  in  patients  sufferinp;  from  nephritis,  the  wasting  showing  that  metab- 
olism is  seriously  impaired   and   that  ti.ssue  breakdown  is  marked.    Mani- 
fest loss  of  weight  may  not  be  present  because  of  dropsy, but, if  this  is  removed 
by  purging,  the  wasting  is  manifest.    The  toxicity  of  the  urine  is  increased. 
L       Symptoms. — Unemia  occurs  in  several  forms.     The  most  common  mani- 
H  festation  of  ura?mia  is  that  in  wliich  the  patient  passes  into  coma,  which 
^U^y  be  "preceded   by  delirium  and   drowsiness.     In  certain  cases  there  is 
^Rnociated  with  the  development  of  the  comatose  state  twitchings  and  con- 
tractions of  widely  separated  muscles,  and  particularly  the  extensors  and 
L   flexors  of  the  forearms. 

■      The  most  startling,  but  by  no  means  the  most  frequent,  form  is  the 
convtdsive  iype.     In  this  condition  the  patient,  with  or  without  any  pre- 
liminary indications  of  nervous  disturbance,  is  seized  with  a  more  or  less 
severe  epileptoid  attack,  which  usually  involves  the  muscles  of  the  face  and 
hands,  and  then  spreads  rapidly  to  the  whole  body.    No  sooner  is  one  seizure 
over  than  another  comes  on,  and  with  the  repetition  of  the  attacks,  or  it 
may  be  with   the  development  of  the  first  fit,  the  patient  becomes  uncon- 
scious, or  has   very  distinct   mental   impairment.     The  body  temperature 
usually  falls  unless  the  convulsions  are  so  severe  as  to  temporarily  cause 
k  a  slight  rise.     The  knee-jerks  are  usually  markedly  exaggerated  and  the 
W  pupils    are    contracted.      Because    these    symptoms  are  so  extraordinary, 
the  idea  has  gaine<J  ground  tliat  convulsive  seizures  in  uraemia  are  commonly 
met  with.     This  is  incorrect,  as  they  are  not  common  except  in  that  pecu- 
I     liar  form  of  eclamptic  convulsion  due  to  toxaemia  which  is  encountered 

Pin  pregnancy. 
A  third  form  is  that  in  which  there  is  marked  respiratory  disorder  of  a 
dyspnceic  type.    The  patient  finds  it  exceedingly  difficult  to  breathe,  and 
feels  as  if  sunocated.    Not  only  is  the  respiration  %vheezing,  as  it  is  in  asthma, 
but  it  is  peeuliar  in  that  it  is  accompanied  by  a  hissing  sound,  the  patient 
verj'  frequently  ending  each  expiration  with  a  puffing  hiss.     Associated 
^  with  these  symptoms  tliere  may  be  some  duskiness  of  the  skin,  but  cyanosis 
I  19  not  marked.    The  patient's  mind  is  usually  dear,  and  he  not  infrequently 
"  complains  of  his  great  difficulty  in  getting  sufficient  air.    As  this  condition 
procieeds,  the  respirations  may  become  '*Cheyne-Stokes"  in  type.    Although 
it  is  generally  held  that  the  development  of  Cheyne-Stokes  respirations 
under  any  circumstances  is  indicative  of  a  fatal  result,  it  not  infrequently 
happens  that  patients  with  this  symptom  arising  during  the  course  of  uraemia 
recover  from  that  particular  attack.    Sometimes  the  Cheyne-Stokes  breath- 
ing  occurs  only   during  sleep,  and   it   may  be  the  only  manifestation  of 
unemia,  the  mind  remaining  clear. 
46 
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There  is  still  a  fourth  form  in  which  the  patient  develops  mania  or  ocliU 
ijisaniiy.    He  is  restless,  very  excited,  and  may  be  extremely  violent.    As  ^ 
rule,  after  these  symptoms  have  lasted  for  a  short  time,  the  mental  excitation 
is  followed  by  gradually  increasing  drowsiness  wliich  finally  passes  iK:&to 
coma. 

In  the  so-called  paralytic  form  of  ureemia,  either  hemiplegia  or  raox-io. 
plegia  may  come  on  suddenly,  as  does  hemiplegia  in  cases  of  cerebral  hena^^rn- 
rhage.  But  the  paralysis  is  not  due  to  rupture  of  a  bloodvessel,  to  a  forrmrk^- 
tioD  of  a  thrombus,  or  the  plugging  of  a  vessel  by  an  embolus.  So  far  a-ss  is 
known,  it  depends  upon  intoxication  of  the  nervous  centres  controlling  ^tie 
parts  involved  in  the  paralysis.  It  is  of  course  possible  for  cerebral  apopl^^:^cy 
to  complicate  uripmia.  and  for  this  re.ason  it  may  be  difficult  to  immedia't^^ly 
make  a  flifferential  diagnosis  between  the  hemiplegia  of  uraemia  and  "tlie 
complicating  hemiplegia  of  cerebral  rupture. 

There  is  still  another  form  of  urcemia  which  manifests  itself  in  persis^^^^^i 
insomnia  with  muscular  irritability  or  cramps  and  hiccoughs. 

In  some  cases  of  urft^mia  violent  gnMroiniesiiiial  disordcra  suddex'^Iy 
assert  themselves,  vonuting  may  be  persistent  and  severe,  and  nausea  inter^^^^^- 
Not  rarely  profuse  serous  purging  comes  on,  which  may  be  an  effort  «3n 
the  part  of  the  l>ody  at  elimination. 

In  some  cases  unvmic  ammirosis  develops.  This  consists  in  sudcle?*^. 
bilateral,  and  complete  blindness.  Rarely  one  eye  suffers  l)efore  the  oth^^» 
and  in  some  cases  the  perception  of  light  may  be  preserved,  although  ordiaa-^T^ 
vision  is  destroyed.  In  the  greater  number  of  these  cases  the  ophthalm-^^^" 
scope  reveals  no  changes  in  the  retitia,  although  it  may  be  found  to  becrder^^^ 
atous  and  there  may  be  an  appearance  of  the  optic  nerve  like  that  of  chok^^ 
disk.  This  condition  develops  more  commonly  in  tliose  case^  of  acu  *^« 
nephritis  associated  with  the  eruptive  fevers,  as  scarlet  fever,  than  in  ordina^^J 
chronic  nephritis.  The  amaurosis  lasts  for  a  few  hours  to  a  day  or  ev't^^ 
longer  than  this,  and  vision  often  returns  as  suddenly  as  it  was  lost.  X*t** 
prognosis  is  favorable  as  to  vision. 

All  of  these  forms  of  urajmia  diflfer  very  materially  from  that  type  whi 
has  been  called  "latent  u^a^mia*'  by  the  late  Sir  William  Roberts,  and 
which  mention  may  be  found  in  connection  with  the  article  upon  NepliT"*-^ 
lithiasis.     In  these  patients  life  is  maintained  for  periods  varying  from  o*3^ 
to  two  weeks  in  tlie  presence  of  total  urinary  suppression.     They  rem^ 
conscious  almost  to  the  moment  of  death,  and  the  ura^mic  symptoms  j«- 
described  in  their  various  forms  are  never  present.     There  may  l>e  so:*^ 
hea<kche  aiKl  nausea  and  weakness  and  drowsiness.     The  temperature^ 
subnormal  and  the  pupils  are  contracted.     In  some  instances  vomiti-  ^^-^^ 
is  a  prominent  symptom  in  this  type  of  urtemia.     It  is  unfortunate  that 
term  "latent  uriemia"  should  be  applied  to  this  condition,  as  the  condit£ 
is  really  not  one  of  latency  nor  of  uraemia  as  that  terra  is  generally  and 
stood. 

A  very  important  symptom  of  uremia  is  the  peculiar  odor  about  tf 
patient,  wliich  is  quite  characteristic  and  which  may  be  due  in  part  to  ur"** 
which  is  being  eliminated  by  the  skin  or  to  the  presence  of  some  toxic  si*^ 
stance  as  yet  not  isolated. 
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I  Diagnosis. — The  presence  of  albuminuria  with  casts  of  the  uriniferous 
(tubules,  of  somewhat  thickened  bloodvessels,  and  of  an  accentuated  aortic 
second  sound  in  association  with  tlie  development  of  any  of  t!ie  symptoms 
which  have  just  been  descrihcilj  makes  the  diagnosis  of  unemia  practically 
certain.  If  the  patient  is  bled  for  the  purpose  of  relieving  symptoms  of 
Venous  engorgement,  it  is  wise^  if  opportunity  offers,  to  make  a  determina- 
|tion  of  the  urea  in  the  blood  if  the  physician  is  sulliciently  skilful  to  perform 
the  necessary  umtiipulatioris,  The  in(jst  difficult  iliirerentiation  lies  between 
^ura^mic  monoplegia  ami  hemiplegia  due  to  rupture  of  a  bloodvessel,  or  to  an 
(embolus,  or  thrombus.  In  some  cases  such  a  differentiation  is  impossible 
[because  these  vascular  lesions  may  be  present  as  a  complication  of  the 
praemic  state.  The  presence  of  the  urinary  changes  just  descrilied  and 
^f  the  other  signs  and  symptoms  mentioned  in  the  article  upon  Bright's 
Disease  will  serve  to  at<l  in  the  differentiation  to  some  extent. 

At  times,  if  the  ura^mic  poisoning  is  not  of  such  a  character  as  to  produce 
Donvulsions,  but  merely  semi-consciousness,  the  patient  may  live  in  a  state 
|of  stu{>efaction  for  several  days  or  weeks,  and  because  of  the  mental  condi- 
'tion,  of  the  feeble  pulse,  of  the  slight  fever,  of  the  coated  tongue,  be  con- 
jsidered  a  case  of  typhoid  fever  or  general  tuberculosis. 
I  Opium  poisoning  is  to  be  separated  from  uneniia  by  the  presence  of  an 
Todor  of  laudanum  on  the  breatli  if  laudanum  has  been  used  instead  of 
anorphine,  by  the  fact  tliat  the  pupils  are  contracted  to  a  pinpoint,  and  by 
jthe  examination  of  the  urine.  From  alcoholism  uraemia  is  separated  by  the 
fexamination  of  the  urine,  hy  the  odor  of  alcohol  in  the  breath,  and  by  the 
history  of  the  patient.  But  it  must  not  be  forgotten  tliat  many  alcoholics 
'have  chronic  renal  disease  and  that  the  ingestion  of  consi<icrable  quantities 
(of  alcohol  may  precipitate  an  attack  of  uraemia,  and  so  an  alcoholic  history 
'may  be  present  which  will  misleatl  the  physician. 

I  As  a  rule,  sudden  fulminating  unemic  symptoms  develop  in  patients  with 
chronic  interstitial  nephritis^  whereas  the  typtvi  of  uraemia  with  headache, 
.vertigo,  and  other  warnings  of  toxurmia  are  seen  most  frequently  in  the 
'parenchymatous  form. 

In  hot  weather,  when  men  are  exposed  to  great  heat  in  rolling  mills  and 
;furnaces,  the  distinction  between  heatstroke  and  unemia  may  he  ditficult, 
■since  in  both  conditions  violent  convulsions  with  cyanosis  may  be  present. 
In  heatstroke,  however,  tlie  temperature  is  ustially  much  higher  than  in 
^unemia  and  the  cyanosis  is  usually  more  intense.  It  is,  however,  quite 
'.possible  for  heatstroke  to  complicate  nephritis. 

Prognosis. — The  prognosis  is  always  grave,  but  not  necessarily  fatal 
by  any  means.  A  professor  in  one  of  the  medical  schools  of  Philadel- 
phia had  a  moderate  uncmic  seizure  after  nearly  every  lecture  for  a 
[whole  winter  course  of  lectures  before  a  final  fatal  seizure  came  on.  In 
[UTflemia  due  to  acute  nephritis  the  prognosis  is  good  if  the  patient  can  but 
Jurvive  the  attacks  long  enough  for  the  kidneys  to  regain  their  function, 
iln  the  cases  due  to  chronic  renal  disease  the  outlook  depends  io  some  extent 
[upon  the  general  state  of  the  patient  and  particularly  the  condition  of  the 
lungs.  If  any  tendency  to  pulmonary  oedema  or  congestion  is  present,  the 
outlook  is  much  more  serious. 
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Treatment. — ^^Flie  treatment  of  uneinia  de|>ends  to  some  extent  upon  the 
variety  of  nephritis  which  has  produced  it  and  the  peculiarities  of  the  indi- 
vidual who  is  suffering  from  the  attack.  When  unemia  comes  on  as  a  com- 
plication of  acute  nephritis,  such  as  that  complicating  scarlet  fever,  the 
patient  should  have  hot  compresses  placed  across  the  small  of  the  back, 
and,  if  diarrhoea  is  not  already  present,  one  of  the  saline  purgatives,  such 
as  the  citrate  of  magnesium  or  the  sulphate  of  magnesium,  should  l>e  given 
in  sufficiently  concentrated  form  to  produce  several  watery  movements. 
After  this  has  been  accomplishes!  6  to  10  grains  of  the  citrate  of  potassium 
dissolved  in  Poland  water  should  be  given  three  or  four  times  a  day. 

If  the  symptoms  of  unemia  persist,  it  will  be  nece^sarj'  to  place  the  patient 
in  a  warm  pack.  This  may  be  given  in  one  of  two  forms,  the  choice  of  the 
form  depending  upon  the  condition  of  the  patient's  skin  and  the  presence 
of  an  eruption  resulting  from  the  disease.  The  choice  also  depends  to  some 
extent  upon  the  femperatvire  of  the  patient.  If  the  rash  has  to  some  extent 
disappeared,  the  skin  is  dry  and  hot,  and  the  temperature  high,  it  is  well  to 
wrap  the  patient  in  a  sheet  wTung  out  of  water  at  70°  or  80°,  and  then  to 
immediately  surround  him  with  a  dry  blanket.  The  primary  effect  of  this 
cold  sheet  is  tu  aid  in  the  dissipation  of  heat  over  the  lx)dy,  but  it  very  rapidly 
becomes  warmed  by  the  heat  of  the  Wly  so  that  the  patient  at  first  is  under 
the  influence  of  cold,  and  very  shortly  afterward  is  surrounded  by  a  warm 
pack.  The  primary  cold  drives  the  blood  from  the  surface,  and  the  secondary 
heating  fills  the  peripheral  capillaries  so  that  the  temperature  is  lowered 
by  an  improved  peripheral  circulation,  and  the  skin  is  thoroughly  supplied 
with  blood  so  that  it  has  a  better  op[>ortunity  to  eliminate  poisons.  If  no 
fever  is  present,  and  the  rash  has  not  faded,  or  if  for  any  reason  it  is  con- 
sidered inadvisable  to  use  cold  primarily,  the  hot  pack  may  be  given,  the 
patient  being  quickly  wrapped  up  in  a  blanket  which  has  been  wrung  out 
of  water  as  liot  as  the  akin  can  bear.  Outside  of  this  is  placed  a  dry  blanket 
and  on  the  patient's  head  is  placeil  an  ice-bag  to  prevent  cerebral  congestion. 
Every  few  moments  the  patient  is  given  a  few  sips  of  cold  water  to  drive 
the  blood  from  the  internal  portions  of  the  body  to  the  skin,  the  object 
being  to  fiush  the  peripheral  circulation,  and  to  cause  a  sweat  which  will 
relieve  internal  congestion  and  eliminate  impurities  from  the  body.  If  the 
arterial  tension  is  high,  nitroglycerin  may  be  given  in  the  dose  of  -^^  of  a 
grain  to  a  child,  or  yj-^  to  a  man,  every  three  or  four  hours;  or,  in  its  place 
for  a  child  \  <lrachrn  to  a  drachm  of  the  sweet  spirit  of  nitre  may  be  given. 

In  the  unemia  of  chronic  parench}Tnatous  nephritis  a  plan  of  treatment 
identical  with  that  which  has  just  been  described  for  that  of  acute  nephritis 
may  be  carried  out.  As  a  rule,  the  patient  is  already  too  ansemic  to  permit 
of  bleeding,  and  his  tissues  are  so  oedematous  that  hypodermoclysis  is  im-- 
possible. 

In  the  unemia  of  chronic  contracted  kidney  with  high  arterial  tension, 
the  measures  already  indicated  for  the  urnemia  of  acute  nephritis  may  be 
instituted,  the  nitroglycerin  being  particularly  useful,  and  being  given 
hypodermically  in  order  that  it  may  act  promptly.  It  also  has  a  beneficial 
effect  in  that  it  relaxes  the  spasm  of  the  renal  bloodvessels  and  so  produces 
diuresis.     If  there  is  much  engorgement  of  the  venous  system,  venesection  is 
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exceedingly  useful,  particularly  if  it  is  accompanied  by  free  hypodermoclysis, 
or,  in  urgent  cases,  by  an  intravenous  injection  of  normal  saline  solution. 
Sometimes  in  these  cases  if  the  heart  seems  strong,  small  doses  of  pilocar- 
pine, i  of  a  grain,  may  be  given  hypodermically  to  aid  in  producing  the 
sweat  which  is  caused  by  the  hot  pack,  and,  with  the  object  of  preventing 
cardiac  depression,  it  is  usually  wise  to  combine  with  it  -^q  of  a  grain  of 
strychnine.  The  lungs  and  the  heart  should  be  carefully  watched,  and  if 
any  signs  of  pulmonary  oedeuia  or  cardiac  failure  develop,  strychnine  should 
be  given  freely,  and  1  or  2  drachms  of  Hoffmann's  anodyne  should  be  admin- 
istered as  a  rapidly  acting  diffusible  stimulant.  In  some  cases  in  which 
there  is  a  tendency  to  suppression  of  urine,  not  only  nitroglycerin  but  cocaine 
in  the  dose  of  ^  to  i  of  a  grain  may  be  given  hypodermically  twice  or  thrice 

ta  day.  Should  convulsions  occur,  they  shouhl  be  controlled  by  chloroform, 
if  they  are  excecflingly  severe,  and  by  the  use  of  a  drachm  of  bromide  of 
sodium  and  20  grains  of  chloral  by  the  rectum.  Morphine*  which  has  been 
largely  used  to  control  urietnic  convulsions,  is  not  regarded  with  favor  by 
most  practitioners  at  the  present  time.  If  the  arterial  tension  is  exceedingly 
V  high,  full  doses  (5  to  10  minims)  of  the  tincture  of  veratrum  viride,  repeated 
I    everv  half-hour  until  some  evidences  of  circulatory  depression  are  produced, 
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Definition. — Pyelonephritis  signifies  an  inflammatory  process  involving 
both  the  pelvis  of  the  kidney  and  the  kidney  texture  itself.  The  term  is 
usually  applied  to  that  form  in  which  the  condition  is  suppurative.  Some- 
times it  is  calle<i  suppurative  pyelonephritis.  P}'eiitis  is  an  inflammatory 
state  of  the  pelvis  of  the  kidney  witliout  involvement  of  the  kidney  proper. 
As  synonyms  to  pyelonephritis  we  may  use  the  terms  pyonephritis,  pyo- 
nephrosis, and  cascative  nephritis. 

Etiology. — These  conditions  are  nearly  always  the  result  of  infection  from 
below;  that  is,  they  are  secondary  to  infection  of  the  lower  urinary  tract, 
viz.,  the  bladder  or  urethra.  Very  rarely  infection  of  the  kidney  may  take 
place  through  the  blood,  but  this  is  only  when  the  vital  resistance  of  all  tlie 

t  tissues  is  greatly  impaireil,  or  when  the  infection  is  very  virulent,  for  the 
healthy  kidney  quite  readily  eliminates  micro-organisms  brought  to  it  by 
the  bloofl  stream.  It  is  possible,  too,  in  cases  of  iloating  kidney,  in  which 
the  ureter  becomes  twisted  or  obstructed  so  that  the  vital  resistance  of  the 
pelvis  is  impaired,  that  infection  through  the  blood  may  ensue.  Although 
stones  in  the  kidney  are  now  attributed  to  hncteria,  it  is  conceivable  that  a 
renal  calculus  by  damaging  the  pelvic  wall  may  prepare  the  way  for  infec- 
tion, so  acting  as  a  direct  cause  of  pyelitis.  Infected  emboli  may  also  produce 
this  state. 

The  micro-organisms  which  most  frequently  cause  pyelitis  and  pyelo- 
nephritis are  the  Bacllhis  coli  communis^  the  Sircptococcvs  pyogetieSf  the 
Staphyhcoccus  pyogtmcs  aureus,  the  tubercle  bacillus,  the  typhoid  bacillus, 
the  gonocQCCUS,  and  the  Bacillus  proleus  vulgaris.    Brown  has  shown  that 
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the  Bacillus  coli  communis  is  the  most  frequent  cause  in  women,  probably 
because  of  the  near  relationship  of  the  anus  and  the  meatus  urinarius.  Brown 
also  asserts  that,  whereas  some  devitalizing^  cause  is  usually  necessary  to 
permit  infection »  a  constantly  amraoniacul  urine  is  sufficient  cause  in  many 
cases. 

Pathology  and  Morbid  Anatomy. — Pyelonephritis  may  l>e  catarrhal,  pseudo- 
membranous, gangrenous,  or  suppurative.     The  first  two  forms  usually 


Km.  t»7 


Brswla' caj*e  of  pyonephmtio  kidnpy.     Girlb.  forty-eigbt  iDchee;  wei^t.  forty-five  pounds. 

depend  upon,  and  are  overshadowed  by,  associated  diseases  such  as  typhoid 
fever,  and  rapitlly  assume  the  suppurative  type.  In  pyelonephritis  the  mucous 
membrane  lining  the  pelvis  of  the  kiflney  is  thickenefi  and  coated  with  pus. 
A  fibrinous  exudate  may  also  be  present.  The  kidney  structure  may  be 
involved  in  two  ways:  either  small  abscesses  are  scattered  tlirough  the  paren- 
chyma of  the  kidney  or  in  long  white  .streaks  which  project  themselves 
along  the  tubules.    The  renal  tissue  in  and  near  these  areas  is,  of  course, 
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necrotic.  If  the  suppurative  process  proceeds,  the  calyces  of  the  kidney 
become  enlarged,  the  renal  tissues  waste  and  suppurate,  and  the  kidney 
structure  is  largely  replaced  by  a  large  single  or  multiple  abscess.  Finally, 
if  the  patient  survives  so  long,  the  liquid  drains  off  through  the  ureter,  and 
the  pus  becomes  inspissated  so  that  a  cheesy  mass  remains  which  may 
become  infiltratetl  with  lime-salts.  This  process  may  extend  to  the  ti.ssues 
surrounding  the  kidney  causing  paranephritis.  When  one  kidney  is  involved 
the  cause  is  nearly  always  primary  disease  in  the  bladder,  and  to  this  type 
the  term  "  surgical  kidney  *'  is  given. 

Symptoms. — The  symptoms  of  pyelitis  an<l  pyelonephritis  may  be  in 
many  cases  so  masked  by  the  ccniditions  which  produce  this  disorder 
in  the  renal  pelvis  that  they  are  overlooked.  Thus  the  urinary  picture 
IS  commonly  obscured  by  an  associaied  cj/siitis,  which  may  either  pre- 
cede or  follow  the  renal  lesion.  The  most  definite  symptoms  are  pain 
and  tenderness  in  the  back  over  the  kidneys,  with  or  without  jrvqueni 
urxnalxon.  The  pain  is  increased  b3'  jarring  the  body  or  by  coughing,  and 
it  is  often  felt  in  the  testicle  or  inside  of  the  thigh  on  the  affected  side. 
The  quantity  of  urine  passed  is  usually  scanty  in  acute  pyelitis  but  profuse 
in  the  chronic  form.  With  the  development  of  suppuration  i^epfic  fever 
'  develops,  vomiting  may  ctmie  on,  and  occasionally  a  profuse  septic  sweat 
'.  follows  a  chill  and  fever.  The  urine  is  acid  ujid  contains  pus,  blood  cells, 
and  degenerated  epithelium.  At  times  the  urine  may  appear  perfectly  nor- 
mal, but  soon  returns  to  its  earlier  state.  This  variation  is  due  to  the  ureter 
becoming  blocked  by  a  plug  of  putty-like  pus,  so  that  for  several  hours 
only  one  kidney,  and  that  the  healthy  one,  drains  into  the  bladder.  Such 
a  variation  in  the  urine  therefore  proves  the  difficulty  to  be  unilateral. 
This  plugging  of  a  ureter  may  give  rise  to  attacks  of  pain,  somewhat  like 
those  due  to  a  renal  calculus  becoming  engaged  in  the  ureter,  but  the  pain 
is  rarely  so  severe. 

Diagnosis. — Pyelonephrilis  is  sometimes  taken  for  malarial  fever,  as  are 
other  septic  processes,  because  of  the  chills,  fevers,  arnl  sweats.  An  exami- 
nation of  the  patient  and  of  his  blood  and  urine  readily  exclutles  malaria  and 
reveals  tlie  renal  disease. 

In  other  cases  the  dry  tongue,  loss  of  weight,  diarrhoea,  and  abdominal 
tympany  may  misleatl  one  into  a  diagnosis  of  typhoid  fever. 

From  suppurative  cystitis  the  condition  is  to  be  differentiated  by  the 
fact  that  the  pain  is  felt  chiefly  in  the  renal  region,  by  the  greater  cpian- 
tity  of  pus  in  the  latter  state,  by  the  greater  alkalinity  of  the  urine  in 
vesical  disease,  and  finally  by  the  use  of  the  cystoscope  and  the  ureteral 
catheter. 

Usually  there  is  more  alluimin  in  the  urine  in  pyelonephritis  than  in 
cystitis,  and  more  discomfort  in  the  suprapubic  area  in  the  latter  condition 
than  in  the  fortuer. 

From  perinephric  abscess  pyelonephritis  is  separated  by  the  greater  ten- 

idemess  over  the  kidney  in  the  former  contlition,  by  the  fact  that  this  area 

is  not  bulging.     Most  important  of  all  is  the  absence  of  pus  in  the  urine 

in  the  first  condition  and  its  presence  in  the  second.    In  some  cases,  how- 

rever,  of  pyelonephritis  very  distinct  bulging  over  the  kidney  is  manifested. 
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A  valuable  sign  in  this  state  is  that  the  swelling  occasionally  disappears  or 
diminishes  as  the  pus  and  urine  escapes  through  the  ureter,  when  an  obstruc- 
tion is  removed.  A  bulging  or  swelling  in  the  renal  area  may  also  be  due 
to  hydronephrosis,  but  there  is  usually  no  fever  in  this  state. 

The  possibility  of  a  painful  swelling  in  the  region  of  the  kidney  being  due 
to  an  aneurysm  must  always  be  excluded  before  operation  is  reported  to. 

Prognosis. — Prognosis  depends  largely  upon  the  cause  of  the  malady  and 
the  state  of  the  kidney.  If  the  condition  is  one  of  simple  pyelitis,  occurring 
diu'ing  the  course  of  one  of  the  infectious  diseases,  the  outlook  is  not  neces- 
sarily bad.  (See  Typhoid  Fever.)  If  the  suppuration  is  marked  the  prognosis 
is  not  good,  ami  if  the  kidney  structure  is  involved  to  the  extent  of  pyo- 
nephrosis the  prognosis  is  bad»  and  death  may  come  from  the  exliaustion  of 
prolonged  septic  fever,  from  the  extension  of  suppuration  to  other  parts,  or 
because  of  amyloid  degeneration  in  other  organs. 

Treatment, — The  treatment  of  pyelitis  in  its  miMer  phases  consists  in  the 
use  of  mild  diuretics  if  the  urine  is  concentrated,  of  counterirritation  by 
cups  or  heat  over  the  loins,  and  rest  in  bed.  No  highly  seasoned  foods  are 
permis-sible.  The  reaction  of  the  urine  must  l>e  determine<^l.  If  the  urine  is 
acid,  alkaline  diuretics  and  salol  are  useful.  If  it  is  alkaline,  then  we  may 
give  5  grains  of  uritone  or  urotropin  three  or  four  times  a  day  in  a  glass  of 
sparkling  water.  The  diet  should  be  hearty  and  easily  digested.  Bitter 
tonics  and  iron  are  useful,  but  ouinine  is  contraindicated  because  of  the 
state  of  the  bladder,  upon  which  it  acts  as  an  irritant.  When  hectic  fever 
is  developed  and  remains  persistent  the  patient  should  be  subjected  to 
nephrotomy  or  nephrectomy  before  he  becomes  exhausted  by  sepsis.  Opium 
or  morphine  may  be  needed  to  control  the  pain.  Recently  several  ob- 
servers have  reported  cases  in  which  benefit  was  derived  from  lavage  of 
the  renal  pelves,  by  means  of  ureteral  catheterization. 
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Definition. — Hydronephrosis  is  a  condition  in  which  because  of  obstruc- 
tion in  the  ureter  there  takes  place  in  the  j>elvis  of  the  ki<hiey  an  accumulation 
of  fluid  which  is  not  purulent.  This  fluid  as  it  increases  in  quantity  stretches 
and  dilates  the  pelvis  and  the  calyces  until  very  large  amounts  of  fluids  are 
retained  ami  a  gooil-sixeti  cyst  is  formed. 

Etiology  and  Pathology. — Hydronephrosis  may  be  acquired  or  congenital, 
constant  or  intermittent.  It  arises  from  permanent  or  intermittent  closure 
of  the  ureter  so  that  the  urine  cannot  escape  into  the  bladder.  When  con- 
genital the  ureter  may  never  have  been  patulous  or  it  may  have  a  stricture 
or  be  abnormally  inserted  into  the  bladder  wall.  When  acquired  it  arises 
from  stricture  of  the  ureter,  or  from  plugging  by  a  clot  or  a  fragment  of  cal- 
culus. It  may  result  from  twisting  of  the  ureter  in  floating  kidney,  but  cal- 
culus is  the  most  common  cause  of  unilateral  hydronephrosis.  When  either 
of  these  causes  are  responsible  for  the  retention  of  fluid,  the  hydronephrosis 
may  be  intermittent,  because,  when  the  twist  is  undone,  or  when  the  calculus 
slips,  the  fluid  can  escape.    The  patient  may  remain  free  from  trouble  for 
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unless  the  obstruction  forms  again.  The  obstruction  may  be  at  the 
>1adder,  as  in  turaor  of  that  organ,  or  consist  in  a  paracystitis.  In  the  female 
pelvic  adhesions,  neoplasms,  and  cysts  may  press  upon  the  ureter  and  impede 
the  urinary  flow. 

The  secondary  effects  of  this  condition  upon  the  kidney  are  disastrous  if 
it  is  long  continued  and  severe.  The  pressure  acting  upon  the  renal  tissues 
causes  atrophy  and  wasting  so  that  finally  the  kidney  structure  fargely 
disappears  and  in  its  place  only  a  large  collection  of  fluid,  surrounded 
by  fibrous  tissue  and  renuiants  of  renal  tissue,  remain.  So  large  may 
the  tumor  grow  that  it  projects  downward  into  the  ab<!omen,  and  it  has 
even  been  mistaken  for  a-scites.  The  other  kiilney  may  be  similarly  affected, 
but  often  it  undergoes  hypertrophy  to  compensate  for  the  inability  of  its  mate. 

Symptoms. — The  presence  of  symptoms  depends  largely  upon  the  rapidity 
of  the  accumulation  of  fluid  and  the  size  of  the  renal  pelvis.  If  it  develops 
slowly  and  if  a  previous  attack  has  enlarged  the  pelvic  capacity,  much  fluitl 
may  be  present  without  the  patient  presenting  any  symptoms.  If,  on  the 
other  hand,  the  fluid  rapidly  accumulates,  pain  may  be  very  severe.  When 
stricture  is  the  cause  the  accumulation  is  usually  slow,  but  when  a  twist  or 
a  calculus  closes  the  ureter  it  is  speedy  and  painful.  In  the  slow  cases  sharp 
pain  may  be  replaced  by  a  sense  of  weight  and  dragging,  A  very  charac- 
teristic sign  in  some  cases,  when  the  obstruction  is  suddenly  removed,  is  a 
profuse  fow  of  urine  which  fills  the  bladder  rapidly,  although  it  may  have 
been  emptied  but  a  short  time  before.    The  tumor  which  may  have  been 

■  present  in  such  a  case  disappears  with  the  flow. 

■  Dia§paoaiB.— Palpation  of  the  abdomen  reveals  in  some  cases  a  mass  pro- 
jecting  from  beneath  the  floating  riks,  in  which  fluctuation  maybe  detected. 
When  the  history  of  the  causes  and  symptoms  is  as  clear  as  has  just  been 
detailed  the  diagnosis  is  not  difficult,  but  the  history  is  frequently  not  clear. 

I      In  children  such  a  mass  has  been  mistaken  for  an  enlarged  spleen  and  for 

■  a  sarcoma  of  the  kidney  or  of  the  retroperitoneal  glands.  (See  Tumors  of 
the  Kidney.)  In  other  cases,  if  the  kidney  is  floating  and  hyflronephrotic, 
the  tumor  may  be  taken  for  an  ovarian  cyst.  In  still  other  instances  the 
tumor  may  so  fill  the  abdomen  as  to  lead  to  a  diagnosis  of  ascites.  Thus, 
Sutton  has  recorded  a  case  in  which  the  cyst  held  no  less  than  thirty  gallons  I 
Aspiration  of  the  fluid  may  reveal  that  it  contains  some  urea  or  that  it  par- 
takes of  a  urinous  odor. 

Prognosis. — The  prognosis  depends  entirely  upon  the  cause  of  the  diffi- 
culty and  the  state  of  the  other  kidney.  When  the  closure  is  congenital 
and  complete,  death  ensues  in  a  few  days.  When  the  closure  is  due  to  a 
twist  of  the  ureter  or  to  a  calculus,  much  depends  upon  whether  the  flow  is 
entirely  stoppefl  and  how  long  it  is  arrested.  A  single  attack  followefi  by 
sudden  relief  may  never  be  repeated.  W'hen  the  disease  is  bilatend  tlie 
gradual  involvement  of  the  kidneys  may  result  in  urremia,  or  if  infection  of 
the  kidneys  ensues  suppuration  may  develop. 

Treatment. — It  is  evident  that  no  metlicinal  treatment  can  be  curative  in 
hydronephrosis.  Morphine  and  atropine  hypodermic  ally  to  allay  pain  and 
relieve  spasm  may  be  useful  at  a  time  when  the  obstruction  is  complete  and 
the  accumulation  of  fluid  rapid.    If  the  condition  is  due  to  a  floating  kidney 
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with  twisting  of  the  ureter,  the  replacing  of  the  kidney  in  its  normal  position 
may  give  relief.  In  other  instances  the  temporary  assumption  of  the  knee- 
chest  position  is  curative.  If  the  attacks  occur  very  frequently,  it  may  be 
wise  to  suture  the  kidney  in  place. 

When  hydronephrosis  occurs  in  a  woman,  ureteral  catheterization  is  of 
value;  first,  because  it  withdraws  the  accumulated  fluid,  and,  second,  because 
if  a  stricture  is  pi*esent  a  catheter  may  dilate  tlie  stricture  and  so  exercise  a 
curative  influence.  But  catheterization  of  the  ureter  is  a  much  more  delicate 
procedure  than  catheterization  of  the  bladder,  and  there  is  greater  danger 
of  infecting  the  ureter  and  ki<lney,  so  that  the  greatest  [>ossible  caution  in 
regard  to  asepsis  must  be  secure*!.  In  certain  cases  where  the  accumulation 
of  fluid  is  very  rapid,  and  where  the  symptorps  arc  urgent,  aspiration  has 
been  practised,  but  this  !s  not  devoid  of  danger,  and  gives  relief  in  only  about 
FjG  per  cent,  of  the  cases.  Morris  directs  tliat  the  needle  is  best  inserted  at 
the  most  bulging  j>oint,  but  that  if  no  such  point  is  manifest  it  should  be 
driven  in  half-way  1>et\vecn  the  last  rib  and  the  crest  of  the  iliura  and  between 
two  and  two  and  a  half  inches  beliind  the  anterior  superior  spine  of  the  ilium, 
if  it  is  the  right  kidney  which  is  in  trouble.  An  aspirating  needle  should  be 
used  instead  of  a  trocar  and  cannula.  When  repeated  aspirations  are  required 
for  lelief,  nephrotomy  is  necessary. 


CYSTIC   DISEASE   OF  THE  KIDNET. 


Cysts  of  the  kidney  occur  as  congenital  malformations  and  are  acquired 
in  late  life.  There  is  perhaps  no  more  striking  object  to  be  found  in  a  col- 
lection of  pathological  specimens  than  a  congenital  cystic  kidney.  This 
condition  not  rarely  affects  both  kidneys,  which  is  an  im{)ortant  point  to  bear 
in  mind  if  any  operation  f>n  one  kidney  is  thought  of.  These  cvstic  kid nevs 
are  not  coni]>osed  of  one  large  cyst,  but  of  a  multitude  of  cysts  masseil 
together  regardless  of  shape  and  size,  and  separated  by  fibrous  bands  or  by 
strands  of  atrophied  renal  tissue.  The  contents  of  the  cyst  is  usually  a 
clear  yellow  fluitl  with  an  acid  reaction  and  containing  urinary  sails,  but 
occasiotially  the  fiuid  is  opaque  and  may  contain  small  amounts  of  blood. 
The  causes  and  processes  by  which  these  cysts  are  fleveloped  are  not  definitely 
known,  but  it  is  thought  they  are  formetl  by  extraordinarj*  dilatation  of  the 
tubules  or  of  Bowman's  capsules.  Shattock  believes  they  are  tlue  to  mal- 
development  of  the  mesonephron.  Such  kidneys  often  weigh  several  pounds. 
Although  congenital  iti  origin,  it  is  to  be  reniernbereil  that  life  niav  be 
continued  far  into  adult  years  before  they  give  any  trouble. 

Congenital  cystic  kidney  (Fig.  98)  may  project  well  below  the  ribs  and 
give  rise  to  a  diagnosis  of  sarcoma,  hydraiiephrosis,  or  of  enlarged  spleen. 

Cysts  of  the  kidneVi  single  or  multiple,  may  l>e  present  in  kidneys  which 
otherwise  show  no  abnormalities,  antl  these  cysts  may  be  smaller  than  a 
pea  or  larger  than  an  orange.  Their  contents  may  be  clear  or  brown  in 
color,  and  mav  \ye  gelatinous  in  character. 

Attention  has  already  been  calleii  to  the  small  cysts  which  are  seen  on  the 
surface  of  the  kidneys  in  chronic  interstitial  nephritis.    At  times  it  is  difficult 
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to  determine  whether  the  kidney  is  the  site  of  acquired  or  congenital 
cysts  when  these  cysts  become  large  and  multiple. 

Echinococcus  cysts  of  the  kidney  also  occur,  (See  article  on  Para- 
sitism.) 

The  symptovfis  of  con^nital  cystic  ki<iney  are  in  no  way  peculiar  unless 
the  kiilney  be  large  enough  to  [jroject  in  the  manner  described.  Aside  from 
this  sign  the  patient  presents  no  signs  of  renal  disease  until  the  cyst,  by 
increase  in  growth  and  resulting  ilocrease  in  renal  tissue,  develops  renal 
failure,  and  the  signs  of  chronic  nephritis  ensue.    In  some  cases  a  sudden 
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ConffHiital  cyrtir  LiHney.     (Ka.><i  and  numpler.l 


attack  of  uneraia  may  be  the  first  symptom  of  renal  difficulty.  \Mien  the 
condition  persists  and  adult  life  is  reached,  (here  may  be  a  high  arterial 
tension  and  hyperirophy  of  the  heart,  as  in  ordinar}-  chronic  nephritis.  Often 
they  interfere  but  little  with  the  life  of  the  patient.  In  the  museum  of  the 
Jefferson  Medical  College  is  a  cystic  kidney  weighing  seven  pounds,  diag- 
nosed during  life  by  the  late  Dr.  J.  M.  Da  Costa,  and  carried  by  a  busy 
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practitioner  of  medicine  for  over  two  years  afterward.     The  other  kidne 
was  but  slightly  affected. 

Beyond  the  use  of  pain-relieving  drugs,  there  is  nothing  that  can  be  done 
for  these  cases.     Operative  procedure  is  contraindicated  in  the  sense  at 
nephrectomy,  because  the  other  kidney  is  so  often  diseased  that  it  is  unaWc 
to  carry  the  burden  of  elimination  if  left  by  itself. 


TUMORS  OF  THE  KIDNEY. 


Fio.  M 


The  kidney  is  not  rarely  the  seat  of  morbid  growths.    They  may  be  bertt^n 
or  malignant.    The  benign  growths  are  the  fibromata,  which  chiefly  afFect 

the    pyramids   of  the  kidney,   and     less 
commonly  the  lipomata  and  angionriAta. 
Occasionally  papilloma  of  the   mucous 
membrane   of  the  pelvis  of  the  kidney 
develops.    The   most  common   mali^ 
nant  growth  in  the  kidney  is  sarcotna. 
which   is   by    no   means  very    rare    in 
young  children,  and  often  grows  io   a 
very  great  size.    Sarcoma  of  the  kidney^^ 
secondaiy  to  sarcoma  elsewhere  is  aldO^^ 
met  with  in  adults.    Endothelioma  may^^ 
develop.       They  are  all   vascular  enti 
often     bleed,     producing     hiematurin. 
Adenonja  of  the  kidney  usually  spriiip 
from   the  cortical   tissues,  but  it  ma/ 
grow  to  30  large  a  size  that  it  takes  itie 
place  of  most  of  the  renal  tissue.   Tbey 
occur   frequently  in  children   and  art* 
walled  off  from  the  rest  of  the  kidney  br 
a  fibrous  sheath.     Adenoma  is  found 
in  two  forms,  the  papillary  and  alveolar 
Not  rarely  considerable  areas  of  necrosis 
develop  in  these  tumors.     Cancer  of  the 
kidney  as  a  primary  growth  is  rare.   A* 
a  secondary  growth  it  is  more  coninion. 
Of    all     the    tumors    affecting   the 
kidney     those     arising    from     edopi'' 
adrenal   tissue  are  probably  the  most 
frequent.     Such  tumors,  called  "h.^p*"^ 
nephromata,"  vary  in  size  from  almost 
microscopic    masses  to  growths  larp^'" 
than  an  adult  head.    In  their  earlier*!^ 
velopment  such  neoplasms  are  beflig"- 
hut  later  ten<I  to  involve  adjacent  slrUC" 
SH««nij  of  the  ri,htwdner    The  darkling      tupcs.  and   by  uictastasis  the  lungs.  H 

nn  theabdomen  19  A  blue-pencil  oulhneof  the        ,,  i         -    i         ••  i      i' .«# 

tumor   (LeContc)  tticy  occur  on  the  right  side,   the  Intr 
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is  often  affected.  These  tumors  are  soft,  vascular,  yellowish,  or  blood- 
tinged  masses  developing  in  the  kidney,  and  often  cause  hieuiaturia. 

The  symptoms  of  renal  tumor,  if  the  f^rowth  is  benign,  are  not  marked, 
unless  it  grows  large  enough  to  produce  pressure. 

When  the  tumor  is  malignant,  free  hxrmaiuria^  wnth  clots  moulded  to  the 
shape  of  the  ureter,  may  be  present.  Pain  develops  only  when  the  growth 
presses  on  neighboring  parts  or  on  adjacent  nerve  trunks,  or  when  the 
weight  of  the  gro\sih  is  such  as  to  cause  a  sense  of  weight  in  the  ioin. 
Severe  attacks  of  colicky  pain  may,  however,  be  present  wlicn  a  clot  is  being 
forced  through  the  ureter.  In  some  cases  marked  loss  of  flesh  takes  place, 
but  chiUlren  with  renal  sarcoma  often  remain  remarkedly  well  nourished. 
The  tumor,  if  large,  may  project  well  forward  in  the  belly  and  give  rise  to 
the  belief  that  it  is  an  enlarged  spleen  or  liver  (Fig.  99).  This  error 
is  frequently  made.  The  colon  may  give  tympany  on  percussion  over 
the  growth,  showing  that  it  springs  from  Ijehind  that  part  of  the  bowel. 
Sarcoma  of  the  kidney  must  he  separated  from  sarcoma  of  the  retroperi- 
toneal space.  Care  should  be  taken  that  it  Is  not  confused  with  cystic 
kidney,  or  hydronephrosis,  for  the  malignant  growth  may  be  nodular  and 
very  elastic,  or  even  give  a  sense  of  fluctuation  on  palpation. 

There  is,  of  course,  no  medical  treatment  of  this  state.  In  some  cases 
nephrectomy  of  the  sarcomatous  kidney  has  been  performed  in  young 
chiklren  with  good  results,  but  there  is  usually  a  metastasis  elsewhere, 
which  ultimately  takes  life. 


NEPHROLITHIASIS. 


m       Definition. — This  condition  is  often    called    '*  stone   in    the   kidney,"  or 
■  "  renal  calculus."    It  is  due  to  the  formation  in  the  tissues  of  the  kidney, 
I   or  in  its  calyces  or  pelvis,  of  concretions  composed  of  solids  derived  from 
the  urine. 

Etiology  and  Pathology. — The  concretions,  when  in  the  pelvis  of  the  kidney, 
may  be  single  or  multiple,  and  very  great  variations  in  their  size  may  be  met 
with.  In  some  instances  they  are  so  small  as  to  \k'  scarcely  larger  than  grains 
of  sand;  in  other  cases  they  may  be  as  large  as  a  |>ea  or  bean,  and  in  still  other 
instances  a  large  calculus  may  form  which  coniplHely  fills  the  renal  pelvis 
and  projects  itself  into  the  ureter  and  into  the  calyces  and  infundibula,  form- 
ing what  is  called  a  "coral  calculus."  The  latter  form  is,  of  course,  never 
passed  from  the  kidney,  but  tlie  smaller  stones  often  become  engaged  in  the 
ureter,  and  in  their  passage  through  it  to  the  bladder  cause  intense  pain. 
Not  rarely  the  fine  renal  sand  passes  so  readily  that  it  attracts  no  attention 

(until  it  is  seen  in  the  urine. 
Not  only  are  concretions  found  in  the  calyces  and  pelvis,  but  also  in  the 
tissues  of  the  kidney.  Thus,  formations  of  uric  aeiil  may  take  place  in  the 
tips  of  the  pyramids  after  birth  and  cause  much  pain  in  the  first  month  of 
life.  Again,  accumulations  of  sodium  ami  ammonium  urate  are  not  rarely 
found  in  adults  at  the  tips  of  the  pyramids,  particularly  in  gouty  invalitls,  and 
in  very  old  persons  a  deposit  of  lime-salts  is  found  in  streaks  in  the  pyramids. 
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The  concretions  just  spoken  of  may  be  formed  of  a  number  of  urinary 
solids,  such  as  uric  acid,  calcium  oxalate  or  phosphate,  urate  or  carl)onale. 
Cystin  and  xanthin  also  are  ingredients.  The  mere  existence  of  these  sub- 
stances in  the  urine  is  not  the  cause  of  the  foi-mation  of  stone,  however, 
for  if  this  were  true  everyone  would  have  calculus.  There  are  at  least  two 
additional  factors  present,  one  of  which  is  the  presence  of  an  albuminoid 
substance,  which  serves  to  glue  togetlier  tiny  particles  of  these  solids, 
and  a  condition  in  which  there  is  an  abnormal  tendency  to  cr^'stallization 
of  these  bodies.  The  bacterial  origin  of  gallstones  and  the  presence  of 
micro-organisms  in  the  nuclei  of  renal  calculi  suggest  a  similar  origin  for 
both. 

The  most  common  ingredient  of  stone  is  uric  acid  or  the  urates.  Stones 
of  this  character  are  met  with  in  people  who,  because  of  small  quantities  of 
fluid  ingested,  have  a  scanty  urinary  flow,  or  who,  by  reason  of  great  activity 
of  the  sweat  glands,  have  little  urine.  As  a  consequence  of  concentration  and 
high  acidity  of  the  urine,  the  uric  acid  and  urates  are  readily  separated  in 
solid  form  and  held  together  by  the  aJIniminous  matrix.  Stones  of  this  char- 
acter are  quite  hard,  ami  their  surface  is  smooth  and  reddish. 

Phosphatic  calculi  are  of  the  most  common  occurrence  after  those  formed 
from  uric  acid  and  the  urates.  They  are  composed  of  calcium  phosphate, 
ammonioraagnesic  phosphate,  or  both,  but  they  are  rarely  found  in  the  kid- 
ney, being  generally  developed  in  the  bladder.  They  are  usually  formed 
when  the  urine  is  persistently  ammoniacal. 

Next  to  phosphatic  calculi,  those  formed  of  calcium  oxalate  are  most 
commonly  met  with.  They  are  peculiar  in  respect  to  their  great  hardness 
and  their  roughened  surface  (mulberry  calculi).  Sometimes  when  they  are 
small  they  are  smooth  iuu\  rounded,  "hemp-seed  calculi."  They  are  dark 
in  hue  and  not  infrequendy,  on  being  split,  they  are  found  to  be  forme<]  about 
a  nucleus  of  uric  acid.  Oxalate  stones  are  only  met  with  in  those  who,  because 
of  digestive  or  metabolic  disorders,  pass  considerable  amounts  of  oxalates  in 
the  urine. 

The  effects  of  the  presence  of  stone  in  the  renal  pelvis  are  not  always 
marked.  Indeed,  calculi  may  be  present  for  years  without  causing  any  dis- 
comfort whatever.  Sometimes  they  suddenly  cause  trouble  if  the  patient 
suffers  from  a  fall  which  causes  the  stone  to  damage  the  lining  membrane  of 
the  pelvis,  and  as  a  result  htematuria  may  ensue,  or  the  stone  may  be  started 
from  its  nest,  and,  proceeding  to  travel  down  the  ureter,  cause  an  attack 
of  colic.  In  still  other  cases  the  stone  may  cause  a  hydronephrosis  by  plug- 
ging the  orifice  of  the  ureter.  Again,  the  damage  done  by  the  sudden  move- 
ment of  a  stone  against  the  tissues  may  open  a  path  for  infection  and  conse^ 
quent  pyelitis  or  even  pyelonephritis. 

Frequency. — In  certain  parts  of  the  world  stone  is  very  prevalent,  notably 
in  some  counties  in  England.  This  is  probably  due  to  certain  mineral  ingre- 
dients of  the  water  whicli  is  taken  for  firinking  purposes.  Stone  is  also  very 
commonly  met  with  in  Cliina  and  in  India,  The  late  Dr.  Kerr,  a  Chinese 
missionary,  removed  hundreds  of  vesical  calculi  during  his  residence  in 
China.  So  far  as  I  have  been  able  to  discover,  stone  is  not  much  more  preva- 
lent in  one  part  of  the  United  States  than  in  another. 
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Prognosis. — The  prognosis  of  nephrolithiasis  depends  entirely  upon  the 
question  of  the  statt*  of  the  kidney  tissiit*s  about  the  stont*  or  s1on*^s.  In  many 
cases  the  stone  produces  no  trouble  for  years.  If,  as  the  result  of  an  injury 
or  infection,  the  surrounding  tissues  become  diseased,  tlie  state  of  the  patient 
may  become  serious  from  pain  or  from  sepsis. 

Symptoms. — As  just  stated,  stones  may  be  in  the  kidney  for  years  vnihotU 
causing  arty  sign^.  When  they  escape  into  the  ureter  they  cause  rnial  colic, 
which  is  due  to  three  causes:  first,  blocking  of  the  ureter  results  in  obstruction 
to  urinary  flow  which  causes  distention;  second,  the  pressure  of  the  urine  on 
the  stone  forces  it  forward  through  the  narrow  canaU  often  wounding  its 
lining,  and,  finally,  the  walls  of  the  ureter  are  spasnitxiically  contracted 
because  of  the  presence  of  the  stone.  The  pain  is  often  so  severe  as  to  be  a 
horrible  agony.  I  have  seen  a  strong  and  brave  man  grovel  on  the  floor 
groaning  with  anguish,  and  vomiting  because  of  its  severity.  The  pain 
extends  into  the  pelvis  and  the  inner  :iide  of  the  ikujh  on  the  affected  side,  and 
even  into  the  testicle  and  penis.  It  also  radiates  into  the  back  of  the  chest. 
These  symptoms  may  persist  for  an  hour  or  for  several  hours.  In  the  latter 
instances  there  are  often  temporary  remissions  in  the  pain.  Not  rarely  the 
bladder  is  exceedingly  Vrn'^a^/e,  and  the  patient  continually  passes  small  quan- 
tities of  urine  which  contains  traces  of  blood  from  the  affected  ureter,  but 
most  of  the  urine  comes  from  the  normal  side. 

In  cases  of  suspected  renal  calculus  the  urine  should  be  examined  micro- 
scopically for  bloml  cells,  both  during  and  between  attacks.  They  are 
practically  never  absent  when  a  calculus  is  lodged  in  a  ureter. 

When  both  kidneys  are  affected,  total  suppression  of  vrine  due  to  obstruc- 
tion of  the  ureter  or  to  reflex  irritation  may  ensue,  and  the  resulting  toxaemia 
produce  death.  It  is.  however,  a  noteworthy  fact  that  this  state  is  rarely  rapid 
in  onset  or  rapidly  fatal.  The  patient  often  lives  for  many  days,  unless  there 
has  been  renal  disease  present  f<)r  some  time  with  some  degree  of  toxaemia. 
I  have  recently  seen  a  case  in  consultation  in  wliich  no  urine  had  been  passed 
for  a  week,  and  the  catheter  obtained  nothing  from  the  bladder,  yet  the 
patient  was  conscious  and  alert  when  spoken  to,  ap|jeariiig  drowsy  only  when 
left  alone.  This  is  a  state  quite  separate  from  ordinary  unrmia,  and  has  been 
called  "latent  unemia."     (See  Unemia.) 

After  an  attack  of  renal  colic  has  passed,  pain  and  soreness  are  felt  for  some 
hours  or  days  in  the  affected  loin^  and  tentlerness  on  pressure  may  be 
elicited. 

Dia^osis. — The  pain  of  renal  colic  must  be  separated  from  that  of  acute 
appendicitis,  that  of  gallstone  colic,  and  from  neuralgia.  It  must  also  be 
distinguished  from  the  pain  due  to  hydronephrosis  resulting  from  a  twist  in 
the  ureter.  Sometimes  a  diaphragmatic  pleurisy  may  mislead  us.  The 
peculiar  radiation  of  the  pain  into  the  groin,  penis,  and  inside  of  the  tlugh  is 
diagnostic.  The  pain  of  gallstone  is  rarliated  into  the  hack,  and  is  often  asso- 
ciated with  jaundice.  Neuralgia  does  not  cause  bloody  urine.  Twist  of  the 
ureter  can  be  predicated  by  finding  a  floating  kidney.  Pleurisy  is  defined  by 
the  area  of  the  pain,  by  fixation  of  the  diaphragm,  and  by  a  friction  sound  in 
some  eases.  A  valuable,  but  by  no  means  absolutely  reliable,  method  of  diag- 
nosis is  the  use  of  the  Roentgen  rays»  which  may  or  may  not  reveal  a  stone, 
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and  which  sometimes  has  caused  the  surgeon  to  operate  when  no  stone  has 
been  fnnn<l. 

Treatment. — The  treatment  of  nephrolithiasis  may  be  diuded  into  two 
parts:  that  devoted  to  the  relief  of  the  patient  at  the  time  of  the  attack  of  renal 
colic,  and  that  devoted  to  the  prevention  of  the  formation  of  new  stones  or 
an  increase  in  the  size  ejf  those  already  present.  For  the  relief  of  the  attack 
of  renal  colic,  a  hypodermic  hijection  of  }  grain  of  morphine,  with  j^^  grain 
of  atropine,  shoulil  be  given  at  once;  or,  if  atropine  is  known  to  be  disagree- 
able in  its  effects  upon  the  patient^  nitroglycerin  may  be  used  hypodermically, 
for  the  double  purj>ose  of  aiding  in  relaxing  the  spasm  and  because  it  tends 
to  prevent  the  aftcr-disugrccablc  effects  of  the  opiate.  If  the  heart  Is  in  a 
satisfactory  condition,  chloroform  may  be  given  by  inhalation,  and  if  tJie 
patient  will  lie  muictly  enough  to  permit  it,  hot  applications  may  be  made 
over  the  painful  kidney. 

In  the  intervals  lx»tween  the  attacks  the  patient  should  be  instructed  to 
drink  lar^e  quantities  of  some  pure  water  like  Poland  water,  or  one  of  the 
Lithia  waters^  which  depend  chiefly  for  their  effects  upon  their  purity  rather 
than  upon  their  litliia.  If  the  urine  is  alkaline,  lithia  waters  are  contra- 
indicated,  and  under  these  circumstances  it  is  well  not  only  to  use  copious 
draiif^hts  of  water,  but  to  direct  the  patient  to  take  uritone.  urotropin,  or 
benzoate  of  ammonium,  for  the  purpose  of  making  the  urine  acid. 

When  the  urine  is  excessively  acid,  it  is  ad\'isable  for  the  patient  not 
only  to  drink  large  quantities  of  water,  but  also  to  take  15  or  20  grains  of 
bicarbonate  of  potassium  three  or  four  times  a  day.  In  other  instances  the 
citrate  of  potassium  may  be  given.  Sometimes  good  results  follow  the  use 
of  Celestins  Vichy  water  when  the  urine  is  acid.  If  an  examination  of  the 
urine  reveals  the  presence  of  a  large  number  of  urates,  it  must  be  borne  in 
mind  that  these  have  their  origin  in  disordered  gastrointestinal  functions, 
and  the  diet  must  be  carefully  regulated,  and  nitromuriatic  acid  given  in  full 
doses.  Sometimes,  too,  these  cases  are  benefited  by  the  administration  of 
such  intestinal  antiseptics  as  salol,  or  aspirin,  in  the  dose  of  5  or  10  grains 
three  times  a  day. 

The  patient  should  be  forbidden  to  drink  any  sweet  wines  or  beer,  and  the 
only  fonn  of  alcoholic  stimulant  permitted  should  be  rye  or  Scotch  whiskey. 
If  the  patient  can  do  without  any  alcohol  at  all,  it  is  much  better  for  him  to 
be  content  with  non-alcoholic  drinks. 

If  the  patient  is  one  who  is  accustomed  to  leading  a  sedentary  life,  he 
should  be  instructed  that  an  amount  of  exercise  which  is  sufficient  to  pro- 
duce healthy  fatigue  is  al>solutely  essential;  but  if  he  exercises  he  should 
also  drink  copiously  of  water. 

When  pain  in  the  kidney  is  continuous  or  so  frequent  in  its  recurrence  that 
the  enjoyment  of  life  is  impaired,  or  if  there  is  any  evidence  of  the  tissues  of 
the  pelvis  of  the  kidney  or  of  the  kidney  itself  being  irritated  or  infected,  the 
question  of  operative  interference  must  be  carefully  considered,  and  the 
patient  advised  to  seek  surgical  relief. 
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PERIN£FHKIO  ABSCESS. 

An  abscess  sometimes  forms  around  the  kidney  by  the  extension  of  infec- 
tion from  the  pelvis  of  this  or^an.  because  of  transmitted  tjTiiphatic  infection 
from  a  suppurative  appendicitis,  from  injury  to  tlie  tissues  by  a  blow  or  fall, 
by  extension  of  infection  from  spinal  disease,  from  perforation  of  the  stomach 
or  bowel  followed  by  sulxliaphragmatic  abscess,  and  rarely  after  acute 
infectious  fevers,  as  typhoid  fever.  The  pus  may  cause  pain  and  bulging 
over  the  kidney;  it  may  burrow  upward,  and  escape  into  the  thorax,  or  down- 
ward and  resemble  a  psoas  abscess.  The  pus  is  usually  very  foul  and  distinct 
septic  S3Tnptoms  may  be  present.  On  the  other  hand,  I  have  seen  at  least 
two  eases  in  which  there  was  little  pain  and  no  fever.  There  was  nothing 
more  than  some  discomfort,  with  swelling,  over  the  kidney.  Not  rarely  the 
spine  is  fixed,  and  the  leg  on  the  affected  side  is  drawn  up  when  the  patient 
lies  down. 

Treatment — The  treatment  is,  of  course,  operative.  The  patient's  vitality 
should  be  supported  by  food  and  stimulants. 


DISORDERS  OF  URINART  SECRETION. 


Anuria. — Anuria  is  a  condition  in  which  there  is  a  total  suppression 
of  urine.  It  arises  as  the  result  of  thrombosis  of  the  renal  vessels,  and 
an  intense  acute  nephritis  such  as  that  which  follows  the  ingestion  and 
elimination  of  very  irritant  poisons  as  cantharides  and  turpentine.  Some- 
times complete  anuria  also  follows  the  administration  of  ether  when  this 
ana'sthctic  has  been  given  over  a  long  period  of  time  and  in  too  large 
quantities.  It  is  particularly  prone  to  occur  if  the  kidneys  are  already  in 
a  state  of  irritation.  In  other  instances  total  suppression  of  urine  results, 
reflexly,  from  the  irritation  produced  by  nephrolithiasis.  In  most  instances 
when  this  occurs  botli  kidneys  are  affected.  Partial  or  complete  anuria  also 
sometimes  occurs  after  operations  upon  the  genito-urinary  tract.  A  care- 
ful distinction  should  be  made  between  anuria  when  no  urine  \s  secreted 
and  retention  of  urine  in  which  no  urine  is  fossed^  but  in  which  the  bladder 
is  found  to  be  well  filled. 

Treatment. — The  treatment  of  anuria  varies  somewhat  with  the  cause. 
When  the  arrest  of  secretion  is  due  to  the  presence  of  stone,  an  operation 
is  theoretically  demanded,  but  usually  the  diagnosis  as  to  the  cause  is  not 
completed  before  the  patient's  condition  has  become  so  grave  that  operative 
interference  is  of  questionable  propriety.  WTien  the  suppression  of  secre- 
tion is  not  due  to  stone,  but  to  reflex  irritation  or  spasm  of  the  renal  vessels, 
I  have  known  full  doses  of  nitroglycerin  given  every  three  or  four  hours, 
hypodermically,  to  relax  the  bloodvessels  and  cause  free  urinary  6ow. 
This  is  particularly  apt  to  occur  if,  simultaneously,  the  patient  receives  a 
large  injection  of  cool  water  by  the  bowel.  If  saline  solution  is  used,  care 
should  be  taken  that  it  is  not  of  more  than  O.G  per  cent,  strength,  since 
strong  saline  solutions  abstract  liquids  from  the  tissues  instead  of  being 
47 
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absorbed.  In  these  instances  our  desire  is  that  fluid  shall  enter  the  tissues, 
find  its  way  to  the  bloodvessels  and  so  flush  the  kidneys.  Usually  about 
one  quart  of  liquid  shoulil  be  given  by  gentle  hydrostatic  pressure.  Hot 
compresses^  or  poultices,  may  be  laid  across  the  loins,  and  if  there  is 
any  reason  to  believe  that  renal  congestion  is  present,  three  or  four  dry  or 
wet  cups  may  be  applied  over  each  kidney.  In  some  instances  moderate 
doses  of  the  bromides  and  the  vegetable  salts  of  potash,  like  the  citrate,  are 
advisable.  If  the  heart  is  strong  the  patient  may  be  subjected  to  a  hot  pack 
or  may  be  given  a  Turkish  bath  by  elevating  the  bed-clothes  and  allowing 
hot  air  to  surround  !iis  body.  Small  doses  of  pilocarpine  may  be  given  as 
a  diuretic,  particularly  if  the  heart  is  guarded  by  strv'chnine.  The  difficulty 
in  using  large  doses  of  pilocarpine  is  that  it  is  prone  to  produce  pulmo- 
nary fpdema. 

Hsematuria.  ^Bloody  urine,  or  hi^maturia,  is  a  condition  in  which  there 
13  found  in  the  urine  not  only  the  coloring  matter  of  the  blood,  but  red  blood 
corpuscles  as  well.  It  sometimes  occurs  with  the  stage  of  onset  in  acute 
fevers  and  in  certain  cases  of  leukfemia.  It  is  also  met  vaih  in  certain  forms 
of  malarial  infection  of  the  lestivo-auturanal  type,  and  in  cases  of  infarction 
of  the  kidney  arising  during  an  attack  of  endocarditis  or  from  other  causes. 
When  there  is  stone  in  the  pelvis  of  the  kidney  or  any  part  of  the  conduct- 
ing tractj  and  the  patient  is  jarred  or  jolted,  the  stone  may  cause  suffi- 
cient local  damage  to  produce  bloody  unnc.  Parasites  such  as  the  Filaria 
sanguinus  horninis  and  the  Bilharzia  may  produce  the  same  condition. 
Blooil  also  appears  in  the  urine  as  the  result  of  papilloma,  cancer,  or  other 
neoplasm  of  the  bladder,  ureter,  renal  pelvis,  or  kidney,  ulceration  of 
the  urethra,  and  of  injuries  to  the  genito-urinary  tract  by  falls  or  blows. 
Sometimes,  too,  it  develops  in  the  course  of  scurvy  and  purpura  hemor- 
rhagica. In  acute,  and  even  in  chronic  parenchymatous,  nephritis  the  urine 
sometimes  contains  small  amounts  of  blood,  but  they  are  visible  only  under 
the  microscope. 

The  appearance  of  the  urine  when  it  contains  blood  is  quite  charao 
teristic.  It  is  not  only  dark  red  in  hue,  but  it  is  opaque  and  contains 
considerable  sediment,  which  is  chiefly  composed  of  fibrin  and  blood  cor- 
puscles. In  pure  renal  hicmaturia  the  voided  urine  is  more  of  a  smoky  hue, 
the  red  cells  are  of  the  shadow  or  phantom  type  and  clots  are  rnrely  if  ever 
present.  If  the  urine  is  very  alkaline,  the  red  blood  corpuscles  may  be  dis- 
solved rapidly  or  become  colorless  and  dilHcult  to  see.  Clots  formcil  before 
the  urine  is  passed  nearly  always  arise  from  hemorrhage  in  the  bladder,  but 
occasionally  moulds  of  the  ureters  may  appear.  An  examination  by  means 
of  the  cystoscope  or  urethroscope  may  be  necessary  to  determine  the  source 
of  the  hemorrhage,  and  if  the  lilood  comes  from  the  kidney  it  may  be  neces- 
sary to  catheterize  the  ureters  to  determine  which  kidney  is  damaged. 

There  are  occasional  instances  of  hiematuria  in  which,  even  at  autopsy,  no 
sufficient  cause  can  be  found.  These  include  the  angioneurotic  hiematuria 
of  Kleraperer,  the  renal  haemophilia  of  Senator,  and  GulKs  *' renal  epistaxis." 

Tre&tment. — ^Treatment  of  hiematuria  depends  largely  upon  its  cause. 
The  patient  should  be  put  absolutely  at  rest.  If  the  blood  comes  from  the 
kidney  there  is  no  treatment  which  can  be  relied  upon  as  being  efficacious. 
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Chloride  of  calcium  in  the  dose  of  5  grains  three  or  four  times  a  day  may  be 
givea  well  diluted  with  water  to  increase  the  coagulability  of  the  blood. 
Gallic  acid,  tannic  acid,  a[ul  sulphuric  aci<l  have  been  largely  used  by  some 

fractitioners,  but  it  is  doubtful  if  they  rtnilly  exercise  any  definite  influence, 
f  any  one  of  them  does  act  as  a  styptic  it  is  probably  sulphuric  acid.  Ten 
dropsof  the  aromatic  acid  maybe  given  every  three  or  four  hours,  well  diluted, 
and  counterirritation  may  be  applied  in  the  shape  of  cups  or  hot  compresses 
over  the  kidneys.  Counterirritants  like  mustard*  turpentine,  and  cantharides 
should  be  avoided,  as  they  may  be  absorbed  ami  increase  renal  irritation. 
The  patient  should  be  protected  from  cold.  If  the  hemorrhage  comes  from 
the  bladder,  an  injection  of  a  pint  of  nonnal  salt  solution  containing  J  to  1 
ounce  of  adrenalin  chloride  solution  1 :  1000  should  be  injected. 

Wlien  the  hemorrhage  comes  from  the  urethra  a  similar  plan  of  treatment 
can  be  resorted  to,  siinply  instilling  the  adrenalin  into  the  ptjrtion  of  the 
urethra  which  is  bleeding.  The  objection  to  the  use  of  substances  which 
cause  a  coagulation  of  the  blood  is  that  they  produce  clots,  which  may 
become  septic  or  give  rise  to  obstruction. 

Haemoglobinuria. — In  all  probability  hn?mogloliinuria  occurs  most  fre- 
quently as  a  comphcation  of  malarial  infection.  ""J'here  is  much  doubt  as  to 
tiie  actual  cause  of  this  condition.  In  some  instances  it  is  probably  due  to 
tlie  destructive  action  of  the  malarial  parasite  on  the  bloo<l,  but  it  would 
seem  probable  that  in  other  instances  it  is  due  to  an  associated  infection 
<tr  a  conilition  which  ciuinine  cannot  be  cx[>ected  to  rcnunly.  Indeed,  a 
large  number  of  cases  are  now  on  record  in  which  the  administration  of 

3uinine  has  been  followed  by  hiemoglohinuria  or  hiematuria.  This  con- 
itioii  is  to  be  distinctly  separated  from  hicmaturia,  for  in  this  case  no 
bloo<l  corpuscles  are  present,  but  only  the  hjcmoglobin  or  coloring  matter 
of  the  blood.  Its  presence  does  not  indicate  any  lesion  in  thegenito-iirinary 
tract.  Strictly  speaking  tnte  ha^rnoglobinuria  is  not  present,  but  methffmo- 
globinuria.  The  urine  is  clear,  but  may  be  quite  dark  in  hue,  and  deposits 
on  standing  a  heavy,  reddish-brown  sediment  It  usually  gives  the  reaction 
for  albumin. 

Haemoglobinuria  arises  from  the  ingestion  of  a  large  number  of  poisons, 
such  as  poisonous  mushrooms,  chlorate  of  potash,  pyrogallic  acid,  and  some 
of  the  coal-tar  products.  Not  long  since  I  had  under  my  care  a  physician 
who  sulTered  from  re[)taled  attacks  cf  lucraoglobiuuria  whenever  be  tinkered 
with  his  automobile,  which  was  stored  in  a  small,  tightly  closed  shed  in  which 
the  fumes  of  gasoline  were  quite  concentrated,  He  never  suffered  with 
haemoglobin  una  before  these  exposures,  and  since  avoiding  them  has  had 
no  return  of  his  trouble.  Ha'moglobinuria  sometimes  follows  severe  burns. 
It  may  also  develop  in  Ra}Tiaud's  disease.  The  discoloration  of  the  urine 
produced  by  carbolic  aci<l  is  not  due  to  hflemoglobinuria,  but  to  a  dark, 
oxidized  erluct,  which  is  in  part  hydrochinon. 

Hsematinuria. — Under  the  name  of  paroxysmal  luematinuria,  sometimes 
called  kwrnoglobinurie  a  Jrigore,  a  condition  rarely  occurs  in  which  the 
urine  varies  in  color  from  a  port-wine  to  a  chocolate-brown,  or  almost  black 
hue,  the  alteration  in  its  appearance  lasting,  however,  for  but  a  few 
hours.     Its  sf)ecific  gravity  usually  ranges  horn  1.025  to  1.027.    The  ure^ 
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is  increased.  The  quantity  of  blood  which  is  represented  has  Ijeen  estimated 
as  equivalent  to  from  seven  to  twelve  parts  in  one  hundred  of  urine.  Blood 
corpuscles  are  very  rarely  found  in  the  fluid.  The  urine  not  only  contains 
haemoglobin,  but  considerable  quantities  of  albumin  and  globulin.  Not 
infrequently  hyaline  and  granular  casts  are  present.  This  condition  is 
chiefly  provoked,  apparently,  by  exposure  to  cold — that  is,  by  chilling  of  the 
surface  of  the  body.  Aside  from  exposure  to  cold  and  chilHng  of  the  surface 
of  the  body,  severe  muscular  exercise  seems  to  be  a  causative  factor,  and  not 
infrequently  there  is  also  a  tendency  to  vasomotor  disorders.  Indeed,  it  is 
probable  that  a  large  part  of  the  disorder  lies  in  an  abnormal  vasomotor 
condition.  Gilniau  Thompson  has  recently  reported  two  cases  and  sum- 
marized the  literature.  It  appears  that  during  the  past  forty  years  only  2()6 
cases  have  been  rc(>orted,  and  that  most  of  these  have  appeared  in  England, 
Germany,  and  France,  and  that  very  few  indeed  have  been  reported  as 
occurring  in  the  United  States  and  Canada.  The  condition  affects  males 
very  much  more  frequently  than  females,  there  being  only  about  4  per  cent 
of  females  in  the  206  cases  so  far  reported.  The  period  of  life  at  which  it 
commonly  occurs  is  between  thirty  and  forty  years,  but  cases  have  \yefn 
reported  as  late  as  the  sixty-fourth  year.  At  the  time  of  the  attack  there  is 
usually  a  sharp  rise  of  temperature,  amounting  to  102°  or  103°,  but  this 
falls  to  normal  almost  as  rapidly  as  it  rises,  the  febrile  period  lasting  only  a 
few  hours.  ChiJls  are  often  present,  and  may  be  the  first  sjTnptom  of  the 
attack.  Jaundice,  which  is  hiematogenous  in  origin,  develops.  Some  persons 
have  thought  that  the  jaundice  is  hepatogenous,  but  this  is  unlikely  in  view 
of  the  fact  that  the  urine  is  not  bile-stained  and  the  stools  are  not  lacking 
in  bile. 

Paroxysmal  hfpmoglobinuria  is  to  be  separated  from  the  hemoglobin- 
uria met  with  in  some  cases  of  malaria  by  the  fact  that  the  latter  is  a  disease 
of  tropical  or  semi-tropical  regions,  whereas  paroxysmal  ha?matinuria  usually 
occurs  in  cold  climates.  In  one  case  the  malarial  organism  is  present  and 
in  the  other  it  is  absent. 

Paroxysmal  hiematinuria  is  also  associated  with  a  neurotic  condition, 
with  urticaria  and  with  localiKcd  areas  of  cyanosis. 

Treatment. — The  treatment  consists  in  avoidance  of  exposure  to  cold 
and  to  causes  which  produce  nerv^ous  excitement.  Tyson  has  suggested  the 
use  of  suprarenal  gland,  Thompson  suggests  the  use  of  thyroid  extract. 
Saundby  commends  calcium  chloride  and  Chvostek  believes  that  inhala- 
tions of  nitrite  of  amyl  may  be  useful  to  aliort  an  attack.  If  the  circulation 
is  feeble,  rapidly  acting  diffusible  stimulants  like  Hoffmann's  anodyne, 
aromatic  spirit  of  ammonia,  and  small  doses  of  spirit  of  chloroform  are 
advantageous. 

The  treatment  of  h*emoglobinuria  cannot  be  direct.  Copious  draughts 
of  water  to  flush  the  kidneys,  careful  attention  to  the  state  of  the  bowels, 
protection  from  exposure  of  the  surface  of  the  bo<ly  to  cold,  and  the  use  of 
foods  which  are  not  highly  seasoned  and  irritating  to  the  liver  and  the  kidnejTi 
are  the  only  measures  which  the  physician  can  institute.  When  the  cause 
of  the  condition  is  malaria  the  debatable  question  of  administering  quinine 
must  be  discussed  and  decided.     (See  Treatment  of  Malarial  Fever.) 
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Albuminuria. — Albuminuria  is  a  term  applied  to  a  condition  of  the  urine 
in  which  serum  albumin,  serum  globulin,  and,  by  some  writers,  other 
urinar}'  proteids,  including  nucleo-albumin,  albutnose,  peptone,  or  fibrin 
is  found  in  it  While  it  is  true  that  delicate  chemical  tests  will  frequently 
reveal  traces  of  albumin  in  the  urine,  it  is  also  a  fact  that  any  quantities 
which  can  be  appreciated  by  the  use  of  heat  and  nitric  acid  or  by  the 
potassium  ferrocyanide  or  mercuric  iodide  tests  are  to  be  regarded  as  ab- 
normal. 

As  albumin  is  a  colloid  substance  and  therefore  does  not  readily  diffuse 
through  animal  membranes  it  does  not  pass  through  the  bloodvessels  of  the 
kidneys  and  renal  tubules  unless  these  structures  have  undergone  st>me 
degenerative  change,  or  are  subjected  to  a  pressure  which  they  cannot  with- 
stand. Sometimes,  too,  albuminuria  may  be  due  to  changes  iu  the  blood 
itself,  whereby  its  albuminous  ingredients  are  altered  or  the  renal  texture  is 
secondarily  affected.  The  presence  of  albumin  in  the  urine  when  disease 
of  the  conducting  apparatus  can  be  excluded  (accidental  albuminuria  may 
occur  through  contamination  of  the  urine  by  vaginal  discharges)  is  there- 
fore indicative  in  the  vast  majority  of  instances  of  some  renal  lesion,  and 
as  chronic  parenchymatous  nephritis  and  chronic  interstitial  nephritis  are 
the  most  common  renal  diseaseSi  it  is  usually  indicative  of  one  of  tliese 
mala<:lies  or  of  a  subacute  nephritis  complicating  one  of  the  acute  infectious 
diseases.  Twenty  years  ago  albuminuria  was  considered  as  pathogno- 
monic of  Bright's  disease.  We  now  know  that  albumin  often  appears  in 
the  urine  when  Bright*s  disease  is  not  present. 

As  a  general  rule  it  may  l>e  stated  that  the  quantity  of  albumin  is  in  direct 
ratio  to  the  severity  of  the  renal  lesion,  but  there  are  ceilain  notable  excep- 
tions to  this,  as  in  the  case  of  chronic  contracted  kidney,  in  which  disease 
the  kidney  is  seriously  affected,  yet  the  albumin  is  always  in  small  quantity 
and  may  be  absent  at  times. 

Albuminuria  is  not  rarely  met  with  in  cases  of  congestion  of  the  kidney 
due  to  cardiac  failure.  Under  these  circumstances  the  quantity  of  albumin 
present  may  be  very  large,  almost  as  great  as  that  which  is  found  in  chronic 
parenchymatous  nephritis.  It  is  due  under  these  circumstances  to  a 
structural  and  probably  nutritive  alteration  brought  about  by  passive 
renal  congestion,  and  the  use  of  cardiac  stimulants  usually  results  in 
Its  disappearance,  at  least  to  some  degree.  So,  too,  albuminuria  may 
develop  in  certain  persons  after  severe  and  prolonged  exercise,  as  in 
soldiers  after  a  long  march,  or  in  athletes  after  a  long  run.  One  cause  of 
this,  at  least,  is  feebleness  of  the  heart  from  exhaustion. 

In  still  other  rases  what  is  known  as  "Cyclic  Albuminuria"  comes  on, 
which  is  sometimes  due  to  exposure  to  cold,  and  at  other  times  seems 
causeless.  Cyclic  albuminuria  is  sometimes  called  the  "  albuminuria  of 
adolescence,"  and  is.  as  its  name  implies,  intermittent  and  is  usually  not 
present  when  the  patient  rises  in  the  morning,  but  ap[>ears  as  the  day 
progresses.  The  upright  posture  is  in  some  cases  sufficient  to  induce  the 
condition — "orthostatic*'  albuminuria.  Usually  the  urine  is  above  the 
normal  specific  gravity  and  contains  no  casts.  As  its  name  indicates,  it 
occurs  at  puberty,  in  easily  fatigued,  overgrown^  pallid  children.     It  usually 
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disappears  when  puberty  is  passed  aiul  the  system  is  established  on  aa 
adult  basis. 

In  certain  persons  the  ingestion  of  excessive  quantities  of  albumin  in 
food  also  produces  albuminuria. 

A  very  high  arterial  tension  due  to  cardiovascular  disease  may  also  cause 
this  symptom.  AVhile  it  is  true  that  the  cardiovascular  disease  usually  results 
in  some  impairment  of  the  kidney,  it  is  also  a  fact  that  reducing  arterial 
pressure  in  these  cases  by  the  use  of  nitroglycerin  often  stops  the  albuminuria. 

Albuminuria  may  be  *lue,  as  already  stated,  to  changes  in  the  condition 
of  the  blood  itself,  mot  with  in  certain  cases  of  anoemia,  and  in  diseases  like 
pui"pura,  scurvy,  and  other  conditions  which  cause  marked  changes  in  the 
cirtMilating  fluid. 

Tests.— Albumin  is  best  detected  in  the  urine  by  the  general  practitioner 
by  the  use  of  the  so-called  heat  and  nitric  acid  tests,  which  may  be  used  sepa- 
rately or  in  conjunction.  A  te3t-tul>e  is  two-thirds  filled  with  urine,  which  if 
cloudy  should  be  filtered,  and  if  alkaline  acidified,  and  the  upper  part  of  it  is 
held  over  a  lighted  alcohol  lamp  so  that  the  fluid  in  this  jwrtion  of  the  tube 
soon  boils.  Under  these  circumstances  if  albumin  is  present  the  upper 
portion  of  the  urine  becomes  clouded  from  coagulated  albmnin,  but  the 
portion  below  remains  clear  until  the  coagulated  albumin  is  precipitated. 
If  earthy  phosphates  are  present  some  cloudiness  of  the  fluid  develops, 
but  the  addition  of  a  few  drops  of  nitric  acid  disperses  the  cloud  if  it  is 
due  to  the  phosphates,  but  does  not  do  .so  if  it  is  due  to  albumin.  Many 
physicians  use  a  somewhat  less  accurate  test*  which  consists  in  placing  one- 
half  to  one  dracluu  of  nitric  acid  in  a  test-tube,  and  allowing  an  ecjual  quan- 
tity of  urine  to  trickle  down  the  side  of  the  tube  so  that  it  overlies  the  acid. 
If  albumin  is  present  a  layer  of  albumin  appears  at  the  point  of  juncture  of 
the  two  fluids.  Sometimes,  if  marked  intestinal  fermentation  is  present,  a 
reddish-brown,  but  transparent  zone,  appears  at  this  level  also. 

For  the  purpose  of  making  a  delicate  test  the  potassium  ferrocyanidc 
method  may  be  employed.  The  writer  has  found  it  most  convenient  to  use 
for  this  purpose  tlic  so-called  urinary  test  tablets  which  are  now  placed  upon 
tlie  market.  Into  30  minims  of  urine  is  placed  a  citric  acid  tablet  for  the 
purpose  of  acidification.  To  this  is  then  atlded  a  tablet  of  potassium 
ferrocyanidc,  and  the  tube  is  shaken  or  allowed  to  stand  still  until  both 
tablets  are  completely  dissolved,  when  if  albumin  is  present  tiny  flocculi 
may  be  seen  floating  in  the  fluid,  which  settle  to  the  bottom  of  the  test-tube 
when  it  is  placet!  at  rest.  This  is  a  delicate  test  for  albumin,  and  has  the 
advantage  that  it  does  not  precipitate  mucin,  peptones,  phosphates,  urates, 
or  vegetable  alkaloids.  If  the  physician  does  not  vAsh.  to  use  these  tablets, 
he  may  add  to  a  test-tube  half-full  of  urine  5  or  6  c.c.  of  a  freshly-pre- 
pared solution  of  potassium  ferrocyanidc  of  the  strength  of  one  in  twenty, 
adding  10  to  15  drops  of  acetic  acid.  In  other  instances  the  physician  may, 
if  he  chooses,  employ  potassioraercuric  iodide  test  tablets  in  the  same 
manner,  with  equally  goorl  results.  Wlien  the  potassium  mercuric  iodide 
acid  test  is  used,  the  cloudiness  due  to  albumin  does  not  break  up  into 
flocculi,  as  it  does  when  potassium  ferrocyanide  is  employed. 

The  following  facts  in  regard  to  these  tests  should  be  remembered.    If 
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the  specimen  of  urine  is  very  alkaline,  more  than  one  citric  acid  tablet,  or 
an  extra  quantity  o(  nr'id  solution  should  be  added.  If  cloudiness  is  pro- 
duced by  the  add,  it  is  due  to  mucin,  uric  acid,  or  some  olcorcsin,  as,  for 
example,  when  copaiba  or  cubebs  have  been  taken  internally.  If  the  urine 
is  warmed  the  urates  dissolve,  l)ut  the  mucin  remains.  The  precipitate 
produced  by  the  oleoresins  clears  up  by  boiling,,  but  returns  as  soon  as  the 
urine  cools  slightly.  When  the  tablet,  or  solution,  of  potassium  mercuric 
iodide  or  potassium  ferrocyanide  is  added  to  the  acidulated  urine,  and 
cloudiness  is  produced,  the  urine  must  be  heated.  If  the  reaction  is  due  to 
albumin  the  precipitate  remains  undissolved,  but  if  it  clears  up  it  may  con- 
sist of  peptones  or  derivatives  of  vegetable  alkaloids  if  tlic  mercury  test  has 
been  employed.  When  the  potassium  ferrocyanide  test  is  used  peptones 
are  not  precipitated,  and  may  therefore  be  excluded. 

For  the  quantitative  estimation  of  albumin  Esbach*s  method  is  most 
commonly  erajjloyed.  It  consists  in  using  a  graduated  test-tube  which  is 
called  an  album inometer.  This  test-tube  is  marked  with  the  letter  *'U/' 
and  higher  up  with  the  letter  **R."  Below  the  letter  *^U"  are  graduate  lines 
from  1  to  7.  Urine  is  placed  in  the  tube  to  the  level  of  the  letter  "U," 
and  the  following  sohiti4>n  is  then  addetl  till  the  fluid  in  the  lube  reaches 
the  letter  "R.'*  The  solution  used  consists  of  10  grams  of  picric  acid;  20 
grams  of  citric  acid;  1000  cm.  of  distilled  water.  The  tube  is  now  corked 
and  inverted  several  times  until  the  test  sohjtion  and  the  urine  are  com- 
pletely mixed.  It  is  then  allowe<l  to  stand  on  a  rack  in  a  perpendicular 
position  for  twenty-four  hours.  At  the  expiration  of  the  twenty-four  hours 
the  albumin  is  found  to  be  at  the  level  of  one  of  the  numl>ers  cut  on  the  side 
of  the  tube,  and  this  represents  the  number  of  grams  of  albumin  per  litre. 
If  it  is  desired  to  know  the  percentage  of  albumin,  a  decimal  point  is  placed 
in  front  of  the  figure.  In  cases  where  the  quantity  of  albumin  is  so  great 
that  it  cannot  be  measured  by  the  ordinary  Flsbach  tube,  the  urine  should 
be  diluted  with  w^ater,  and  the  result  in  grams  multiplied  by  the  number 
of  times  the  urine  has  been  diluted. 

There  is  no  excuse  for  neglecting  examination  of  the  urine  for  albumin. 
In  the  absence  of  other  apparatus  and  reagents  tlie  urine  may  be  acidified 
with  vinegar,  boiled  in  a  spoon  or  cup,  and  if  necessary  poured  into  a  glass 
for  inspection. 

From  what  has  been  saiil  it  must  be  evident  that  the  significance  of  albu- 
minuria varies.  Usually,  except  in  the  case  of  chronic  interstitial  nephritis, 
its  importance  from  a  prognostic  staiiflpoint  is  in  direct  relation  to  its  quan- 
tity; its  cause  is  also  an  important  factor  concerning  prognosis.  The  pres- 
ence of  tube  casts  with  the  albumin  is  also  of  great  importance,  particularly 
if  these  tube  casts  are  granular  and  contain  fatty  globules.  Tube  casts 
should  always  be  sought  for  in  the  urine,  if  need  be  witjj  the  aid  of  the  centri- 
fuge, but,  on  the  other  hand,  it  should  be  remembered  that  if  the  centrifuge 
is  thoroughly  employed,  there  are  few  specimens  of  urine  which  will  not 
reveal  an  occasional  cast. 

No  one  perhaps  has  studied  more  carefully  than  has  Leube  this  question 
of  albuminuria.  His  view  is  that  while  in  many  cases  physiological  albu- 
minuria does  occur,  particularly  after  severe  exercise,  we  should  never- 
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theless  regard  all  such  instances  with  suspicion.     Washburn,  in  studyii 
the  records  of  life  insurance  cases  who  were  supposetl  to  have  physioloj^jica 
albuminuria,  found  that  the  death  rate  among  them  was   17.5  perceti 
instead  of  9  per  cent.,  as  it  should  have  been, 

A  careful  study  must  be  made  of   the  heart,  kidney,  lungs,  and  oth 
organs  before  the  patient  is  given  a  favorable  prognosis. 

Wright  and  Ross  have  shown  that  it  is  sometimes  possible  to  different! 
the  albuminuria  of  renal  disease  and  physiological  albuminuria  by  increasi 
the  coagtjiability  of  the   blood  through  the  use  of  calcium   lactate.     (F 
dose  see  article  on  Purpura.)     If  the  use  of  this  drug  arrests  the  albuminuH; 
it  does  not  depend  upon  actual  renal  disease. 

While  casts  may  be  present  in  the  urine  of  patients  who  are  thoug 
to  be  healthy,  but  who  have  albuminuria,  these  casts  should  disappear 
the  patient  rests  in  be<l,  and  they  should  not  be  epithelial  casts.  If  they  are 
present,  then  it  is  not  physiological  albuminuria.  It  is  j)erhaps  best  to  say 
that  albuminuria  ought  not  to  be  present,  and  that  its  existence  at  least 
excites  suspicion  of  some  renal  change.  But  it  does  not  necessarily  mean 
Bright's  disease,  and  I  have  seen  more  than  one  case  in  which  distinct 
albuminuria  was  present  without  the  association  of  casts  for  more  than 
fifteen  years. 

Pyuria. — Pus  in  the  urine  may  arise  from  pyelitis,  pyelonephritis,  cystitis, 
urethritis,  vaginitis,  or  the  rupture  of  an  abscess  into  the  urinary  passages 
from  contiguous  parts.  AVhen  pus  is  in  urine,  it  gives  it  a  peculiar  opacity, 
and  on  sedimentation  the  bottom  of  the  ve-ssel  contains  a  somewhat  ropy 
mass,  presenting  a  wavy  surface.  It  is  to  be  distinguishe<J  from  the  phosphatic 
deposits  mixed  with  mucus  by  the  fact  that  it  is  not  so  white,  and  does  not  so 
closely  resemble  white  or  pinkish  powdered  chalk.  Further  than  this,  the 
phosphates  are  usually  cleared  up  by  boiling  or  by  the  addition  of  acid,  but 
urine  containing  pus  is  not  so  altered. 

The  treatment  of    pyuria  depends  upon  the  cause  of  the  presence  of 
pus.     If  there  is  an  abscess  in  the  kidney  surgical  measures  are  required, 
but  if  the  pus  is  due  to  a  pyelitis  or  cystitis  the  use  of  suljstances  which 
exercise  a  mild  antiseptic  influence  is  to  be  resorted  to,  at  least  for  a  tinie^H 
For  this  purpose  the  patient  may  receive  5  grains  of  uritone  or  urotropii^l 
three  times  a  day  in  sparkling  water,  or  10  grains  of  l>enzoate  of  ammonium 
three  times  a  day  in  capsule.     For  the  methods  and  drugs  to  be  employed^ 
for  irrigating  the  bladder  the  reader  is  referred  to  works  on  genito-urinarji^l 
diseases. 

Chyluria. — Chyluria  is  a  condition  in  which  the  urine  presents  a  milky 
appearance  owing  to  an  admixture  of  fat.  It  may  occur  in  some  cases  of 
pregnancy  and  during  lactation.  In  other  instances  it  follows  injury  to  the 
lymphatics  of  the  abdominal  cavity.  The  most  common  form  of  chyluria 
IS  that  which  comes  on  as  a  complication  or  symptom  of  infection  by  the 
parasite  FUaria  sanguinis  hominis.  This  condition,  as  pointed  out  else- 
where, is  met  with  most  commonly  in  India,  China,  and  in  the  Straits 
Settlements,  and  its  cause  is  the  obstruction  of  the  lymphatics  produced  by 
the  presence  of  the  parasites  within  them.  Not  rarely  urine,  when  chylous, 
coagulates  in  the  vessel  holding  It  or  becomes  gelatinous  in  appearance. 
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Phosphaturia. — This  term  is  applied  to  a  condition  of  the  urine  in  which 
it  conlaina  an  excess  of  phosphates  and  is  supposed  by  some  to  be  associated 
^th  unusual  activity  of  the  nervous  system,  particularly  in  connection  with 
that  degree  of  excessive  nervous  strain  which  is  often  productive  of  neuras- 
thenia.    Whether  this  view  is  correct  is  debatable.     There  can,  however, 
l>e  no  doubt  of  the  fact  that  in  certain  of  the  diseases  characterized  by  great 
loss  of  flesh,  such  as  tuberculosis,  an  excess  of  phosphates  is  present  in  the 
urine.    Such  a  condition  also  arises  in  acute  atrophy  of  the  Hver  and  in  cer- 
tain forms  of  grave  ansemia.    On  the  other  hand,  acute  diseases  running  a 
febrile  course,  and  supposeil  to  be  characterized    by  a  great    amount  of 
Cissue  breakdown,  are  not  accompanied  by  this  manifestation.     In  some 
instances  in  which  there  is  an  excess  of  phosphates  present  in  the  urine  the 
l^aticnt  IS  also   diabetic,  and    in   still   others   the    patient,  white  suffering 
from  polyuria  and  phosphaturia,  and  who  has  suclx  diabetic  symptoms  as 
tiiirst  and  loss  of  flesh,  nevertheless  does  not  develop  a  glycosuria,  sugar 
l>eing  constantly  absent.     It  has  been  thought  by  some  that  these  cases  of 
so-calle<l  "phosphatic  diabetes"  represent  an  early  stage  of  true  diabetes, 
for  in  some  of  them  glycosuria  ultimately  develops. 

The  best  remedy  for  the  pur|K>se  of  cleaning  the  urine  of  an  excess  of 
phosphates  is  benzoate  of  ammonium  in  doses  of  10  to  20  grains  three 
times  a  day, 

Oxaluria.^Oxaluria  consists  in  a  condition  in   which  urine  of    high 
specific    gravity   contains    on    standing,    when    decomposition    is    absent, 
aji    excess  of    calcium  oxalate    crystals.      The  condition   is  an  important 
one  in  that   it  frequently   points  the  way  to   the  correct  diagnosis  and 
treatment  of  patients  who  are  suffering  from  dyspepsia,  nervous  irritability, 
melancholy,  and  mental  depression  with  a  general  condition  of  wretched- 
ness.    It  is  said  to  be  present  in  those  cases  in  which  there  is  lack  of  free 
hydrochloric  acid  in  the  secretion  of  the  stomach.    It  also  develops  in  patients 
who  eat  pears,  cabbage,  tomatoes,  and,  occasionally,  in  those  who  take 
coffee  to  excess.     In  many  patients  it  is  an  evidence  of  faulty  metabolism 
due  to  lack  of  fresh  air  and  exercise.    The  condition  is  of  interest  from  a 
therapeutic  standpoint  because  of  the  fact  that  the.se  patients  often  gain 
great  benefit  if  they  receive  moderate  doses  of  nitrohydrocliloric  acid  and 
take  a  fair  amount  of  physical  exercise  and  lead  an  out-door  life. 

Indicanuria. — Traces  of  indican,  or,  to  speak  more  correctly,  indoxyl 
sulphate  of  potassium,  are  present  in  normal  urine,  being  derived  from  the 
indol  which  is  formed  in  the  intestine  by  the  decomposition  of  protcids 
through  the  action  of  bacteria.  If  this  indol  is  absorbed  from  the  intestine 
into  the  blood,  it  is  oxidizetl  and  forms  the  indoxyl  sulphate  of  potassium  just 
named. 

When  indicanuria  is  marked,  it  is  an  evidence  of  an  excessive  amount  of 
intestinal  putrefactive  change,  am!  the  discover}^  of  indicanuria  in  a  patient 
who  is  suffering  from  the  symptoms  of  autointoxication  is,  therefore,  of  value 
from  a  diagnostic  stamlpuint.  An  estimation  of  this  substance  in  the  urine 
is  also  useful  to  differentiate  intestinal  obstruction  from  ordinary  severe 
constipation,  for  in  the  former  indicanuria  is  usually  marked^  and  in  the 
latter  the  trace  of  indican  which  is  present  is  usually  not  above  the  normal. 
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In  rare  Instances,  owing  to  deconipositionof  the  indoxyl  sulphate  of  potassium 
before  it  escapes  from  the  body,  the  urine  is  blue  when  it  is  passed,  but  in 
the  majority  of  cases  in  which  a  blue  urine  has  appeared  it  has  been  found 
that  the  patient  has  taken  methylene  blue  or  some  similar  aniline  dye, 
either  as  a  medicine  or  in  fooilstufFs.  The  presence  of  indican  in  the  urine  is 
determined  by  heating  to  the  boiling  point  5  c.c.  of  nitric  acid  in  a  test-tube 
and  adding  5  c.c.  of  urine.  If  indican  is  present  in  excess,  a  bluish  ring 
develops  at  the  point  of  contact  between  the  two  fluids,  and  if  2  c.c.  of  chloro- 
form arc  a<Iiled  ancl  the  liquids  mixed  by  shaking,  and  the  test-tube  then  set 
aside  to  stand,  it  will  be  found  that  the  layer  of  chloroform  which  soon  sepa- 
rates has  a  violet  color, 

Lithuria. — Under  this  heading  is  mentioned  a  condition  in  which  an  excess 
of  uric  acid  occurs  in  the  urine,  chiefly  in  association  with  sodium  and  ammo- 
nium, and  sometimes  with  potassium,  lithium,  and  calcium.  An  examination 
of  the  urinary  sediment  under  the  microsco|>e  may  reveal  small,  reddish  grains 
or  crystals,  looking  under  the  microscope  like  particles  of  red  pepper.  There 
is  no  condition  which  is  so  little  understood  at  the  present  time  as  is  this  one. 
Almost  every  la)inan»  and  a  multitude  of  doctors,  continually  speak  of  being 
"  full  of  uric  acid/' meaning  by  this  that  they  have  muscularstitTness,orthat  the 
urine  shows  an  excess  of  urates,  or  even  uric  acitl  crystals.  In  the  majority  of 
instances  this  excessive  deposit  of  urates,  or  uric  acid,  depends  not  upon  any 
abnormality  in  bodily  metabolism,  but  upon  conditions  of  the  urine  which 
cause  the  precipitation  or  deposition  of  these  solids-  There  is  either  a  condi- 
tion of  acidity  or  a  minimum  quantity  of  mineral  salts,  and  as  a  result  pre- 
cipitation takes  place.  For  this  so-called  *'uric  acid  diathesis,"  physicians 
prescribe  large  quantities  of  lithium  and  copious  draughts  of  water.  There 
can  \ye  no  doubt  that  the  water  is  advantageous,  but  the  lithium  only  does 
good  until  a  certain  degree  of  alkalinity  is  reached,  when  it  is  of  little  value, 
and  if  tiie  doses  are  large  it  acts  as  a  depressant  to  the  general  system.  It  is 
quite  true  that  persons  who  eat  heartily ,drink  alcohol,  and  take  no  exercise  are 
not  infrequently  overloaded  with  effete  materials  representing  imperfect  meta- 
bolism, which  cause  disagreeable  symptoms.  It  is  also  perfectly  true  that 
exercise,  a  proper  diet,  and  the  use  of  plenty  of  drinking  water  will  overcome 
these  33maptora3,  but  this  does  not  prove  that  the  patient  is  a  sufferer  from  the 
**  uric  acid  diathesis." 

Melaniiria. — ^Melanuria  is  a  condition  in  which  the  urine  at  the  time  it  is 
passed,  or  shortly  after  its  exposure  to  the  air,  becomes  intensely  dark  in  hue, 
owing  to  the  presence  in  it  of  melanin.  It  is  found  in  certain  conditions  in 
which  this  substance  is  produced  in  the  body  by  pathological  processes,  such 
as  melanotic  growths.  If  a  solution  of  ferric  chloride  is  added  to  the  urine,  it 
becomes  inky  black.  If  caustic  potash  is  added,  it  becomes  at  first  \*iolet  and 
then  claret  colored,  and  if  acetic  acid  is  added  to  this  mixture  it  may  become 
blue.  The  test  most  commonly  employed  is  the  solution  of  ferric  chloride 
mentioned. 

Myelopathic  Albumosuria. — ^The  presence  in  the  urine  of  the  so-called 
Bence-Jones  albumose  or  proteid  has  by  a  numlier  of  observations  l^een 
shown  to  be  most  suggestive  of  the  rather  rare  tumor  of  Iwne  known  as 
multiple  myeloma  or  medullary  osteosarcoma,  "Kahler's  Disease,"    The  test 
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is  quite  simple.  The  urine,  if  not  distinctly  acid,  should  be  made  so  with 
acetic  acid  and  then  heated.  At  50^  C,  if  it  contains  this  albumose,  it 
becomes  milky;  at  60®  C.  it  deposits  a  thick  precipitate  which  clings  to  the 
sides  of  the  tube  or  collects  on  the  surface.  Further  heating  to  100°  C. 
c:auses  the  almost  complete  disappearance  of  the  precipitate,  which,  how- 
ever, re-forms  as  the  urine  cools. 
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GOITRE. 


Definition. — Under  the  term  goitre^  hronchocele,  ikyreocele^  or  struma  is 
included  almost  all  enlargements  of  the  thyroid  gland,  but  the  application  of 
so  general  a  tenn  is  not  to  be  regarded  with  favor.  It  is  better,  therefore,  to 
consider  the  variotta  diseases  of  the  thyroid  as  inflammatory  (traumatic 
strumitis),  infectious  (tuberculous  or  syphilitic  strumitis)^  and  parasitic 
(echinocoecic)  strumitis.  Of  the  remaining  so-called  hypertrophies  of  the 
^land  it  may  l>e  said  that  some  of  them  at  least  are  apparently  not  of  the 
nature  of  neoplasms,  and  to  these  the  tenn  ^'simple'*  or  '* benign  goitre'*  is 
applied;  whereas,  in  the  case  of  those  enlargements  which  are  due  to  the 
development  of  tumors  within  the  gland,  we  apply  the  term  **  neoplastic 
goitre"  as,  for  example,  endotheliomatous.  sarcomatous,  and  cancerous 
growths  (malignant  goitre).     (See  Tumors  of  the  Th\Toi(L) 

With  regard  to  some  of  the  simple  or  benign  goitres^  it  is  still  unsettled  as  to. 
whether  they  are  neoplastic, that  is, adenomatous, in  every  instance.  In  some 
cases  they  are  undoubtedly  adenomatous.  In  still  other  cases  the  greatly 
enlarged  gland  may,  under  the  microscope,  have  a  histological  formation  like 
that  of  the  normal  organ.  To  this  type  of  goitre  the  name  "hyperplastic 
goitre**  is  applied,  including  those  varieties  characterized  by  reproduction 
of  the  parenchyma  of  the  gland  and  called  by  some  writers  **  parenchymatous 
goitre."  When  the  enlarged  gland  contains  cysts  developing  from  its  acini, 
the  mass  is  called  a  ** cystic  goitre."  Cystic  goitres  result  frmn  the  distention 
of  the  gland  spaces,  wnth  absorption  of  the  intervening  walls,  thereby  giving 
rise  to  cavities  of  various  sizes.  The  contents  of  these  cysts  may  be  gelatin- 
ous or  colloid.  In  some  instances  the  enlargement  depends  upon  dilatation 
of  bloodvessels,  and  apparently  upon  the  overgrowth  an<l  dilatation  of  new 
blooflvessels,  forming  the  so-called  vascular  goitre,  and  not  rarely  there  is  a 
blending  of  two  or  more  of  the  types  already  mentioned.  Such  conditions 
are  knowTi  as  "mixed  goitres." 

In  ordinary  goitre  there  takes  place  an  increase  in  the  size  of  the  alveoli 
in  the  thyroid  gland  and  a  simultaneous  formation  of  new  glandular  tissue. 
Side  by  side  with  this  increase  there  is  often  colloid  degeneration,  and  when 
this  degenerative  process  is  marked  the  state  is  called  colloid   struma  or 
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colloid  goitre.  Not  uncommonly  still  other  degenerative  changes  take  place, 
in  which  the  walls  of  the  alveoli  break  down,  and  in  this  wav  several 
cavities  are  thrt>wn  together,  fomiiug  cysts,  which  may  hold  colloid  matter 
and  l>lood  derivi'd  from  thcMessels  in  the  alveolar  walls.  This  is  called  cystic 
goitre.  In  still  other  casi^s  the  bloodvessels  of  the  gland  become  dilated,  so 
that  a  telangiectatic  state  dcve!o|>s.  Fiihally,  it  sometimes  happens  that  all  of 
these  changes  take  place  in  the  same  gland,  and  upon  them  may  be  super- 
imposed acate  inflammation  and  even  malignant  growth.  The  increase  in 
size  may  be  limited  to  a  single  part  of  the  gland  or  be  widely  diffused. 

Etiology. — The  cause  of  ordinary  enlargement  of  the  thjToid  gland  of  the 
fibroid  and  cystic  type  is  unknown,  hnt  there  can  be  no  doubt  that  it  depends, 
at  least  in  part,  upon  the  character  of  the  drinking  water  used.  My  colleague, 
Professor  Keen,  has  just  investigated  a  very  remarkable  prevalence  of  the 
disease  in  the  interior  of  the  State  of  Pennsylvania,  in  which  the  relationship 
of  water  supply  and  goitre  is  extraordinary,  a  very  large  number  of  the  jieople 
on  one  side  of  a  mountain  ridge  being  affected,  and  those  across  the  divide 
escaping.  The  disease  is  also  said  to  l>e  \ery  common  in  some  parts  of 
Michigan  ami  in  Switzerland.  The  suggestion  of  Grasset  that  goitre  is  of 
protozoal  origin  has  not  been  favorably  received.  In  support  of  his  view  he 
calls  attention  to  the  fact  that,  like  malaria,  goitre  is  endemic  in  certain 
areas,  and  he  is  inclined  to  believe  that  the  thyroid  enlargement  is  anal- 
ogous to  the  splenic  tumor  of  chronic  malarial  infection.  The  disease  is 
more  frequent  in  women  than  in  men,  and  in  adults  than  in  children,  in 
which  class  it  is  very  rare. 

Symptoms. — The  s^onptoms  of  goitre  are  usually  of  no  consequence  until 
the  growth  is  large  enough  to  be  seen  or  until,  by  its  pressure  on  tlie  adjacent 
tissues,  it  causes  difficulty  in  breathing  and  interferes  with  swallowing  or  with 
the  function  of  the  vagus  nerves.  The  goitre  may  involve  all  of  the  gland, 
its  isthmus,  or  either  one  of  the  lateral  lobes.  Rarely  aberrant  goitres  arise 
in  ectopic  or  misplaced  tiiyroid  tissues,  and  they  may  be  intrathoracic  or 
occur  at  the  base  of  the  tongue  (lingual  goitre).  In  still  other  instances  they 
have  been  known  to  flevelop  along  the  course  of  the  thyroglossal  ducts  or  in 
adjacent  areas.  The  degree  to  which  the  cervical  tissues  are  displaced  in 
those  cases  in  which  the  growth  is  chiefly  in  one  lobe  is  remarkable.  Not 
long  since  I  sent  to  Dr<  Keen  for  operation  a  patient  whose  hyoid  bone  was 
pushed  to  one  side  so  that  it  rested  nearly  under  his  right  ear. 

Treatment. — ^^Fhere  is  no  medicinal  treatment  of  much  value  in  goitre. 
Painting  the  part  with  iodine  and  the  use  of  various  counterirritant  ointments 
have  been  resorted  to,  but  they  have  no  real  effect  over  the  grov^'th.  If  it 
becomes  very  large,  it  must  be  excised  if  the  pressure  symptoms  are  severe. 


SWELLING  OF  THE  THYROID. 


This  occurs  from  two  chief  causes,  namely,  from  inflammation  and  from 
hypercemia  or  congestion.  Some  writers  have  described  an  angioneurotic 
form.  AMien  the  swelling  is  due  to  inflammation  it  may  arise  from  infection 
of  the  gland,  as  in  typhoid  fever  or  other  acute  infectious  diseases,  and  may 
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follow  vaccination  or  sepsis;  or,  again,  it  may  be  due  to  tuberculosis  of  the 
gland,  or  to  syphilis  with  the  formation  of  gummata.  Occasionally  marked 
swelling  arises  from  trauma,  and  this  may  be  acute  or  chronic. 

It  is  asserted  by  Fothcrgill  that  tluTe  arc  recorded  five  cases  of  enlargement 
of  the  fetal  thyroid  due  to  the  administration  of  potassiuru  chlorate  to  the 
mother. 

Some  years  ago  I  reported  the  case  of  a  woman  who,  in  stooping  in  a  dark 
room,  struck  her  neck  against  the  edge  of  a  chair  and  at  once  felt  violent  pain 
in  the  thyroid  gland.  The  gland  rapidly  became  swollen,  and  the  patient 
presented  all  the  symptoms  seen  in  pers<.)ns  to  whom  large  doses  of  thyroid 
gland  have  been  given,  such  as  headache,  a  rapid  pulse,  and  a  tendency  to 
syncope.  In  still  another  case,  seen  by  me,  an  army  surgeon  on  the  fight- 
ing line  received  a  severe  blow  in  the  thjToid,  and  developed  a  chronic 
enlargement  of  the  th>Toid  gland,  with  some  tachjcardia. 

The  thyroid  gland  is  also  found  enlarged  by  hypcra^mia  in  young  girls, 
particularly  at  the  menstrual  period,  and  in  young  women  in  their  first  preg- 
nancy. It  also  occurs  in  young  j>ersons  who  suffer  frf>m  cardiac  disease. 
Such  an  enlargement  usually  [msses  away  when  tlie  cause  is  removed. 

Sometimes  thyroiditis  occurs  in  the  insane^  but  its  etiology  and  symp- 
tomatology need  further  study. 

TUMORS  OF  THE  THYROID  GLAND. 

The  tumors  of  tins  gland  arc  adenoma,  in  whivh  state  the  condition  is 
practically  that  of  goitre  as  already  <lcscrib('<l.  carcinoma,  sarcoma,  and 
endothelioma.  The  sarcomata  are  usually  primary.  Morf  has  been  able 
to  collect  but  39  instances  of  carcinoma  of  the  thyroid;  be  himself  ailds 
1  case.  Of  the  173  cases  of  cancer  of  the  thyroid  collected  by  Urcel,  14 
invaded  the  trachea. 

Carcinomata  are  also  usually  primary  and  undergo  metastasis  to  nearby 
tissues  or  even  to  distant  structures.  The  growth  may  develop  in  the 
parenchyma  or  in  the  connective  tissue  of  the  gland. 

An  interesting  form  of  tumor  of  the  thyroid  is  the  so-called  carcino- 
sarcoma, or  mixed  tumor  of  this  gland. 

Occasionally  old,  quiescent  goitres  may  become  malignant,  undergoing 
cither  sarcomatous  or  carcinomatous  degeneration. 

An  anomalous  cc»nditinn  in  (his  group  of  affections  is  tliyroid  metastasis, 
consisting  in  the  growth  of  typical  thyroid  tissue  at  points  distant  from  the 
glands.  These  growths  are  quite  commonly  in  i)ones  and  are  seldom 
malignant.     The  thyroid  itself  may  show  no  change, 

EXOPHTHALMIC  GOITRE. 

Definition. — Exophtlialmic  goitre  is  often  called  "Basedow's  disease," 
"Parry's  disease,"  or  ** Graves*  disease.'*  Parry  described  it  (1825)  ten 
years  before  it  was  described  by  Graves  (1835)  and  fifteen  years  before  it 
was  described    by  Basedow  (1840).     Exophthalmic  goitre  is  an   entirely 
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different  disease  from  ordinary  goitre  or  simple  enlargement  of  the  tliyroid 
gland.  It  is  a  malady  in  which,  as  its  name  implies,  there  is  protrusion  of 
the  eyeballs,  and,  in  addition,  palpitation  of  the  heart,  with  a  very  rapid 
pulse.  There  are  fine  tremors  in  the  hands,  arms,  and  head,  and  disordered 
vascular  tone.  A  tendency  to  abnormal  sweating  of  the  palms  of  the  hands, 
and  great  mental  depression  is  often  present. 

Satterthwaite  recognizes  acute,  subacute,  and  chronic  forms  of  Graves'  dis- 
ease, and  says  we  may  speak  of  acute  or  temporary  and  essential  or  chronic 
fonns.  A  secondary  form  is  that  in  which  an  old  goitre  takes  on  the  symp- 
toms of  Graves'  disease. 

Frequency. — In  10,603  cases  admitted  to  the  Jefferson  Hospital,  there  were  ^^^ 
11  cases  of  exoptithalmic  goitre,  or  1  in  964.  In  the  University  Hospital,  out  ,^-^t 
of  35,076  cases,  tliere  were  4S  cases  of  exophthalmic  goitre,  or  1  in  730.  Of  '^^f 
7270  cases  treated  at  the  Dispensary  for  Nervous  Diseases  at  the  Orthopaedic  :^^.  c 
Hospital  and  Infirmary  for  Nervous  Diseases,  Eshner  found  that  30  were  -^L^m  t 
exophthalmic  goitre,  or  1  in  242.    It  is  therefore  by  no  means  a  rare  disease.  _^s. 

Etiology. — "^riie  cause  of  exophthalmic  goitre  is  not  known,  but,  as  is  the=^»i^«c 
case  with  most  diseases  of  obscure  causation,  a  multitude  of  factors  have  beea«-:K:-n 

named  as  possiijlc  causes  for  its  development,  varying  all  the  way  from  rheu m^j- 

matism  and  tonsillitis  to  fright  and  traumatism.  The  disease  is  very  muchtr^^ 
more  frequent  in  women  than  in  men.  Thus,  out  of  1830  cases  collected  froirmr^mr^m 
various  sources,  15.^  were  females  and  280  males,  a  proportion  of  about  6  to  1  JH, 
and  its  average  age  incidence  is  Ix^tween  sixteen  and  forty  years.  Casescr^ss 
are  on  record  in  which  it  has  affected  children  as  young  as  two  and  a  half"  ^  Jf 
years.  In  some  statistics,  collected  by  me  some  years  ago,  it  was  shown  tha'^.^^at 
there  is  a  very  distinct  hereditary  influence  present  in  many  cases.  Thei^  ^t 
can  be  little  doubt  that  the  symptoms  which  are  present  in  exophthalmic  iic 
goitre  are  dependent  upon  excessive  internal  secretion  of  the  tlijToid  gland-fciad, 
or,  if  not  upon  excessive  secretion,  to  the  entrance  into  the  general  sysiea^m^^Bk 
of  more  of  the  active  principle  of  the  thyroid  gland  than  is  normal.  It  has.^^^ 
been  claimed  that  the  cause  lies  in  disorder  of  the  sympathetic  ganglia,  bu  jk— •ut 
there  is  no  iule(|uate  proof  of  the  correctness  of  this  view. 

Pathology  and  Morbid  Anatomy. — So  far  as  tlie  morbid  changes  are  conMr^^ 
cerued,  there  is  an  excess  of  fat  in  the  orbit  as  compared  to  the  quantity  o  ^^^^^  ^ 
fat  in  other  portions  of  the  bmly.  fl 

The  heart  may  be  normal  or  dilated,     Not  rarely  there  is  some  undu^-*— * 
relaxation  of  the  sphincteric  fibres  around  the  mitral  orifice  of  the  heart  ^*     '* 
The  thyroid  is  enlarged,  the  veins  covering  it  are  dilated  and    numerous  ^ 
and  the  arteries  supplying  its  tissues  are  enlarged  and  tortuous.     On  th(^-f^J 
other  hand,  certain  observations  have  shown  that  in  many  instances  there  \iJ^    ' 
no  remarkable  change  in  the  vascularity  of  the  organ. 

A  microscopic  examination  of  the  thyroid  gland  reveals,  in  many  instances. «i«^ 
however,  a  very  marked  increase  in  the  development  of  its  parenchyma.  aiK^B 
the  epithelium  lining   its  vesicles  is  changed  in  appearance.    The  coIloi<^ 
substance  in  the  vesicles  partly  or  entindy  disappears  and    is  replaced  by 
mucoid  materia!   which  takes   a  stain   badly.     The  epithelial   cells   lining- 
the  vesicles  frequently  desquamate.     Greenfield  has  shown  that  additional 
tubules  lined  by  a  layer  of  epithelium  are  also  developed.    After  the  disease 
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has  lasted  for  a  considerable  period  of  time,  there  is  not  infrequently  an 
iOver]^wth  of  connective  tissue  in  the  gland.  MacCallura  finds  that,  as  a 
whole,  the  changes  resemble  most  closely  (hose  found  in  experimentally 
^produced  compensatory  hypertrophy  of  the  thyroid. 

The  thymus  gland  is  enlarged  in  a  very  considerable  proportion  of  cases, 
but  a  microscopic  examination  of  it  does  not  show  pathological  changes  in 
most  instances. 

The  parathyroids  are  often  found  to  In?  atrophied  and  the  thymus  gland 
is  persistent  and  often  hypertniphlr. 

Certain  alterations  have  been  described  in  the  sympathetic  system  and  in 
the  central  nervous  system,  but  it  has  not  been  proved  that  these  have  any 
close  relationship  with  the  disease. 

Symptoms. — The  protnution  of  the  eyeballs^  even  when  it  is  present  to  a 
moderate  degree,  is  so  striking  that  attention  is  directed  to  this  symptom 
almost  as  soon  as  the  patient  is  seen.  It  varies  greatly  in  degree.  In  sonic 
eases  the  eyeballs  may  be  so  prominent  that  it  is  impossible  for  the  lids  to 
completely  close,  whereas  in  others  the  exophthalmos  may  be  very  slight 
indeed.  ^Vhile  it  is  true  that  the  exophthalmos  may  not  he  equally  developed 
pn  both  side5,  it  is  nearly  always  bilateral,  although  a  few  instances  of  uni- 
lateral exophthalmos  have  been  reported. 

Under  the  name  of  von  Graefe's  sign,  a  condition  is  fouml,  in  which,  if 

e  patient  is  directed  to  look  at  the  floor,  the  upper  eyt^lid  does  not  follow 

e  eyeball  in  its  downward  rotation  as  rapidly  as  it  should.    This  s}Tnptom 

not  always  present.  Siclwag's  sign  consists  in  a  widening  of  the  palpebral 
ure,  with  retraction  of  the  lids,  to  such  an  extent  that  the  sclerotic  coat  of 

e  eye  is  seen  al)ove  and  below  the  iris.  This  very  distinctly  increases  the 
xophthalmic  effect.  "With  this  symptom  there  is  also  diminished  reflex 
xcitability,  so  that  winking  is  delayed  when  a  sudden  movement  is  made 

ward  the  patient.  Vnder  the  name  of  Mdhius*  sign  is  described  a  con- 
dition in  which  there  is  a  lack  of  power  of  convergence,  so  that  if  a  pencil 
is  brought  near  the  patient's  face  the  eyes  cannot  converge,  as  they  do  in  a 
normal  individual. 

Notwithstanding  the  exoplithalinos,  vision,  as  a  rule,  is  not  interfcrc<l  with, 
but  ulceration  of  the  cx>rnea  sometimes  occurs  as  the  result  of  the  inability  of 
the  eyelids  to  protect  the  eye.     (See  Fig.  100.) 

The  increase  in  the  size  of  the  thyroid  gland  is  usually  not  very  great,  and 
it  never  becomes  as  large  as  in  many  cases  of  ordinary  goitre. 

On  inspection  the  gland  may  seem  to  pulsate,  and  on  palpation  it  often 
transmits  a  (kriil  to  the  tiager-tip.  If  the  stethoscope  be  placed  over  the 
gland,  a  distinct  humming  munnur  can  be  heard.  This  same  murmur  is 
also  detectetl,  even  more  clearly,  if  the  stethoscope  be  placed  over  the 
carotid  arteries. 

The  gland  is  never  very  hard,  but  may  be  soft  and  fluctuating,  and  is  apt 
to  vary  in  size  considerably  from  week  to  week  or  from  day  to  day.  Tacky- 
cardia  is  practically  always  present  in  these  cases.  The  ptilse  varies  from 
90  to  K)0  or  even  200  bents  a  minute,  the  ordinary  rapid  pulse  being  very 
much  increased  on  exertion  or  excitement. 

If  the  finger-tips  of  the  patient  are  rested  upon  the  finger-tips  of  the  physi- 
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cian,  there  can  be  felt  not  infrequently  a  fine  iremoT,  sometimes  called  "rail- 
road bridge  tremor/*  owing  to  its  resemblance  to  the  sensation  produced  in 
one's  feet  when  standing  upon  a  railroad  bridge  during  the  time  a  train  is 
passing  over  it.  In  other  instances  the  tremor  is  very  marked  and  coarse  in 
character. 

The  patient  nearly  always  complains  of  feebleness  and  mental  dt-pre^sion, 
and  in  some  cases  melancholia  may  be  so  profound  as  to  result  in  suicide,  as 
in  a  patient  recently  under  my  observation.  An  irritating  nervoua  cough  and 
occasional  attacks  of  dyspncca  may  occur,  and  cases  are  on  record  in  which 
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Kxophthalmir  goitre.     The  illuAtralion  »how8thc>enlarR«d  thymid  iclArtd.     The  exophlbalmoft  wi 
icrcat  thai  thi*  Wiln  litui  tii  be  hcwcmI  lofcether  to  pmtBCt  tlift  eye^. 

the  patient  has  suddenly  died  from  urgent  dyspnoea,  which  has  had  its  origin 
in  intense  swelling  of  the  thyroid  gland,  so  that  it  has  pressed  upon  the  trachea 
in  much  the  same  manner  as  does  the  enlarged  thymus  in  statiis  Ujmphaiicus, 
Another  smptom  which,  when  it  develops,  must  always  be  regarded  with 
alarm,  is  excessive  and  obstinate  vomiiing.  This  condition  may  speetlily  pass 
by,  but  in  some  cases  it  has  persisted  until  death  has  ensued.  Sudden  attacks 
of  diarrhwa  are  not  rare.  The  digestion  is  fairly  good,  but  the  appetite  is 
uncertain,  and  the  patient  craves  abnormal  things  as  she  does  in  hysteria. 
Oftentimes  a  constant  '*  rifting  up"  of  wintJ  gives  great  annoyance.  The 
nervonsness  is  so  intense  that  in  many  cases  tlie  patient's  life  is  almost  unl»ear- 
able  because  of  the  irritation  produced  by  noises  and  other  sources  of  irrita- 
tion which  ordinarily  woul*i  not  he  noticed.  Ner\'ous  chills  or  trembUngs  are 
often  a  source  of  great  annoyance  to  the  patient,  and  the  palms  of  the  hands 
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tre  prone  to  be  wet  with  excessive  perspiration.  Patches  of  pi^entation  on 
he  skin  often  develop.  There  is  usually  distinct  loss  of  weight  and 
Btrrngth. 

Prognosis. — A  certain  number  of  cases  of  exophthalmic  goitre  undoubtedly 

recover,  but  they  are  always  liable  to  relapse.     Rapid  loss  of  fltsh  and 

rtrength,  marked  tachycardia,  persistent  vomiting,  and  diarrhaa  are  all  of 

hem  symptoms  which  would  cause  us  to  give  a  guarded  or  unfavorable 

jrognosis.    Whereas,  if  the  symptoms  are  mild,  we  liave  a  right  to  feel  corre- 

ipondingly  encourageti.     Sonictiines  exophthalmic  goitre  may  last  so  short 

I  time  as  a  few  days  or  weeks.    In  other  instances  it  may  continue  for  many 

'ears. 

Treatment, — The  treatment  of  exophthalmic  goitre  is  not  very  satisfactory. 

Ktften  the  thyroid  gland  was  first  used  as  a  therajK'utic  agent  it  was  given  to 

BtX>nsiderable  number  of  persons  suirciing  from  exophthalmic  goitre,  with 

Pie  idea  that  it  might  do  good,  but  from  the  first  it  must  have  been  manifest 

that  it  could  not  be  of  value  bceause  the  patient  is  suH'ering  from  too  much 

thyroid  secretion,  and  the  atldition  of  more  of  the  thyroid  substance  must  in 

consequence  be  disadvantageous. 

lupine  has  rccommendetl  antithyroid  serum  in  the  treatment  of  Graves' 
disease.    This  serum  is  obtained  from  animals  immunized  against  hyper- 
thyroidism.   Umler  the  name  of  thyroid  -sirum  IVIoebius  lias  given  us  serum 
derived   from  sheep  from  whieh  the    thyroid  gland    had   been   removed  six 
Ireeks  before.     The  dose  is   1  to  ;1  c.c.  tliree  times  a  day,  given  by  the  mriuth. 
A  similar  preparation  is  prepared  in  this  country  ly  Parke,  Davis  &  Co., 
ind  is  called  "Thyroidectin."     The  dose  \s  5  to  10  grains  t.  i.  d.,  in  capsules. 
In  most  instances  the  patient  should   reeeive  a  carefully  carried  out  rest 
ture,  extending  over  a  period  uf  from  four  to  six  weeks,  with  regulation  of 
lie  diet  and  massage  and  ck'ntriclty.    Sometimes  a  course  of  hyilrotherapy 
s  advaiitageous,  and  change  of  air  an(i  scene  is  partieiilaily  valuable  if  the 
mtient  has  been  subjected  to  nervous  stress.    All  forms  of  exercise  orgayety 
»hich  tend  to  exhaust  the  nen'ous  system  should  l>e  forbidden. 
'    The  drugs  which  seem  to  be  of  most  benefit  are  those  which  belong  to 
the  class  of  sedatives.     \Mien  the  heart  s  action  is  very  excessive,  T  have 
Jmown  full  doses  of  tincture  of  veratnmi  viride  to  be  most  advantageous, 
In  that  they  quiet  the  heart  not  only  by  depressing  its  muscle,  hut  also  by 
stimulating  the  pneuniogastric  nerve.    In  other  instances  the  bromides  itiay  he 
employed.    In  still  other  ca,ses  I  have  seen  gc^semium  employed  to  advantage. 
I   The  disadvantage  of  opium  or  morphine,  for  the  pKuIuction  of  nervous 
T|uiet,  is  the  danger  of  establishing  tht!  "hal)it-"    This  is  a  very  real  danger 
in  these  patients,  because  of  their  lack  of  nervous  equililiriuni.     Sometimes 
l)ellationna  may  Ix?  given  with   advantage   to    quiet   the    circulatory   and 
ier>'ous  excitement. 

Within  the  last  twenty  years  a  very  large  number  of  operations  have 
teen  performed  upon  patients  with  exophthalmic  goitre,  with  the  object  of 
tiring  the  disease.  In  some  instance's  the  thyroid  arteries  liave  l)een  tied. 
others  the  capsule  of  the  gland  lias  been  stripped  from  it  and  made  fast 
the  wound,  so  that  the  tissues  will  shrivel.  In  still  another  class  of  eases 
16  cervical  svTnpathetic  has  been  cut,  and  Jaboulay  has  strongly  advocated 
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this  measure.  The  value  of  operative  proceilureis,  however,  well  summed 
up  by  my  colleague,  J.  Chalmers  Da  Costa,  who  says: 

"Treat  most  cases  medically  and  by  rest;  if  medical  treatment  faib, 
consider  the  advisability  of  surgical  treatment. 

'*  Do  not  operate  if  there  is  great  hysteria;  if  the  gland  b  very  laige, 
thyroidectomy  will  fail;  if  the  gland  is  very  small,  it  will  do  no  good  to 
remove  it. 

"  If  the  symptoms  are  urgent,  if  the  goitre  is  distinct,  but  not  excessively 
large,  if  it  has  relapsed  under  medical  treatment,  or  if  the  patient  refuses  to 
submit  to  the  necessary  restrictions  of  medical  treatment,  perform  th}Toid- 
ectomy. 

**  Take  Kocher's  advice,  and  do  not  promise  cure,  but  realize  tliat  the 
patient  may  die  or  there  may  be  a  partial  cure. 

"When  thyroidectomy  is  performed  do  not  remove  the  entire  gland.  Remove 
one  lobe  only,  or  one  lobe  and  a  half  or  two-thirds  of  the  remaining  lobe. 
Even  so-called  complete  thyroidectomies  are  not  often  really  complete,  asa 
remnant  of  the  processus  pyramidalis  is  usually  left  behind.  In  addition  to 
removing  a  part  of  the  gland,  take  Kocher's  advice  and  tie  three  of  the  four 
thyroid  arteries. 

'*  Do  not  give  a  general  anffisthetir.  but  produce  local  aniesthesia  fKocher). 
A  general  anesthetic  is  very  dangerous  in  goitre  operations." 

In  advanced  cases  with  threatened  suffocation,  it  may  be  necessary  to  do 
tracheotomy.  If  the  goitre  is  small,  if  the  symptoms  are  marked,  and  do 
not  yield  to  rest  and  medical  treatment,  and  the  patient  refuses  thyroid- 
ectomy, we  can  perform  bilateral  resection  of  the  cervical  sympathetic 
ganglia. 


MTX  (EDEMA. 

Definition. — Myxoederaa  is  a  disease  in  which  extraordinary  nutrition^ 
changes  take  place  in  the  body  as  the  result  of  absence,  atrophy,  reraavo-^' 
or  inactivity  of  the  thyroid  gland.    It  is  characterized  by  a  peculiar  swell*^^ 
of  the  subcutaneous  tissues^by  falling  of  the  hair,  by  mental  failure,  and     "/ 
feebleness  of  the  circulation.      Myxcedema  is  closely  related  to  cretinian. 
children.     It  is  sometimes  called  *'Athyrea"  and  "Gull's  disease." 


w 


Etiology. — ^The  cause  of  myxcedema  is  failure  of  the  body  to  receive 


.^0)>e 


normal  quantity  of  secretion  from  the  thyroid  gland.    In  this  sense  it  ic^^vp 

be  considered  the  antithesis  of  exophthalmic  goitre.     The  cause  of  ^^^ 

atrophy  or  inactivity  of  the  gland  is  unknown.  j 

Myxcedema  occurs  more  frequently  in  married  than  in  single  women,  a  ^^ 
it  appears  most  commonly  after  thirty  years  of  age.  It  affects  women  a^--^ 
men  in  the  proportion  of  6  to  1. 

Pathology  and  Morbid  Anatomy. — When    the  thyroid   gland    undergc:^^^^-^ 
atrophy,  when  it  is  removed  by  surgical  operation,  and  when,  as  the  result 
a  specific  infection,  as  actinomycosis  or  morbid  growth,  its  function        /? 
destroyed,  myxoedema  ensues.     In  most  cases  the  atrophy  of  the  thyrc^^" 
gland  can  be  readily  recognized,  but  in  others  the  gland  may  seem  lar^^^*^ 
than  normal.   This  increase  in  size  may  be  due  to  infiltrations,  tumors,  cys*^ 
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subacute  or  chronic  inflaramatory  processes  letiding  to  an  overgrowth  of 
the  connective  tissue  of  the  gland,  and  is  not  a  sign  of  any  actual  increase  in 
glandular  structure. 

The  state  of  the  subcutaneous  tissues  is  very  remarkable.  They  are  puffy 
and  swollen,  and  if  incised  are  found  infiltratetl  with  a  mucoid  or  jelly-like 
material.  This  material  is  present  in  such  excessive  quantities  that  the 
cutaneous  glands  are  pressed  upon  and  their  nutrition  interfered  with,  so  that 
the  skin  becomes  dry  and  harsh,  and  the  hair  falls  out.  Nor  does  this  process 
of  infiltration  cease  with  the  involvement  of  the  subcutaneous  tissues,  for 
in  the  liver  and  in  the  kidneys  the  cells  are  pushed  apart  ami  compressed. 
'  The  kidneys  are  lar^^er  than  nonaal,  and  considerably  toughened  in  texture. 

Frequency. — Myxcrdema  is  a  rare  disease,  particularly  in  the  United  States. 
Physicians  connected  with  large  hospitals  may  see  a  case  only  once  in  many 
years. 

Symptoms. — The  symptoms  of  m}Tcavlema  are  infiltration  of  the  tissues  of 
the  entire  body,  so  tdat  they  appear  at  first  glance  to  be  dropsical,  but  they 
do  not  "pit"  on  pressure  and  are  quite  firm  and  resistant.  The skiji  is  dry, 
jMllid,  and  poorly  nourished^  the  hair  falls  till  only  a  few  strands  are  left,  and 
the  eyebrows  disappear.  The  expression  is  altered  by  the  obliteration  of  the 
,  facial  lines,  and  by  the  siupidiiy  from  which  the  patient  suffers,  for  a  form  of 
mental  inertia  develops.  As  the  disease  advances  muscular  feebleness  often 
arises,  so  that  the  patient  falls,  and  there  may  be  diflBculty  in  holding  the 
head  erect.  The  temperature  is  slightly  sitbnormcdy  the  heart  is  feeble,  and 
albuminuria  is  sometimes  present. 

Prognosis. — The  prognosis  depends  entirely  upon  the  treatment.  If  no 
specific  treatment  is  resorted  to  death  invariably  ensues  as  a  result  of  general 
asthenia  or  from  some  intercurrent  malady.  If  specific  treatment  is  adequate 
recovery  usually  takes  place,  provided  the  patient  is  not  seen  until  after  the 
disease  is  very  far  advanced. 

Treatment* — Aside  from  the  use  of  antitoxin  in  diphtheria,  there  is  no 
therapeutic  measure  which  produces  such  extraordinary  results  and  acts  in 
so  specific  a  manner  as  the  administration  of  thyroid  gland  in  m\-xa'dema 
and  in  cretinism.  The  dried  thyroi<l  gland  of  die  sheep  slumld  Ix'  given  the 
patient  in  gradually  ascending  doses,  beginning  with  2  grains  in  capsule 
twice  or  thrice  a  day,  and  gradually  increasing  the  amount  until  10  to  15 
grains  are  taken  daily,  provided  the  patient  does  well  on  these  doses  and 
seems  to  new!  large  quantities.  When  the  extract  of  the  thyroid  gland  is 
used,  the  dose  is  \  grain  three  times  a  day  to  start  with.  Meltzer  states  that 
the  extract  and  dried  gland  prepared  by  Parke,  Davis  &  Co.  have  given  him 
the  best  results.  When  ovenloses  are  taken  sjTnptoms  of  cardiac  weakness 
develop.  These  are  dangerous  and  should  be  controlled  by  the  use  of  strych- 
nine and  by  insisting  that  the  patient  remain  in  l*ed  for  several  days.  Indeed, 
rest  in  bed  is  the  safer  plan  whenever  ascending  doses  are  being  employed. 
After  thyroid  gland  has  been  given  long  enough  to  cause  great  improvement, 
so  that  the  patient  is  practically  well,  it  is  essential  that  alK>ut  one-half  the 
dose  be  continued  indefinitely  or  at  certain  periods,  in  order  to  prevent  a 
relapse,  for  the  sheep's  thyroid  must  take  the  place  of  the  wastetl  gland  in 
the  neck« 
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As  these  patients  are  very  susceptible  to  cold,  they  should  be  careJully 
clothed  and  sent  to  a  warm  cUmate  in  the  winter  months,  if  possible. 


CRETINISM. 

Definition. — Cretinism  is  sometimes  called  congenital  myxoedema,  or  the 
myxccdcma  of  childhood,  and  depends  upon  the  same  causes  as  does  myx- 
cedema,  in  that  the  curious  systemic  changes  which  develop  in  the  patient  are 
the  result  of  an  absence  of  the  secretion  of  the  thyroid  gland. 

Cretinism  occurs  in  two  forms,  as  endemic  cretinism  and  sporadic  cretinism. 

The  conditions  leading  to  thyroid  absence  or  inadequacy  are  not  known. 
It  is  true  that  in  some  instances  the  results  of  the  marriage  of  near  relatives 


Fii*.  101 


Fin.    102 


I  of  oretiDUm.  showinirtbeiiaTT 


<Iuc(mI  by  tlip  Uiimint<^r&tinn  of  thyrotil  glttad 

'  cane.) 


or  the  presence  of  a  tuberculous  history  has  seemed  to  indicate  that  there 
might  be  some  connection  between  these  factors  and  the  development  of  the 
disease,  but  in  most  cases  these  causes  are  absent. 

Symptoms. — The  symptoms  of  cretinism  rarely  develop  before  the  end  of 
the  second  year,  but  the  symptoms  may  Ix-  noticeable  from  the  time  the  child 
is  twelve  months  of  age,  when  the  parents  usually  consider  tliat  the  child  is 
somewhat  *' backward."  At  this  time  it  is  found  to  be  stuiiicd  and  menially 
dull.    The  }i€ad  and  the  hands  and  jeet  may  seem  unduly  large  in  proportion 
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to  the  size  of  the  trunk  ant!  limbs.  The  face  is  stupid  and  hvavy^  and  the  eyes 
dull.  The  palpebral  openings  are  narrow  and  cloiKjaled,  and  the  nose  is  broad 
and  flal.,  with  heavy  nostrils.  The  lips  are  coarse,  are  apt  to  protrude,  are 
usually  held  apart,  and  not  infrequently  there  is  a  good  deal  of  dribbling  oj 
saliva.  The  tongue  is  sivollen,  and  there  seems  to  be  some  weakness  of  the 
cervical  muscles,  so  that  the  head  is  not  well  carried  on  the  shoulders.  An 
anteroposterior  curvature  of  the  spinal  column  is  often  p>resent,  so  that  the 
abdomen  is  very  much  protruded.  The  legs  are  short  and  beni^  as  in  rickets, 
and  the  skin  is  sallov  and  greasy.  The  hair  is  scanty  and  brittle,  and  the  skin 
is  badly  nourished.  The  temperature  is  subnormal,  but  there  are  no  imf)ortant 
changes  in  either  the  urine  or  the  blood.  The  most  marked  alterations  from 
normal  in  the  blood  are  a  diminution  in  the  quantity  of  hamoglobin.  In 
many  instances  the  child  lias  little  more  intelligence  than  that  which  is 
needed  to  take  its  foo<l.     In  other  cases  it  is  vicious  and  dirty. 

An  autopsy  in  a  case  of  cretinism  usually  reveals  an  absence  of  the 
thyroid  gland,  its  place  being  taken  by  a  few  fatty  granules,  or  by  a  fibro- 
cystic growth.  On  opening  the  skull  there  is  found  to  be  an  excess  of  intra- 
ventricular and  interarachnoid  fluid. 

Diagnosis. — There  is  no  difficulty  in  diagnosticating  cretinism  if  a  typical 
case  is  presented.  Given  a  patient  suffering  from  rickets  and  idiocy,  some 
resemblance  to  true  cretinism  may  be  present,  but  the  state  of  the  skin  and 
hair  and  the  absence  of  the  thyroid  gland  in  true  cretinism  render  a  separa- 
tion possible. 

PrognoBis. — ^The  prognosis  in  cretinism  is  very  good,  even  better  than  in  the 
mjrxcedema  of  adults,  provided  the  treatment  is  instituted  while  the  patient 
is  yet  a  child  in  years.  If  the  patient  has  survived  till  adult  years  are  reached, 
the  results  are  not  so  satisfactory  and  extraordinary. 

Treatment. — The  treatment  consists  in  the  administration  of  thyroid  gland 
or  thyroi<l  extract,  beginning  with  }  of  a  grain  of  the  extract  three  times  a 
day  and  gradually  increasing  it,  or  using  1  or  2  grains  of  the  dry  gland  once, 
twice,  or  thrice  a  day,  according  to  the  size  and  age  of  the  child.  Under  the 
wiministration  of  these  substances  the  most  remarkable  change  takes  place 
in  the  patient.  The  first  noticeable  alteration  is  a  great  decrease  in  body 
weight,  with  a  similar  decrease  in  the  bulkiness  of  the  child.  The  skin 
becomes  more  moist  and  appears  better  nourished,  and  the  expression 
improves.  There  is  also  an  improvement  in  the  color  of  the  skin  and  in  the 
quantity  of  haemoglobin  in  each  blood  corpuscle.  Still  later,  after  this  pri- 
mary decrease  in  weight,  a  real  improvement  in  nutrition  takes  place,  and 
the  child  begins  to  gain,  so  that  it  no  longer  looks  stunted,  but  appears  more 
like  a  healthy  individual.  The  mental  improvement  is  perhaps  the  slowest 
part  of  the  cure,  and  in  some  instances  the  miml  never  fully  reaches  the 
development  of  that  of  a  healthy  child,  although  the  nntriti<iTi  i>f  the  body  may 
he  excellent.  The  effect  of  the  administration  of  thyroid  upon  the  growth  of 
the  teeth  is  equally  remarkable  with  that  upon  the  general  nutrition.  Before 
thyroid  is  given  the  milk  teeth  are  usually  badly  formed  and  rapidly  decay; 
but  if  thyroid  is  atlministered  freely  before  the  permanent  tooth  appear,  they 
are  often  developed  as  they  would  be  in  the  jaws  of  a  healthy  child. 
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ADDISON'S  DISEASE. 


Definition. — The  name  Addison's  disease  is  applied  to  a  condition  in  which 
the  patient  suffers  from  a  characteristic  pigmentation  of  the  skin,  pallor,  and 
loss  of  strength,  and  in  which  the  chief  microscopic  changes  are  alterations  in 
the  suprarenal  Ixidies. 

History. — Addison's  disease  gets  its  name  from  Thomas  Addison,  the 
physician  who  first  clearly  described  the  malady  in  1S49  at  Guy's  Hospital, 
London-  The  condition  did  not  receive  attention  from  the  profession  in 
general  until  1854,  when  Addison  wrote  a  special  monograph  on  the 
subject. 

Etiology  and  Pathology. — ^The  cause  of  Addison's  disease  is  not  known  in 
the  sense  that  we  recognize  a  cause  which  is  responsible  for  all  cases.  In 
about  50  per  cent,  of  the  cases  so  far  reported  which  have  come  to  autopsy, 
tuberculosis  of  the  suprarenal  glanfis  has  been  found.  That  this  lesion  is  not 
sufficient  in  all  cases  to  cause  the  general  systemic  manifestations  of  the  dis- 
ease is  proved  by  the  fact  that  identical  changes  have  been  found  in  the  supra- 
renal bodies  when  none  of  these  symptoms  have  l.>een  present.  In  certain 
cases  hemorrhages  into  the  suprarenal  bodies  as  the  result  of  injuries  have 
caused  the  symptoms  to  develop. 

As  a  matter  of  fact,  the  view,  as  U^  the  relationship  of  tliese  causes  to  the 
disease,  expresse<l  by  Addison  fifty  years  ago  is  probably  correct,  namely, 
that  any  lesion  of  these  Ixjdies  which  interferes  with  their  function  may  cause 
the  malady. 

In  some  instances  the  disease  seems  to  be  primarily  the  result  of  patholog- 
ical changes  in  the  semilunar  ganglia  of  the  abdominal  sympathetic  nervous 
system.  Rolleston  has  expressed  the  plausible  view  that  in  these  cases  the 
disease  arises  in  all  probability  by  reason  of  the  fact  that  the  glands  are 
cut  off  in  circulation  and  nerve  supply  by  growths  or  inflammatory  exu- 
dates. 

Morbid  Anatomy. — ^The  common  lesion  in  cases  of  Addison's  disease  is, 
as  already  stated,  tuberculosis,  and  next  to  this  in  frequency  is  atrophy.  The 
tuberculous  change  is  of  the  fibrocaseous  type,  except  in  rare  instances,  and 
usually  begins  in  the  medulla  of  the  gland.  The  stage  of  infiltration  is 
followed  by  caseation  and  commonly  more  or  less  fibrosis;  in  other  words, 
there  is  an  attempt  at  healing.  The  fibroeast*ous  area  may  be  restricted  iu 
the  adrenal  or  extend  beyond  it.  Calcification  is  not  uncommon,  and 
pyogenic  infection  may  cause  abscess.  The  tuberculous  process  may  be 
primary  and  confined  to  the  adrenal  body,  as. in  the  two  cases  reported  by 
Symes  and  Fisher. 

In  the  form  of  the  disease  in  which  atrophic  changes  occur  in  the  glands, 
the  wasting  may  be  so  complete  that  only  a  small  fibrous  mass  remains  to 
indicate  their  former  existence.  In  still  otlicrs  an  overgrowth  of  fibrous  tissue 
resembling  the  sclerosis  found  in  the  other  organs  of  the  body  may  take  place, 


^ 


ADDISOS'S  DISEASE 


761 


with  secondary  atrophy  of  the  parenchyma.  Peterson  has  collected  26  such 
cases.  In  still  other  cases  the  jijlands  have  been  found  to  be  the  seat  of  hemor- 
rhage (adrenal  apoplexy),  thromt)^)3is  of  the  vessels,  or  malignant  disease. 
The  changes  found  in  the  semihinar  ganglia  and  in  tlie  plexuses  composing 
the  abdominal  s^nrnpathetic  system  are,  as  already  stated,  in  all  probnbiHty, 
indirect  causes  of  the  disease,  although  Hale  White  has  shown  that  changes 
take  place  in  these  tissues  in  ordinary  individuals  as  the  result  of  advancing 
age.  It  is  diflScult  to  determine,  therefore,  whether  the  reports  of  changes  in 
these  tissues  made  by  some  observers  have  been  really  etiological  factors  in 
the  disease.  Further,  a  very  large  proportion  of  cases  in  which  Addison's 
disease  has  been  present  have  failetl  to  show  alterations  in  the  semilunar 
ganglia  or  in  the  abdominal  sympathetic.  In  some  cases  a  hj'perplasia  of 
the  lymphoid  structures  in  the  alimentary  canal  has  been  noted. 

Finally,  it  is  not  to  l>e  forgotten  that  Adtlison's  disease  may  be  present 
without  noticeable  lesions  in  the  suprarenal  boilies.  antl  it  is  also  a  fact  that 
these  bodies  may  be  almost  completely  dcstroyetl  by  a  growth  or  by  tuber- 
culosis without  any  symptoms  of  this  malady  developing. 

The  pigmentation  of  the  skin  is  due  to  the  deposition  of  pigment  in  the 
cells  of  the  Malpighian  stratum,  antl  according  to  Earkshevitch,  who  studied 
the  skin  removed  from  a  living  subject,  in  the  subjacent  tissues.  The  pig- 
mented cells  are  supposed  to  obtain  their  pigment  from  the  hiemoglobin  of 
the  blood,  but  they  contain  no  iron.  The  discoloration  of  the  raucous  mem- 
branes is  due  also  to  the  deposit  of  pigment.  The  pigmentation  of  the 
mucous  membranes  is  in  patches,  and  Mann  asst^rts  that  it  is  deposited  only 
where  the  parts  are  rubbed  or  subjected  to  causes  that  produce  hypercemia. 

That  there  have  been,  and  are  in  existence  at  present,  several  theories  as 
to  the  lesions  which  result  in  Addison's  disease  must  have  been  evident  from 
what  has  already  been  said.  The  only  ones  that  have  received  general 
recognition  have  been  the  "nervous  theory,"  that  the  disease  was  due  to 
changes  in  the  abdominal  nervous  apparatus;  or  the  original  theory  of 
Addison,  that  it  is  due  to  failure  of  the  suprarenal  glands  to  carry  out  their 
normal  function.  The  nervous  theory  has  now  been  generally  cast  aside, 
and  we  have  left  Addison's  own  pro|K>sition  modified  by  our  extended 
knowledge  of  internal  glandular  secretion.  Space  does  not  permit  a  discus- 
sion of  the  views  for  and  against  this  opinion.  These  can  be  found  exhaust- 
ively, and  most  capably,  discussed  by  Rolleston  in  Allbutt's  System  of 
Medicine,  vol.  iv.  Suffice  it  to  say,  that  the  opinion  generally  held  to-day  is 
that  these  sviiiptoms  come  on  because  the  suprarenal  secretion  fails  to  find 
its  way  into  the  general  economy.  Changes  in  the  s}Tiipathetic  nervous 
system  may  also  be  a  factor. 

Symptoms. — ^The  symptoms  of  Addison's  disease  are  chiefly  those  which 
are  represented  by  the  term  general  aMhenia.  The  patient  gives  the  history 
of  being  easihj  tired  and,  indeed,  of  a  constant  sense  of  jaiigue.  Even  after 
a  night's  rest  he  feels  as  weary  in  the  morning  as  when  he  went  to  bed.  The 
sensation  of  feebleness  is  associatefi  with  profound  muscular  weakness  as 
the  disease  progresses,  but  there  is  little  or  no  true  emaciation.  The  term 
**  invincible  languor'*  used  by  Rolleston  well  describes  the  patient's  state.  An 
examination  of  the  heart  shows  its  muscle  is  greatly  enfeebled,  so  that  the 
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cardiac  sounds  are  Inching  in  normal  tone.     The  pidse  is  sofi,  and  oaalv 

extingiiishablc  by  the  pressure  of  the  finger.  The  exircmiiies  are  cold  and 
the  general  body  temperahire  may  be  snhrwrmal,  Ana-mia  is  well  marked, 
but  usually  not  excessive,  the  blood  cells  being  decreased  to  3,000,000  or  a 
little  lower. 

No  mention  as  yet  has  been  made  among  this  list  of  symptoms  of  the  one 
characteristic  manifestation  of  the  malady  which  is  practically  pathog- 
nomonic, namely,  the  pigmrnfaiion  of  the  skin.  While  its  peculiarities 
would  naturally  lead  one  to  speak  of  it  first,  mention  of  it  has  been  delayed 
because  its  appearance  is  often  delayed  until  the  other  symptoms  are  quite 
well  developed.  In  other  words,  it  usually  follows  and  docs  not  precede 
the  constitutional  manifestations  of  the  disease.  There  arc,  however,  rar 
exceptions  to  this,  and  cases  have  been  recorded  in  which  the  pigmentatiomK  ^ir' 
has  bc'en  present  for  lon»^  periods  before  any  other  signs  of  Addison's  dis— ^^s- 
ease  developed.  The  pigmentation  may  be  over  the  entire  bo<iy,  but  as  ^t  a 
rule  it  is  in  patches,  and  chiefly  affects  the  skin  of  the  face,  of  the  mxJc,  ^Lnc::m^^d 
the  extensor  surfaces  of  the  hands  and  farearms.  If  the  mncoiis  membrane  ^-nu 
of  the  mouth  is  cxaininetl  the  lips  at  the  point  of  contact  are  noticeable  M-ly 
darkened  and  the  edges  of  the  tongue,  particularly  on  its  under  surfai-e,  ma^-^ay 
show  discoloration  us  if  ink  had  been  taken  into  the  mouth. 

Diagnoais, — Except  in  well-<lefiiicd  cases  it  may  require  weeks  or  months. -«=rfts 
of  watching  to  detennine  that  a  patient  has  this  malady.     Pregnancy  no  ^i^wJt 
rarely  is  associated  with  the  presence  of  pigmented  spots  on  the  skin,  bu  jx—mit 
the  condition  of  the  uterus  and  its  contents  prevent  a  mistake  being  mad^  ^J^ 
as  to  the  cause.     In  some  cases  of  hypertrophic  cirrhosis  of  the  liver  tbei^r-^ne 
may  be  in  addition  to  jaundice  very  marked  pigmentation.     1  have  under  "^^f^^J 
my  care  at  the  time  this  is  written  a  man  who  has  hypertrophic  cirrhoffls^3=  ^^| 
jaundice,  and  such  deep  pigmentation  of  the  skin  that  he  loiiks  as  if  coatees ^^" 
with  coal-dust.    In  such  a  case  the  state  of  the  liver  reveals  the  cause. 

In  the  rare  niala<ly  called  di(d)rtrs  bronzd,  in  which  there  is  hypertrophic  M  *c 
cirrhosis,  jaundice,  dialjetes,  and  pigmentation  of  the  skin,  the  state  of  th».^^^^ 
liver  and  urine  will  aid  in  the  dffrereiitiatiun.  In  certain  cases  of  wlvanoec*^:^^^^ 
pulmonary  tuberculosis  the  skin  is  pigmented  a  dirty  brown,  and  in  patche:.'^^' -^^ 
may  he  considerably  discolored,  but  here  the  pulmonary  state  prevents  con  ^r-x.  in- 
fusion as  to  its  cause. 

The  prolonged  use  of  arsenic  may  have  a  similar  effect,  not  only  on  th»i 
extremities,  but  on  the  skin  of  the  chest  ami  abdomen,  which  may  be<tini« 
much  darker  than  normal  without  any  neuritis  being  present.    In  syphiiitirr^' 
the  site  of  old  eruptions  may  be  stained,  and  in  vagabonds  who  are  inftr3tc<_»-'^*^ 
with  lice,  and  have  been  much  exposed  to  the  weather,  areas  of  discolorationK  ^^^ 
of  the  skin  may  be  present.    It  is  said  that  the  discoloration  of  the  skin  callec:^"''™ 
chronic  argyria,  due  to  the  prolonged  use  of  silver  internally,  has  been  con-^^ 
fused  with  the  state  of  the  skin  in  Addison's  disease.    This  would  be  scarcelj 
possible  if  the  observer  had  ever  seen  a  case  of  chronic   silver  poisoning  ^ 
for  the  discoloration  of  argyria  is  a  peculiar  Hvidity  rather  than  a  pigmenta — ■ 
tion,  and  it  is  uniform  on  exposed  parts  of  the  l>Mjy. 

As  Addison's  disease  is  (iue  in  a  large  proportion  of  cases  to  tuberculosis 
of  the  adrenal  bodies,  the  tuberculin  test  may  be  employed  to  give  additional 
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information  in  the  case;  but  even  if  this  test  is  positive  the  possibility  of 
tuberculous  foci  elsewhere  giving  the  reaction,  and  the  fact  that  sy])hilitics 
sometimes  react,  shouhl  make  us  hesitate  before  resting  too  heavily  upon 
this  means  of  diagnosis. 

Prognosis. — It  may  be  stated  that  given  a  patient  with  Addison's  disease 
developed  so  far  that  a  diagnosis  is  certain,  then  death  from  the  malady  is 
certain  also.  I^win  in  a  collection  of  500  cases  found  that  5  were  cured 
and  28  improved.  In  tlie  2  cases  I  have  seen,  1  of  wliich  is  now  under 
observation,  the  disease  had,  at  times,  certainly  l>een  arrested  in  its  progress 
under  the  use  of  full  doses  of  suprarenal  gland.  Because  of  the  gradual 
development  of  the  malatiy,  its  average  duration  is  difficult  to  detennine, 
but  its  course  is  not  very  rapid.  Wilks  believes  it  to  be  about  eighteen 
moutlis,  hut  in  some  cases  it  lasts  for  years.  Very  rapidly  fatal  cases  are 
also  on  record. 

Treatment. — The  question  of  the  proper  plan  of  treatment  of  Addison's 
disease  cannot  be  answered  positively  until  the  pathologist  is  able  to  give  us 
a  clear  conception  of  the  morbid  processes  which  produce  the  chain  of 
symptoms  already  described.  The  ver}'  fact  that  difTereiit  pathological 
changes,  or  diseases,  affect  the  suprarenal  bodies,  and  so  produ<'C  the  symi>- 
toms  of  this  malady,  indicates  that  the  therapy  must  vary  with  the  cause. 
Theoretically  the  use  of  suprarenal  gland  of  the  sheep  is  indicated  in  every 
case,  but  practical  experience  has  shown  that  only  in  a  small  pniportion  of 
those  cases  in  which  it  has  been  used  has  it  done  goofl.  It  is  not,  therefore, 
to  be  compared  to  the  value  of  thyroid  gland  iu  niyxa*dema  or  cretinism. 
It  has  been  provetl  that  suprarenal  gland  has  little  effect  on  blootl  pressure 
if  it  is  taken  by  the  stomach,  and  that  its  active  principle  when  in  concen- 
trated form  often  causes  abscess  when  it  is  given  hyporlormically.  Probably 
the  best  plan  is  to  give  the  patient  adrenalin  chloride  in  normal  salt  solution 
by  hypodermoclysis  every  day  or  every  other  day,  using  1  to  2  drachms  of 
the  adrenalin  chloride  (1:1000  solution),  as  put  upon  the  market,  to  a  half- 
pint  or  pint  of  saline  fluid.  When  the  desiccated  gland  is  used  by  the 
mouth,  from  2  to  10  grains  may  be  given  three  times  a  day  in  capsule.  It 
is  unfortunately  true  that  even  when  the  a^lrenalin  gland  is  freely  used,  the 
disease  is,  at  the  best,  only  delayed  in  its  progress  in  most  cases. 

Adams  has  collected  97  cases  treated  with  suprarenal  glan<l.  Of  these 
7  were  made  worse,  43  experienced  no  real  benefit,  31  showed  marked 
improvement,  and  16  were  said  to  be  curetl.  In  the  successful  cases  the 
gland  was  given  solely  by  the  mouth.  If  the  patient  is  at  all  feeble  he  should 
be  kept  in  bed,  not  only  liccause  in  this  manner  we  consen-e  his  flagging 
energies,  but  also  because  a  number  of  cases  of  syncope  and  sudtlen  death 
from  this  disease  have  occurred  in  patients  who  have  made  a  sudden  effort. 
An  easily  digested  diet,  the  avoidance  of  purgatives  which  may  induce 
dangerous  purging,  and  the  use  of  iron  and  arsenic  as  tonics  form  the  rest 
of  the  treatment. 
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Diseases  of  the  spleen  occurring  independently  of  other  diseases  may  be 
8ai<l    not    to    exist.     Tn  myelogenous    leukjemia,   in    splenic    anipmia.    In 
malarial  fever,  and  in  cases  of  hepatic  cirrhosis  or  heart  disease,  the  spleen  is    -g^ 
often  greatly  enlarged,  but  in  no  case  is  this  condition  primary.     So,  too,  .^b.  -,  I 
in   the   prolonged   infectious  fevers,  such  as  typhoid   fever,  the  spleen  is  .^^3 
usually  swollen. 

In  some  cases  the  surface  of  the  spleen  may  be  traversed  by  a  crevice  or—^-oT 
indentation  which  almost  divides  its  body  into  different  parts,  and  in.«"»  in 
others  there  may  be  found  an  accessory  spleen  or  accessory  spleens  lum^M  Mn 
nearby  parts  of  the  abdominal  cavity.  In  very  old  people  the  spleen  is  oftencix'^aai 
greatly  atrophied. 

An  infarct  of  the  spleen  is  due  to  an  embolus  which  usually  has  its  originrx^  i^n 
in  the  heart,  or  which  arises  from  some  area  of  septic  infection,  or  in  otlieiM:'^»jer 

cases  a  thrombus  forms  in  the  splenic  vein  and  produces  a  similar  effect W-zlmX. 

The  latter  condition  is  the  cause  of  the  infarct  met  with  in  typhoid  feve«:^^^er 
and  in  leukiemia. 

Absccfts  of  the  spleen  as  the  result  of  septic  infection  is  by  no  means  rare,^^  Mt, 
and  such  abscesses  always  depend  upon  infected  emboli. 

Hydatid  cyst  of  tiie  spleen  is  rare  not  only  because  hydatid  cyst  is  rare  icrx  i  in 
this  country,  but  also  because  it  seldom  develops  in  this  gland  even  in  thos^^^^s** 
parts  of  the  world  in  which  hydatid  disease  is  common. 

Malignant  growths  in  the  spleen  are  among  the  rarest  pathological  lesions  ^s^mis. 
Primary  growths  arc  practically  unknowm  and  secondary  growths  are  alsO'^s^so 
very  rare.  From  statistics  at  St.  George's  Hospital,  London,  collected  b^^J)y 
Walker,  it  is  found  that  in  161  cases  of  carcinoma  involving  all  parts  of  ib»M-:Mit 
body  secondary  growths  appeared  in  the  spleen  seven  times,  and  in  5CX^3«50 
cases  of  sarcoma  the  spleen  was  affected  once.  Taylor  in  677  cases  o'^z^  of 
carcinoma,  epithelioma,  and  sarcoma  found  secondary  growths  in  th»-«'>'Tic 
spleen  in  twenty-three  instances.  Sometimes  in  cases  of  cancer  of  th».*^^-he 
gall-bladder  or  of  the  pylorus  the  growth  extends  to  the  spleen  by  direc'^:^^ 
invasion. 

Movable  spleen^  like  movable  kidney,  is  a  condition  in  which  this  orgarx-^^a 
wanders  away  from  its  noiTnal  position  so  that  it  may  be  found  far  removcc^^'^^ 
from  its  ordinary  area,  and  even  so  low  as  the  pelvis.  Its  displacement  ia  «  ' 
usually  associated  with  a  sense  of  dragging  in  the  left  hypochondrium  ok  ^1^01 
loin,  and  if  the  pedicle  becomes  twnsted  great  pain  may  be  suffered,  with  fever, ""^^  y> 
collapse,  and  finally  necrosis  of  the  splenic  tissues.  Osier  records  a  case  iu.  -*"  •* 
which  this  occurred  and  in  which  abrlominal  section  rcsulte<l  in  recovery^ ^ 
although  a  considerable  part  of  the  spleen  was  lost  by  sloughing. 

It  is  necessary  to  separate  wandering  spleen  from  floating  kidney.    Thi^* 
can  be  done  by  the  discovery  of  the  splenic  notch,  by  the  greater  sense  o^f 
resistance  in  the  otherwise  normal  kidney,  and  by  the  presence  of  reson- 
ance on  percussion  in  the  splenic  area  where  splenic  dulness  is  usually 
demonstrable. 
Rupture  of  the  spleen  is  a  rare  accident,  but  occurs  occasionally  in  those 
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who,  while  suffering  from  great  congestion  or  enlargement  of  this  organ, 
meet  w^ith  an  accident  in  which  the  splenic  area  is  subjected  to  a  severe 
blow.  Cases  are  also  on  record  in  which  the  spleen  has  ruptured  as  the 
result  of  great  distention.  Rupture  of  the  spleen  will  be  found  discussed 
under  ^Malaria.  The  symptoms  are  those  of  internal  hemorrhage  and 
demand  an  immediate  abdominal  section. 

The  treaiment  of  wandering  spleen  consists  in  the  wearing  of  a  bandage 
and  pad  to  retain  the  organ  in  its  place,  and,  if  need  be,  we  may  resort  to 
an  operation  to  fix  it  by  causing  adhesions  to  form  around  it.  Extirpation 
of  the  spleen  has  been  advised  in  cases  in  which  the  symptoms  are  very  dis- 
tressing, but  this  should  !>e  done  only  whnn  the  condition  is  very  urgent; 
for  while  the  spleen  has  been  proved  to  be  not  necessary  to  life,  its  removal 
jeopardizes  existence  and  the  patient  passes  through  a  long  period  of  con- 
valescence before  recovery  occurs. 


SPLENIC  AKJ5MIA. 

Dofinition. — Among  the  types  of  splenomegaly  the  condition  known  as 
splenic  anaemia  is  one  about  which  great  difference  of  opinion  has  existed. 
Its  existence  has  been  denied  by  some  physicians  and  asserted  by  others. 
At  present  it  is  generally  considered  that  a  distinct  morbid  state  to  which 
this  name  may  be  applied  really  exists.  It  is  essentially  a  condition  of 
aniemia  with  enlargement  of  the  spleen,  and  lacks  all  of  the  additional 
conditions  which  are  associated  with  these  states  in  other  maladies,  as,  for 
example,  leukiemia,  lymphadenoraa,  or  lympfiatic  leukiemia. 

Etiolo^. — This  is  unknown,  but  some  suppose  it  to  he  due  to  intestinal 
infection. 

Pathology  and  Morbid  Anatomy. — An  examination  of  the  spleen  in  this  dis- 
ease shows  that  it  is  not  only  greatly  enlarged,  but  that  it  shows  signs  of  the 
existence  of  a  perisplenitis  with  localized  areas  of  capsular  thickening.  In 
s<-»me  portions  of  the  or^^an  old  infarcts  may  In?  found  which  in  turn  have 
cause<i  puckering  of  its  surface  or  de]>ressed  sc^ars.  When  the  spleen  is  cut 
it  is  found  to  be  more  resistant  to  the  knife  than  normal,  and  it  is  somewhat 
fibroid.  If  a  section  is  placed  under  the  microscope  it  is  found  that  the  con- 
nective tissue  is  increased  atul  the  lymphoid  elements  wasted.  The  Mal- 
pighian  bodies  are  fibroid.  There  is  also  in  some  cases  a  marked  prolifera- 
tion of  the  endothelial  cells  which  line  the  blood  sinuses.  These  cells  are 
very  large  and  may  be  so  numerous  as  to  fill  these  spaces  till  they  resemble 
an  endotheliomatous  growth. 

Dock  and  Warthin  have  called  particular  attention  to  hyperplasia  of  the 
hiemolymph  nodes  and  thrombosis  of  the  splenic  vein.  The  association  of 
splenic  fibrosis  with  enlargement  and  cirrhosis  of  the  liver  constitute  the 
type  studied  by  Banti  (Banti's  disease),  and  this  is  thought  to  be  a  later 
stage  of  the  process  cliaracterized  in  its  early  manifestations  by  splenic 
enlargement. 

Symptoms. — The  symptoms  of  splenic  anaemia  are  pallor,  dyspnoea  on 
exertion,  and  feebleness  associated  with  enlargement  of  the  spleen.    An  exami- 
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nation  of  the  blood  does  not  throw  any  great  light  on  the  character  of  the 
case.  IndeetJ,  the  blood  changes  are  often  in  no  way  different  from  those 
of  lyraphadenoina  or  gumma  of  the  spleen.  The  red  cells  number  about 
3,500,000,  and  the  hiemoglobin  erjuals  about  50  per  cent.    When  the  disease 

13  advanced  poikiloeytos  and  nucleated  red  cells  arc  present.      The  white- 
cells  are  not  increased  as  in  ieuki:emia,  but  usually  are  below  the  nonnaL^^ 
nunril3er,  amounting  to  al>out  4500  per  c.mm. 

Diagnosis. — The  diagnosis  of  splenic  anaemia  is  very  difficult  and  shoulcl^E: 

not  be  reached  until  a  careful  study  of  the  patient's  past  and  present  condi _ 

tion  has  been  carefully  made  and  his  hlofxl  repeatedly  examuied.     A  con — .^-v 
siderable  number  of  cases  of  so-called  splenic  anremia  have  proved  to  be^^^oe 
other  diseases  when  studied  longer  or  examined  postmortem.    All  possibl^^  JTle 
causes  for  enlargement  of  the  spleen  should  be  excluded  before  a  decisionzK  «3a_ 
is  reached.  ■ 

Splenic  anxraia  must  be  separated  from  the  "aniemia  infantum"  of  vorr~K:^3n 
Jaksch,  in  which  the  spleen  is  enlarged,  but  in  which  the  changes  in  thc».«:^e 
blood  and  in  the  liver  and  spleen  in  no  way  correspond  to  those  seen  irr"*  ^n 
splenic  anaemia.  This  condition  must  also  not  be  confused  with  eolargemen*'  *:^«t 
of  the  spleen  due  to  syphilis  with  the  formation  of  gumraata;  nor  with  sar — -"•f- 
coma  of  tlie  spleen;  nor  with  the  aniemia  of  chronic  malarial  poisoning,  witha::^-^ 
secondary  splenic  enlargement,  nor  with  amyloid  disease.  It  must  also  Ik 
sepai'atetl  from  the  anreraia  associated  with  enlargement  of  the  spleen 
ondary  to  cirrhosis  of  the  liver,  and  from  a  condition  described  by  Gaucher"""*''*''^ 
of  clironic  inflaminfiiion  of  the  spleen  (epitkeliome  prhnitive).  Sometimes,  «.^' 
too,  in  children  suffering  from  rickets  and  marasmus  with  gastrointestinal    K— " 

intoxication,  there  is  a  considerable  degree  of  anaemia  and  some  enlarge- 

raent  of  the  spleen.    Such  cases  have  been  thought  to  represent  an  infantile     ^^ 
form  of  splenic  aniemia,  but  the  subsequent  history  of  the  patient  seems  to 
contradict  this  view. 
RoUeston  gives  the  following  as  the  clinical  characteristics  of  splenic  aniemia; 

1.  Splenic  enlargement  which  cannot  be  correlated  with  any  known  cause. 

2.  Absence  of  enlargement  of  the  lymphatic  glands. 

3.  Anaemia  of  a  type  midway  between  secondary  anferaia  and  chlorosis. 

4.  Leukopenia,  or  at  most  no  increase  in  the  number  of  white  blood 
corpuscles. 

5.  An  extremely  prolonged  course  lasting  years. 

6.  A  tendency  to  perioflic  Iiemorrhages,  especially  from  the  gastrointes- 
tinal tract. 

Prognosis. — ^The  prognosis  under  medical  treatment  is  always  unfavorable. 

Treatment. — The  treatment  consists  in  the  administration  of  full  doses 
of  arsenic,  but,  so  far  as  we  know,  no  methorl  of  treatment  has  yet  been 
devised  which  materially  alters  the  general  pTOgress  of  the  disease. 

According  to  Harris  and  Herzog,  of  19  cases  subjected  to  splenectomy, 

14  recovered.  To  these  series  Scott  has  added  6  cases  with  4  recoveries. 
Queen  and  Duval  collected  6  cases  and  added  1  original  case  in  which 
removal  of  the  spleen  was  followed  by  a  cure.  They  state  in  adflition  that 
a  beginning  hepatic  cirrhosis  may  be  arrested  by  splenectomy,  although  it 
is  difficult  to  understand  how  this  operation  can  exercise  this  effect. 


HODGKIN'S  DISEASE 


767 


BAKTI'S  DISEASE. 

Under  the  name  of  Banti's  disease  a  condition  characterized  by  enlarge- 
ment of  the  spleen,  ann?inia,  cirrhosis  of  the  liver,  jaundice,  and  ascites  is 
met  with.  It  is  thought  hy  some  that  Banti's  disease  is  a  terminal  stage  of 
splenic  annpmia;  hut,  on  the  other  hand,  it  is  certain  that  this  is  not  always 
the  case.    The  disease  is  very  rai*e. 


HODGKIN  S  DISEASE. 

Definition. — Hodgkin's  disease  is  a  condition  in  which  there  is  marked 
swelling  and  overgrowth  of  the  lymphatic  glands,  both  internal  and  external, 
with  a  moderate  degree  of  antemia  which  is  in  no  way  peculiar  to  this  malady. 
The  spleen  is  usually  enlarged.  The  overgrowth  of  the  lymph  nodes  and 
lymphatic  tissues  getierally  is  closely  allied  to  malignant  lymphadenoma. 
Another  name  for  the  disease  is  "  pseudoleukicmia." 

History. — Although  a  difference  between  this  state  and  scrofulous  enlarge- 
ment of  the  lymph  nodes  had  been  made  prior  to  1830,  it  was  not  until 
Hodgkin  in  1S32  described  cases  seen  at  Guy's  Hospital  that  it  was  gen- 
erally recognized.  In  1856  Wilkes  in  Ix)ndon  and  Bonfils  in  France  still 
further  illuminated  the  subject. 

It  was  not  until  Virchow  completed  his  work  on  the  histology  of  the  blood 
that  Hodgkin's  disease  became  clearly  differentiated  from  leukaemia  of  the 
Ijinphatic  type.  The  fact  that  changes  of  a  peculiar  character  exist  in  the 
l^Tnph  nofles  was  not  known  until  1897,  when  several  investigators,  notably 
Fischer,  described  them. 

Etiology. — The  cause  of  Hodgkin's  disease  is  unknown.  Within  the  last 
few  years  the  view  that  it  was  a  peculiar  condition  due  to  infection  by  the 
Bacilltts  tubercidosi^  gained  a  number  of  adherents,  and  there  are  without 
doubt  certain  facts  connected  with  the  malady  which  tend  to  substantiate 
this  \iew.  On  the  other  hand,  it  may  be  considered  as  pretty  well  settled 
that  this  view  is  erroneous,  for  Dorothy  Reed,  Longcope  and  Simmons  have 
published  can*ful  investigations  which  seem  to  prove  that  Hodgkin's  disease 
possesses  definite  pathological  characteristics  peculiar  to  itself.  The  disease 
is  more  frequent  in  males  than  in  females,  and  in  adults  than  in  childhood. 

Pathology  and  Morbid  Anatomy. — The  changes  which  arc  most  marked 
are  enlargement  of  the  lymphatic  glands  at  first  in  limited  areas  and  later 
all  over  the  body.  The  cervical  and  inguinal  glands  are  usually  the  most 
prominent,  and  the  outlines  of  the  neck  may  be  completely  obliterated. 
At  autopsy  the  retrobronchial  atid  retroperitoneal  glands  may  be  found 
enormously  increased  in  size,  forming  a  mass  as  large  as  the  arm,  and  pressing 
on  adjoining  tissues  such  as  the  thoracic  duct  and  the  bloodvessels.  The 
affected  nodes  are  discrete  and  regularly  enlarged.  Their  consistency  varies. 
Sometimes  they  are  firm  and  dense,  at  others  so  soft  as  to  fluctuate.  The 
cut  surface  of  these  glands  is  translucent,  gray,  or  more  rarely  yellowish, 
and  the  tissues  of  the  glands  bulge  fonvard.  An  overgrowth  of  lymphoid 
tissue  may  take  place  at  the  apices  of  the  lungs  and  lead  to  a  diagnosis  of 
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tuberculosis.     Death  may  be  due  to  pressure  on  the  thoracic  bloodvessels, 
and  perhaps  to  pulmonary  infiltration  and  exudation.    Osier  asserts  tltat 
infiltration  of  the  lung  does  not  occur  in  this  disease,  and  that  when  such 
an  infiltration  does  take  place  the  disease  is  true  Ijinphosarcoma.    There^^ 
is  also  enlargement  of  the  spleen  with  overgrowth  of  the  lymphoid  bodies,^^  , 
which  are  grayish-white  in  appearance,  and  consist  of  lymph  follicles  hel(^^^ 
together  by  a  reticulum  of  connective  tissue.   The  marrow  of  the  long  bonca-^^^a 
may  be  lymphoid  or  purulent  in  appearance,  as  it  is  in  some  cases  o"  ^^:Ji 
myelogenous  leukiemia.    The  liver   and  kidneys  may  also   be  enlargec^*^^ 
and  contain  lymphoid  masses. 

The  characteristic  lesions  of  Hodgkin*s  disease  are  an  early  increase  in  i^^-mr^^^e 
lyraphadenoid  tissues  with  a  proliferation  of  endothelial  cells,  the  formatio  ^z:>on 
of  uninuclear  and  multinuckar  giant  cells,  thickening  of  the  reticulum,  aa^-t^-nd 
lastly  an  overgrowth  of  the  connective  tissue  of  the  lymph  nodes  to  ttrJT^e 
development  of  which  the  increased  density  of  these  masses  is  due.  Eosin»  ^no- 
phile  cells  in  most  cases  are  present  in  very  large  number  in  the  l}Tnph  nod*-  .tdea 
and  in  the  bone-marrow.  Not  only  is  the  disease  characterized  by  tiie^ 
changes  in  the  pre-existing  lymph  nodes,  but  there  is  a  constant  formate 
of  new  nodes  which  soon  become  similarly  affected. 

The  blood  changes  are  most  variable.  In  some  cases  they  are  moderat»^  -te, 
in  others  severe,  in  that  the  red  cells  may  be  decreased  in  number,  but  ev*^-  "en 
when  the  patient  is  at  death's  door  there  may  be  fully  3,000,000  cells  prescrr^mt 
The  red  cells  are  not  altered  in  a  manner  which  is  in  any  way  characterist£:=:ic 
The  changes  consist  solely  in  aditninution  in  numl>erto  a  moderate  Hpgn  =¥, 
and  in  a  reduction  of  the  amount  of  haemoglobin.    The  leukocytes  are  n^i^ot 

increased  as  in  true  leukaemia,  but  are  often  actually  diminished.    Pink us 

thought  a  relative  increase  of  the  lymphocytes  constant,  but  this  change  v, u 

present  in  but  1  of  Ix>ngcope*s  7  cases,  although  a  very  large  proportion  of  tUTThe 

white  cells  may  be  of  this  variety.    Occasionally  the  increase  of  white  ce =D5 

may  rise  to  the  number  seen  in  certain  inflammatory  states,  as  from  t30,0^^^ 
to  40,000.  In  the  later  stages  the  blood  picture  may  assume  all  the  chaw^^sc- 
teristics  of  an  intense  secondary  ansemta.  ■ 

Symptoms. — The  symptoms  of  pseudoleulocmia  are  those  of  ordinn-^*»fy  I 
severe  secondary  anitmia,  with  shortness  of  breath  and  palpitation  of  tl— :^h«  ^ 
heart  on  exertion.  The  enlarged  masses  of  glands  in  the  neck  and  groi  .^Bn* 
may  be  very  characteristic  in  appearance,  associated  as  they  are  with  pg/fc  "^^^ 
and  puffiness  of  the  face.  When  the  internal  glands  are  primarily  and  chief  ^sfly 
involved  the  diagnosis  from  tuberculosis  may  be  difficult  because  the  pressure— "^ 
may  cause  consolidation  with  patches  of  dulness  on  percussion,  and  Llluu^t  '" 
a  distinct  febrile  movement  is  often  present. 

These  masses  by  producing  pressure  may  give  rise  to  paroxysnis  of  cnw^^^^ 
or  of  pain  or  constant  dyspnoea.     When  the  inguinal  glands  are  afTect^    ^ 
fedema  of  the  lower  extremities  may  develop,  and  shooting  pains  may  be  f^^^'' 
--    '^^'   legs.     After  the  glandular  masses   become  very  large,  superfieC^^^ 


m 


the 


sloughing  may  occur,  and  therefore  the  resemblance  to  a  suppurating  tuber^ 
culous  mass  may  be  increased  (Fig.  103).     I  have  seen  an  actinomycoffi' 
of  the  neck  produce  similar  sv'mptoms.    Bronzing  of  the  skin  may  occur- 
Moderate  fever  is  often  present.     It  may  be  low  and  regular  or  high  uitd 
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rregular  in  type.  Occasionally  it  has  an  intermittent  character  with  sharp 
tacerhaiions^  so  that  it  resembles  intermittent  or  remittent  malarial  fever. 
aundice  due  to  pressure  on  the  bile-ducts  may  appear. 
Additional  symptoms  met  with  in  some  cases  are  murmurs  in  the  great 
essels,  produced  partly  by  the  ani^mia  but  chiefly  by  the  pressure  caused 
y  the  growths.  Deafness  duG  to  closure  of  the  Eustachian  tubes  by  growths 
I  the  pharynx  and  unequal  pupils  due  to  pressure  on  the  cervical  sym- 
Athetic,  may  be  present. 


Fig.  103 


Hodgkin'a  cltgeawe. 

DiagnoBifl. — From  true  leukamia  pseudoleuksemia  is  to  be  separated 
y  the  absence  of  the  large  excess  of  leukocytes,  and  the  lack  of  the  leuko- 
jrtes  peculiar  to  that  disease.  From  enlargement  of  the  lymph  glands  due 
y  tuberculosis  it  is  to  be  separated  by  the  test  with  tut)erculin  (see  Tuber- 
lllosis),  and  by  the  fact  that  tuberculosis  rarely  produces  enlargement  of 
^  cervical  glands  on  both  sides  and  in  both  groin3,  and  by  the  absence  of 
J  tuberculous  focus  elsewhere.  When  doubt  exists  a  part  or  all  of  an 
blarged  mass  of  glands  may  l>e  excised  and  examined  microscopically  to 
letennine  the  character  of  the  disease. 
r49 


770 


DISEASES  OF   THE  SPLEEN 


In  many  cases  the  clinical  diagnosis  is  most  difficult.     I  have  seen  the 
most  eminent  clinicians  mistake  this  malady  for  tuberculosis.    Very  rarely 

a  form  of  multiple   lipoma  liistrihvited  in   the   lymph-node   areas  closely 

resembles  Hodgkin's  disease;  the  picture  may  further  be  confused  by  thL 
presence  of  glandular  ami  calciRc  masses  in  the  fatty  tumors;  such  a  casc^^^; 
has  been  observxHl  in  the  Jefterson  Medical  College  Hospital;  Chanteraess^^fc^; 
and  Podwyssotsky  fiorure  such  a  case  under  tlie  name  adenolifxmiatosis. 

Prognosis. — T!ie  prognosis  in  Ilodgkin's  disease  is  absolutely  batl-  No«^.^t 
one  recovers.  These  patients  have  periods  of  improvement  when  couragiM  n. 
runs  high,  but  after  all  the  inevitable  progress  is  downward.  Death  comes=— ^g 
from  interference  with  circulation  or  respiration  or  by  general  astherua. 

Treatment. — The  best  treatment  Is  the  use  of  arsenic  in  full  doses.  Re^^^e- 
cently  excellent  results  have  been  obtained  by  Senn,  Finch,  and  others  iir  ^^in 
some  of  these  cases  by  the  use  of  the  a"-rays,  the  parts  involved  being  expose*  -^.i_^d 
to  the  rays,  repeatedly,  over  a  long  period  of  time. 


STATUS  LYMPHATICUS. 


Definition. — The  term  status  lympltaticus  or  "lymphatic  constitution.,^  «,*' 
sometimes  called  '' curuif  iiutio  lympkattca^**  is  applied  to  a  state  which  occult  ^•rs 
chiefly  in  children  or  infants,  and  which  is  characterized  by  /t^p^rplasia  cz^  of 
the  lymph  nodes,  the  thymus  gland,  and  the  spleen,  and  by  a  /hypoplasia  cr^  of 
the  heart  and  arteries.  The  lymphoid  bone-marrow  is  also  affected.  TbtrKhe 
fact  of  particular  -nterest  is  that  patients  with  this  condition  sometimes  suffe^^'er 
sudden  death,  which,  coming  on  in  children  who,  on  superficial  examinatioi:::^ -^^^^ 
appear  unnsually  robust  and  plump,  is  all  the  more  startling. 

History. — .\s  long  ago  as  Hjl4  Plater  made  note  of  the  fact  that  the  thymiXL-*'  j«^ 
glami  was  foimd  enlarged  in  certain  ca.ses  of  sudden  <leath,  and  in  1S30  Kop-*:^*PP 
described  a  form  of  difficult  breathing  which  he  called  "th>'raic  asthma. «  -^3»i 
and  which  he  considered  was  due  to  pressure  upon  the  trachea  by  an  enlarge-^^*'^!^ 
thymus  gland.  This  view,  which  was  apparently  disproved  by  Friedleben  i  i  **" 
1858,  received  no  further  support  until  in  1SS8  it  was  revived  by  Grawitff:^'-*^^*' 
only  to  be  controverted  again  by  Paltauf  in  1SS9. 

Etiology. — The  etiology  of  this  state  is  not  known,  but  it  is  apparently       ^^1\ 
congenital  fault,  and  is  associated  with  a  low  degree  of  vital  resistance  t^       ^' 
infection.     Iletlniga  has  reported  an  instance  in  which  out  of  a   family  o 
nine  children,  five  dietl  of  tlils  malady. 

Blumer  has  recently  put  forward  certain  facts  which  seem  to  show  tlu^  *"*-*** 
this  condition  is  the  result  of  the  development  in  the  body  of  a  toxic  sut#  ^-•^"^ 
stance,  a  cytotoxin.  To  this  state  the  term  lymphotoxismus  has  been  appliec:^^^  **^^* 
According  to  this  view,  the  overgrowtli  of  the  lymphatic  tissues  in  the  diifeim:-^^  *^''' 
ent  parts  of  the  body  is  a  sequence  of  the  action  of  this  poison  and  not  th^i^  "* 
cause  of  its  development. 

Pathology  and  Morbid  Anatomy. — An  autopsy  in  a  case  of  this  characte?^  *^'^ 
reveals  an  overgrowth  and  swelling  of  the  lymph  glands  in  the  thorax,  abdoci^  J^ 
men,  and  cervical  and  inguinal  chains,  and  enlargement  of  the  tonsils.    TIi^  ^^^ 
lymph  nodes  of  the  intestinal  tract  are  very  markedly  swollen  and  sharpl^^.^ 
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define*!.  The  spleen  appears  larger  than  normal,  and  the  lymphoid  tissue 
of  the  Malpi^hian  bodies  is  in  a  state  of  overgrowth.  The  changes  in  the 
thymus  gland  are,  however,  the  most  important,  because  it  is  supposed  that 
the  sudden  congestion »  hyperplasia,  and  swelling  of  the  gland  which  occurs 
causes  death  by  pre-ssure  upon  t!ie  great  %'essels  of  the  neck  and  upon  the 
trachea.  The  thyroid  gland  may  also  be  enlarged.  If  the  shafts  of  the  long 
lx)neif  are  o|)ened, yellow  marrow  is  fountl  to  be  substituted  for  red  marrow. 
The  heart  and  aorta  are  fM>orly  tlovelope<L 

Congestion  and  oedema  of  the  lungs  have  been  found  in  some  cases  at 
autopsy,  antl  in  others  atelectatic  patches  have  been  discovered.  In  all 
of  these  cases  the  pressure  upon  the  air  passages  was  responsible  for  these 
changes. 

Symptoms. — Tliere  are  no  symptoms  in  any  way  characteristic  of  this  state, 
except  that  the  child  may,  on  close  examinatirjn,  be  found  to  suffer  from 
rickets,  some  enlargement  of  the  Ij^mphatics,  and  a  rather  Icehle  heart.  The 
recollection  of  the  possible  j>resence  of  this  state  should  make  the  physician 

f)articularly  careful  when  administering  an  anaesthetic  to  a  child  of  the 
yraphatic  type,  especially  if  the  condition  to  be  relieved  is  overgrowth  of  the 
lymph  tissues,  such  as  the  postnasal  adenoids  and  spongy  tonsils,  as  sudden 
death  may  ensue.  Hand  lias  reported  a  case  in  which  tetany  was  present.  In 
a  case  recently  reported  by  Musser  and  Ulloin  an  unusually  robust  and  well- 
develo]>e<!,  but  overfat»  boy  of  five  years  sufTered  from  a  little  hoarseness  on 
one  day,  and  on  the  next  seemefl  al>out  as  well  as  usual.  That  same  night 
he  went  to  slec])  at  the  usual  time,  but  at  2  a.m.  was  seen  to  be  somewhat 
pinched  and  livid.  A  few  hours  later  he  became  more  cyanosed  and  pre- 
sented a  rapid  pulse  and  laboreil  breathing.  His  respirations  were  character- 
ized by  loud  rales  in  the  bronchial  tubes  and  larynx.  His  temperature  grad- 
ually rose  till  it  reached  105°,  at  which  time  convulsions  developed,  and  he 
died  shortly  afterward.    The  urine  was  luadeti  with  albumin. 

Several  cases  of  so-called  teething  convulsions  in  infants  have  been  found 
at  autopsy  to  be  due  to  this  disease.  Sometimes  the  child  is  found  dead 
in  bed. 

Treatment. — We  know  so  little  of  the  cause  of  this  state,  anrl  so  few  cases 
have  been  subjected  to  treatment,  that  no  definite  plan  of  treatment  can  be 
outlined,  save  that  fresh  air  and  sunshine  and  iron  iodide,  and  arsenic  are 
useful. 

If  the  thjTnic  enlargement  be  demonstrable,  operation  might  be  resorted 
to.  Rehn  opened  the  mediastinum,  tlrew  the  gland  forward  ami  stitched  it 
in  position;  recovery  followed.  Carter  operated  on  a  case  for  tracheal 
obstruction,  recognizeil  the  thymic  enlargement,  and  introduced  a  tube  which 
gave  temporary  relief,  but  the  child  died. 
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DISEASES  OF  THE  THYMUS  GLAND. 

The  thymus  gland  is  found  well  developed  in  infants  up  to  the  second  year 
of  life,  after  which  time  it  gradually  decreases  in  size  till  it  reaches  a  degjtw 
of  degeneration  and  atrophy  in  which  it  may  be  said  to  no  longer  exist.  TUs 
occurs  about  the  time  of  puberty.  In  fully  developed  adults  it  is  represented 
by  a  small  aggregation  of  lymphoid  and  fatty  cells.  Very  rarely  the  thymus 
persists  without  any  change  in  its  tissues,  even  in  adult  life.  When  it  remains 
large,  or  increases  in  size  as  the  result  of  disease,  as  in  the  status  lymphaticus, 
it  may  cause  symptoms  by  pressing  on  the  trachea  and  the  great  vesseb  of 
the  neck  and  chest. 

Diseases  of  the  thymus  gland  are  very  rare.  In  some  cases  a  state  of 
so-called  hypertrophy  is  present,  but  this  is  rarely  a  true  hypertrophy,  the 
gland  being  swollen  and  filled  with  lymphoid  cells.  Occasionally  minute 
hemorrhages  may  take  place  into  its  tissues  or  beneath  its  capsule.  Abscess 
has  been  recorded  as  having  occurred,  and  growths,  benign  and  malignant, 
have  been  found  in  its  tissues.    It  has  been  found  affected  by  tuberculosis. 

Many  years  ago  enlarged  thymus  was  supposed  to  be  the  cause  of  spas- 
modic croup.  That  an  enlarged  gland  may  cause  some  interference  with 
respiration  is  conceivable,  but  we  now  know  that  spasmodic  croup  is  usually 
due  to  rickets  or  postnasal  adenoids.  Those  interested  in  this  subject  should 
read  Jacobi's  essay  published  in  1888  in  the  Tranaactiona  of  the  Atsodaium 
of  American  Physicians,  vol.  iii.  p.  297. 
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ANJEMIA. 

Definition. — The  word  anaemia  signifies  a  state  of  the  blood  in  which  there 
is  lacking  tiie  normal  quantity  of  red  cells  or  of  hm^moglobin  iu  these  cells. 
When  the  cause  of  this  state  is  due  to  some  disorder  of  the  blood-making  or 
blood-destroying  tissues,  it  is  called  essential  or  primary  aniemia.  When  due 
to  some  other  cause,  such  as  hemorrhage  or  one  of  the  acute  infectious  dis- 
eases, it  is  called  secondary  anaemia.  Fortunately,  most  cases  of  anaemia 
belong  to  this  latter  class,  and  they  will,  therefore,  be  considered  first. 

I  Secondary  Anemia. 

I    Secondary  anaemia  arises  from  a  host  of  causes  and  is  characterized  in  most 
leases  by  a  diminution  in  the  number  of  the  red  cells,  and  an  even  greater 
reduction  in  the  hiemoglobin  content  of  each  cell.    In  some  cases  it  comes  on 
lis  a  result  of  breatliing  vitiated  air,  as  in  factory  girls  and  stenographers. 
In  other  cases  it  is  due  to  overwork  and  insufficient  or  improper  food,  and  in 
still  other  cases  to  protracted  digestive  disturbance  or  to  chronic  constipation, 
■which,  by  causing  autointoxication,  is  the  active  factor  in  producing  the 
condition.    The  late  Sir  Andrew  Clark  was  an  earnest  exponent  of  this  view. 
Hemorrhage  is,  of  course,  a  very  potent  cause.    When  it  is  profuse  the 
change  appears  so  promptly  that  the  cause  is  evident,  but  in  many  cases 
ansemia  arises  as  the  result  of  repeated  small  losses  of  blootl,  as  from  hemor- 
rhoids when   the  patient  is   at  stool.      Under  conditions  of  hemorrhage, 
nucleated  cells  and  a  few  poikilocytes  may  be  found.     After  a  single  large 
hemorrhage  the  rapidity  of  recovery  is  extraordinary,  being  more  rapid  than 
when  the  loss  of  blood  has  been  prolonged.    Cases  are  occasionally  met  with 
in  which,  by  reason  of  lack  of  regenerative  power  in  the  blood-making  organs, 
a  sharp  hemorrhage  is  foUoweil  by  death  in  a  short  time. 

Toxic  states  due  to  renal  disease  or  to  tlie  various  infectious  maladies, 
particularly  malaria  and  syphilis,  often  cause  aniemia,  and  prolonged  lactam 
tion,  frequent  child-bearing,  and  the  growth  of  tumors  of  large  size  also 
produce  it.  When  the  tumors  are  malignant,  the  anaemia  is  also  partly  toxic. 
Not  infretjuently  we  meet  with  cases  in  which  the  ansemia  Is  due  to  chronic 
metallic  poisoning,  as  from  arsenic,  lead,  and  mercury.  In  other  instances 
the  anoemia  is  due  to  intestinal  parasites,  such  as  the  Ankylostomiim  duo- 
detiale  or  the  tapeworm. 

In  all  cases  of  marked  and  apparently  causeless  an£emia,  the  possibility  of 
the  condition  being  due  to  intestinal  parasites  should  be  borne  in  mind,  and 
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the  stools  examined,  not  only  for  the  ordinary  tapeworm,  but  for  undnari^L_ 
as  well.     Further  than  this,  the  marked  increase  in  the  eosinophiles  in  th^^ 
blood  in  nearly  all  cases  of  parasitic  infection  should  be  recalled.    Walker  ha^      i 
collated  the  following  interesting  table  in  this  connection: 


lAree 

Eosinophil 

lea. 

Pol  y  morphonuolcan. 

■nonoDUclaan. 

Normal 

1  to    4  per  1 

cent. 

00  to  70  per  cent. 

5  to  S  per  cent. 

Taenia   .          .          .          . 

6  to  13       " 

Ankylostoma  duodenale  . 

12.43" 

Filaria  medioensis  . 

6  to  36       " 

Filaria  Ion      ,          .      *    . 

63       " 

23       " 

Oxyuris  verraicularia 

0.4  to  13.7   •* 

Bilharzia  hicmatobia 

16  to  48       " 

44  to58 

12.5     " 

He  makes  the  Interesting  statement  that  a  practical  application  of  this  haa^&as 
been  already  made.  In  the  feces  obtained  from  one  of  the  closets  in  a  Iai^s^:^^ 
college  tlie  eggs  of  the  Ankylostomuni  duodenale  were  found.  The  pupiK  SSs 
who  had  used  the  receptacle  on  the  specified  day  were  asked  to  submit  then '  wi^n- 
selves  to  examination,  but  their  feces  yielded  negative  results.  An  examinf^^  a- 
tion  of  the  blood  of  each  pupil  was  made,  eosinophiHa  was  obsened  in  2 

cases,  and  ova  subsequently  detected  in  their  feces. 

Symptoms. — The  symptoms  of  secondary  anctmia  vary  greatly  in  difTerer"::^Knl 
individuals,  some  patients  with  marked  pallor  presenting  no  other  noteworth^c-^ 
symptoms,  while  others  whose  cheeks  have  color,  nevertheless,  suffer  fror^^m 
palpitation  and  dyspnoea  on  exertion.  It  is  important  to  bear  in  mind  thi^^at 
there  arc  fat  aniemics  and  red-chet^ked  aniemics,  and  that  many  i>ersons  wli"  jio 
look  pallid  really  have  a  normal  number  of  red  cells  and  a  normal  percenta^^^e 
of  liDsraoglobin.  Headache^  neuralgia^  has  of  appetite,  constipation,  aic  -id 
attacks  of  syncope  are  sometimes  due  to  anaemia,  and  in  women  armivyrrha^c^irxa 
is  often  due  to  this  cause.  

Diagfnosis. — The  diagnosis  between  secondary  and  primary  anremia  is  to  )^f^ 
made  by  the  history  of  the  patient,  and  chiefly  by  the  fact  that  the  abnomi 
ities,  as  to  the  shape  and  character  of  the  red  cells  found  in  the  prima 
ameraias  (which  see),  are  far  more  marked  than  in  the  secondary  forms. 

Treatment. — In  the  treatment  of  secondary'  ansemia  three  things  are  al 
lutely  essential:  the  removal  of  the  cause,  if  possible,  the  institution  of 
proper  diet,  and  a  hygienic  mode  of  life,  and  the  administration  of  iron  ai 
arsenic,  and  often  of  the  bitter  tonics,  in  order  that  the  condition  of  tlie  bloi^     'M 
may  be  directly  improved.    If  the  method  of  life  of  the  patient  is  unhealtlKi^^^T, 
it  must  be  corrected,  and,  above  all,  plenty  of  fresh  air  and  sunshine  must  '       ^ 
obtained.     The  sleeping-rooms  should  be  well  ventilated,  and  the  palie-    i-^nt 
must  be  dieted  in  such  a  way  that  the  bowels  are  moved  regularly  a^m^<i 
adet:juately  every  day,  at  least  once,  for  constipation,  as  already  stated,         ^ 
usually  present,  and  is  often  the  cause.    Under  these  circumstances  aloes  a^^*'' 
cascara  sagrada  are  probably  the  best  laxatives  to  administer,  particula^cr-fy 
if  iron  is  given.    When  persistent  diarrhoea  is  the  cause  of  the  anwmia,  I  ha^  ^^' 
found  that  Rockbridge  Alum  Spring  water  is  a  useful  reme<ly.  and  in  son^^f 
instances  it  is  advisable  to  give  one  of  the  astringent  preparations  of  iron  \iM^^ 
the  dried  sulphate  in  tlie  dose  of  ^  to  ^  grain  three  times  a  day.    If  tfc^ 
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an^rmia  is  due  to  a  loss  of  blood  by  hemorrhoids,  this  loss  must  be  arrested 
by  local  treatment  The  appetite  should  l>e  stimulated  by  the  use  of  drugs 
like  nux  vomica,  quinine,  or  other  bitter  tonics  like  cardamom  or  gentian.  A 
good  prescription  for  many  of  these  cases  is  a  pill  composed  as  follows: 

R — Ferri  redacti       .         .  ,  .         .  ,     gr.  v. 

Acid,  amenosi     .  .  .         ,         .         .  .     gr.  i. 

Ext.  nucis  vomics       .......     gr.  v. — M. 

Ft.  in  pil.  No.  xx. 

Sig. — One  t.  i.  d.  after  meals. 

The  nux  vomica  may,  in  some  cases,  be  replaced  by  2  p*ains  of  quinine. 
If  the  digestion  is  impaired,  hydrochloric  acid  and  pepsin,  or  pancreatin  and 
bicarbonate  of  soda,  or  taka-diastase  in  2  to  3  grain  doses  with  meals  is 
advisable. 

Primary  or  Essential  Anaemias. 

Chlorosis.     Definition. — Chlorosis  is  a  condition  of  the  blood  usually  met 
with  in  young  girls,  and  characterized  by  a  marked  diminution  in  tlie  quantity 
of  hsemoglobin.  and  by  a  less  marked  decrease  in  the 
red  cells.    Until  recently  it  was  considereLJ  a  second-  fio.  io4 

ary  aucemia  but  hirmatologists  now  class  it  in  the 
primary  ana?miaa  chiefly  because  it  is  believed  to  be 
due.  at  least  in  part,  to  defective  hjemof^enesis. 

Etiology. — There  are  still  maiiy  who  l>elieve  that 
chlorosis  is  a  seconrjary  anaemia.  It  is  certainly 
associated  with  many  causes  of  secondary  an.Tniia, 
such  as  constipation,  inanition,  and  bad  air.  Wliat- 
ever  influence  these  causes  may  have,  there  can  be 
no  doubt  that  the  processes  which  take  place  about 
the  age  of  pulierty  in  the  female  sex  are  closely  con- 
cerned in  its  production,  for  the  disease  is  scarcely 
ever  met  with  except  at  a  period  of  life  near  these 
changes.  Ocrasionally,  however,  it  develops  in  later 
life,  and  it  is  then  called  "chlorosis  tarda.'*  Bmmwell 
and  others  have  shown  that  there  is  also  a  heredi- 
tary influence. 

The  two  chief  causes  are  a  natural  predisposition 
to  antemia  and  an  inability  to  utilize  iran  from  the 
foo<h  Some  believe  that  the  intestinal  mucosa  is  at 
fault,  others  that  the  spleen  is  functionally  perverted,  but,  as  Ewing  well  says, 
there  can  be  no  doubt  that  chlorosis  results  from  a  functional  insufficiency 
of  the  lK>ne-marrow,  which  is  prone  to  occur  at  puberty. 

Pathology. — The  following  are  the  chief  changes  in  the  blood:  The  chief 
alteration  is  the  decrease  of  the  hjrmoglobin  in  each  corpuscle,  so  that  a  low 
color  index  is  one  of  the  points  necessary  to  a  diagnosis  of  the  disease.  So 
low  a  percentage  of  hr&moglobin  as  10  has  been  recorded  by  F^ramwell,  but 
the  average  low  limit  is  from  30  to  40  per  cent.,  and  the  color  index  about 
0.5  per  cent.    The  second  change  is  a  diminution  in  the  number  of  the  red 
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cells,  but  usually  this  is  not  so  marked.    Taking  the  Dormal  for  a  woman  as 
approximately  4.S<M).<K)I)  to  the  cubic  millimetre,  the  fall  is  usually  not  more 
than  from  r)t)6,lX10  to  1  ,i)O0,lK)O.    When  a  very  great  fall  in  the  number  of  re<:\ 
cells  is  present,  they  may  amount  to  only  2,OOU,0C)0,  but  in  such  a  caae  a  su-Sr 
picion  of  pernicious  anaemia  comes  forward. 

If  the  chlorosis  is  severe,  the  red  cells  vary  as  to  size  and  shape,  and        ^ 
number  of  large  red   cells,  with  a  full  complement  of  haemoglobin,  m^^*S 
be  present.     As  a  rule,  the  size  of  the  red  cells  is  reduced.     Imperfect-"'  Av 
formed  cells  (poikilocytes)  are  found,  but  they  are  present  in  very  smi^^^ 
numbers.     Granular  degeneration  of  the  red  cells  has  Ijeen  particular.  ^"\y 
well  studied  by  the  chief  of  my  medical  clinic,  Dr.  J.  C.  Da  Costa,  Jr.,  ftng     »<i 
by  Stengel,  White,  and  the  younger  Pepper. 

The  leukocytes  in  cases  of  chlorosis  do  not  suffer  much  cbange,  as  a  rul-  Wk, 
but  some  patients  show  an  increase  of  the  lymphocytes.  Dr.  Da  Cos*^.^3Ui 
has  shown  that  most  of  these  are  large  lymphocytes,  and  that  thrr^Uic 
lymphocytes  may  amount  to  40  per  cent,  of  all  the  white  cells.  Tlr:M'Tic 
specific  gravity  of  the  blood  is  reduced  jxiri  passu  with  the  litemoglobiHc  -Knn. 
Although  extravascular  coagulation  is  retarded,  in  9omc  cases  there  is  .^3  a 
tendency  to  thrombosis. 

Aside  from  the  blood  changes,  a  state  of  hypoplasia  of  the  tissues  of  th^-lie 
heart  and  larger  arteries  is  often  present,  but  this  condition  is  not  peculiar  fc"  to 
chlorosis,  but  to  the  lymphatic  constitution.  Wlicn  recover}'  begins  to  tal#-:M— ke 
place  the  number  of  undersized  red  cells  decreases  and  the  cells  of  normfc  -^nal 
size  increase  their  hiemoglobin  content. 

Symptoms. — Tlie  symptoms  of  chlorosis  are  a  peadiar  pallor  of  the  skiv  ^nj\, 
which  often  has  a  greenish  hue,  whence  the  name  "green  sickness."    Tl"M^*T»^ 

patient  is  nearly  if  not  always  plump  and  possessed  of  a  good  quantity  ^  *>' 

subcutaneous  fat.  Occasionally  the  superficial  vessels  are  well  supplied  wi*^  «ntD 
blood,  so  that  the  patient  is  ruddy»  thereby  mbleading  the  phj^ician  who  fai  m~^^ 
to  study  the  blood.  This  type  is  called  chlorosis  florida.  The  subjecti\^"  **^^^ 
symptoms  are  dyspnasa  on  exertion,  palpitation  of  the  heart,  vertigo,  an«""K-*"^ 
perhaps  attacks  of  partial  syncope.  Constipation  is  nearly  always  markec»'^^^-^j 
Headache  is  quite  constant,  and  there  is  usually  a  most  persistent  absence  _f 

appetite.    There  is  also  menial  depression  and  apathy.    Physical  examinatio*^^-*^**' 
will  reveal  a  diastolic  hiomic  murmur  at  the  third  left  costal  cartilage,  and  ov^" 
the  right  carotid  artery  a  bruit  is  often  heard. 

The  compli-cations  of  chlorosis  which  are  serious  are  the  development  c^ 
!liro[nbi  in  tlie  veins  of  the  legs  and  in  the  cerebral  sinuses.  From  sucr:^ *-*'** * 
thrombi  fragments  may  arise,  which  may  result  in  pulmonary  em bol isnc*^» «sni. 
Slight  fever  may  occur,  but  the  hands  and  feet  are  usually  cold.  Amenorrhop^^^^-*^* 
is  a  very  c<3nstant  symptom.  ^H 

The  blood  changes,  as  discovered  by  the  hteraoglobinometer  and  hffimat<E^^^^*'^ 
cytometer  have  already  been  described. 

Diagnosis. — The   well-nourished    state  of    the  chlorotic  patient   is  al*^^*'*' 
present  in  pernicious  anf^mia,  but  the  differentiation  is  found  in  the  bloo*"*^^!^''^ 
count  (see  Pernicious  Ansemia).  for  in  that  disease  the  decrease  in  the  whit:*^  *^ 
cells  is  usually  marked.    The  irritability  of  the  heart  must  not  be  taken  fo«— -**^ 
a  sign  of  cardiac  disease  because  a  murmur  is  present,  nor,  in  the  absence 
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urinary  changes,  should  the  pufFy  face  and  ankles  be  thought  to  be  due  to 
renal  disease,  unless  the  urine  reveals  albumin  and  casts. 

Prognosis. — The  ultimate  prognosis  In  cases  of  chlorosis  is  usually  very 
good,  but  a  long  period  often  passes  without  much  improvement.  When  the 
number  of  the  red  cells  is  not  greatly  reduces!  and  they  are  normal  in  shape 
and  size,  recovery  under  proper  tnratment  is  usually  rapid,  Th^s  holds  true 
even  if  the  color-index  is  very  low.  When  the  red  cells  are  as  low  as  3,000,000, 
are  badly  shaped,  and  many  of  them  undersized,  the  prognosis  as  to  rapid 
recovery  is  bad.  So,  tiM>,  when  the  lymphocytes  are  very  numerous,  a  speedy 
cure  is  rarely  seen.    Relapses  are  very  frequent. 

Treatment. — The  treatment  of  chlomsis  does  not  differ  materially  from 
Uiat  which  was  given  for  the  treatment  of  ordinary  secondary  antemia,  except 
that  chlorotic  patients  are  usually  more  obstinately  constipated,  and, 
therefore,  particular  attention  must  l>e  given  to  the  state  of  the  bowels. 
Fresh  air  and  sunshine  are  also  vt-ry  essential  in  these  cases.  More  Important 
than  all,  it  must  be  rememl>ered  that  chlorotic  patients  usually  need  very 
1  much  larger  quantities  of  iron  than  do  ordinary  anaemic  cases.  Whether  this 
is  due  to  an  inability  to  absorb  iron  or  whether  there  is  an  excess  of  sulphides 
in  the  l>owels,  which  change  a  goodly  portion  of  the  iron  into  a  sulphide  of  iron, 
is  not  known.  During  the  winter  months  chlorotic  patients  usually  do  best 
at  seaside  resorts  or  at  places  like  I.akew(M»d,  N.  J.,  which  are  low  in  altitude. 
In  the  summer  months  they  should  be  sent  to  high  altitudes,  varj'ing  from 
3000  to  5000  feet,  unless  these  high  altitudes  tend  to  increase  palpitation  of 
the  heart  and  dyspnoea. 

Pernicious  Anaamia.  Definition. — Pernicious  anaemia  is  a  disease  of 
the  binod  arising  from  faulty  hiemogenesis  and  excessive  hfcmolysis  or 
l)lood  disintegration.  It  is  a  fatal  malady  characterized  by  three  chief 
changes,  viz.,  an  extraordinary  decrease  in  the  number  and  alterations 
in  the  morphology  of  the  red  cells  and  by  certain  changes  in  the  bone- 
marrow. 

History. — Andral  in  France,  in  1S21,  reported  cases  of  what  was  probably 
this  disease,  and  Channing  in  Boston  recognized  them  in  1S32.  Pepper  and 
"Tyson  showe*!  the  bone-marrow  changes  in  1875.  Sorenson,  in  1S74,  made 
the  first  observations  as  to  the  number  of  the  red  cells,  reporting  cases  with 
only  470,000  corpuscles. 

Etiology. — The  etiology  is  still  unknown,  but  it  is  probable  that  certain 
of  the  causes  of  ordinary  secondary  anietnia  may  antedate  pernicious  ana-mia. 
-Age  has  no  great  influence.  Most  cases  appear  between  twenty  and  forty 
jrears  of  age,  but  even  young  children  of  less  than  ?i\^  years  have  been  seen 
^th  the  malady.  In  some  of  the  reported  cases  the  Ankylostomum  duodenale, 
the  Bothnocephalus  laiiis,  or  ta]>eworni,  and  the  Oxyuris  vermicularis  have 
lieen  found.  The  first-named  parasites  can  cause  grave  ancemia*  but  it  is 
doubtful  if  any  of  them  alone  can  cause  pernicious  annemia.  So,  too,  severe 
hemorrhage,  syphilis,  and  pregnancy  have  been  found  associated  with  the 
development  of  the  diseiise.  They  are  not  the  actual  cause,  but  rather 
pretlisposing  causes.  The  various  fevers,  as  malaria  and  typhoid  fever,  only 
exert  an  indirect  effect,  and  the  condition  of  the  gastrointestinal  tract,  at 
one  time  thought  to  be  responsible,  has  been  proved  to  be  only  a  predis- 
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posing  or  secondary  condition.    Hunter  thinks  the  disease  is  due  to  baderial 
infection  of  the  aHrnentary  canal  from  a  foul  mouth. 

Morbid  Anatomy.— The  most  noteworthy  pathological  changes  are  the  alter-     — 
ations  in  the  blood  and  in  the  bone-marrow.    Unlike  cases  of  chlorosis,  the  -=^= 
bloovl  may  be  difficult  to  obtain.    In  marked  cases  it  does  not  form  a  rounded  .^_\ 
drop,  hut  flows  from  the  puncture  made  by  the  needle  or  scalpel  sometime -^i^  e 
after  the  wound  is  inflicted.     Coagulation  is  usually  delayed,  and  even  atz^-^^i 


an  autopsy  made  many  hours  after  death  the  blood  may  still  be  fluid.  The 
red  cells  are  decreased  to  2,000,000.  then  to  1,000.000.  and  sometimes  to  le 
than  500,000  to  the  cubic  millimetre.  A  great  proportion  of  the  remaining 
cells  are  larger  than  normal  (megalo('ytcs),and  some  are  smaller  (microcytes). 
Many  of  the  red  cells  nre  misshapen  (poikilocytes),  and  the  amount  ot* 
hiemogtoliin  in  most  of  the  red  cells  is  considerably  increaserJ,  althoufrhf; 
some  of  them  may  be  poor  in  htemoglobin.  Red  cells  possessing  nucle 
(erythroblasts)  are  also  present  in  considerable  numl^r.  Some  of  the^^i 
are  large  (megaloblast.'*)  and  others  of  normal  size  (normoblasts).  SmalT, 
nucleated  red  cells  called  microblasts  are  also  present.  The  presence  oc^  of 
the  megaloblast  is  an  important  aitl  in  reaching  a  positive  diagnosis.  Thes-^assse 
nucleated  cells,  both  large  and  small,  contain  a  great  amount  of  hiemcrr^  .ao- 
globin,  anfl  some  of  them  differ  from  ordinary  red  cells  in  one  very  iin^jKr^o- 
portant  particular — namely,  they  possess  amoeboid  movement — and,  further ^^^^►er, 
when  the  blood  is  examincil,  thev  are  seen  to  form  rouleaux  as  tlo  ordinana-^^n' 
red  cells.  A  granular  ilegeneration  which  permits  basophilic  staining  ili —  Bvt 
occurs  in  the  re<l  cells. 

In  mild  cases  the  leukocytes  may  not  be  altered  in  number,  althouj;^^  gh  M 
usually  they   are    slightly   reduced.     Rarely  they  are   greatly  reduced  E:         in  ™ 
number  if  the  case  is  severe.     As  a  rule,  but  few  myelocytes  occur  and  thM^-^!ic 
lymphocytes  may  be  increasetl. 

The  hteinoglobin  is  reduced,  the  average  being  25  to  30  per  cent.,  but  u^.Mr-moi 
in  proportion  to  the  rei\  cells,  hence  a  iiigh  color  index  is  the  rule. 

When  the  bone-marrow  is  examined  very  marked  changes  are  manifest ^^3sst 
There  is  an  excess  of  large  nucleated  red  cells,  many  of  which  are  gigant* .^  -^to- 
blasts.  The  liver,  spleen,  lymph  glands,  and  particularlv  the  liver,  a:^^^srei 
loaded  with  iron  derived  from  the  destroyed  red  bloo<]  cells,  and  even  ta- 
urine contains  pigment  from  this  source;  Hunter  denies  an  excess  of  irc^^^^tm 
in  the  spleen.  Fatty  degeneration  of  the  liver,  kidneys,  and  of  the  hea^^-*'^^ 
muscle  are  often  present,  and  because  of  similar  changes  in  the  walls  ►  a  otM 
the  arteries  and  of  the  altered  character  of  the  blood,  hemorrhages  into  tH-*^^ 
retina  and  into  otlier  parts  may  occur.  In  some  cases  markwl  atrophy  •  "  ^^ 
the  gastric  tubules  is  found.  A  diffuse  degenerative  change  occurs  in  tH-^^^ 
posterior  and  lateral  columns  of  the  spinal  cord. 

Symptoms. — A  patient  with  pernicious  anicmia  usually  first  seeks  medic-^^^^^*^ 
atlvice  because  he  is  feeling  weak  and  lacks  initiative.  Often  he  sufTe-^^^*" 
from  some  dyspnaca  on  exertion  and  has  a  throbbing  headache  or  attacks  »  ^' 
vertigo.  His  tissues  are  well  filled  with  fat  and  his  appearance  is  pluin£  ^P* 
but  he  is  pallid  and  cheeky  looking.  The  sclerotic  part  of  the  eyes  is  pec*"^^"' 
liarly  j>€arbj  and  the  lips,  gums,  and  tongue  are  prone  to  be  very  paU  ai^^=^ 
bloodless.    There  may  be  slight  puffincsa  of  the  face  on  the  dependent  sici^ 
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if  the  patient  lies  on  his  side  in  bed.  A  purring  k<tmic  murmur  is  often 
heard  over  the  pulmonary  artery  at  the  third  left  costa!  cartiiage,  and  the 
arteries  of  the  neck  pulsate  and  throb  with  a  pecuHar  jerking,  expansile 
movement.  An  irregular  fever  is  very  constantly  present.  When  the  disease 
is  far  advance<.i  a  state  of  mental  torpor  with  muttering  ileliriuni  may  occur. 
Diagnosis. — The  fact  that  the  patient  is  in   middle  life,  or  even   older, 

(serves  to  separate  this  state  from  chlorosis,  which  has  its  greatest  fre- 
quency at  the  eighteenth  or  nineteenth  year.  Again,  pernicious  aniemia  is 
more  common  in  men,  chlorosis  in  women.  The  skin  in  pernicious  ana'mia 
is  prone  to  show  a  cheesy-yellow  hue  in  distinction  from  the  greenish- 
yellow  of  chlorosis.  From  the  blood  of  the  chlorotic  tliat  of  pernicious 
aniemta  differs  so  radically  that  a  diagnosis  is  readily  made  in  typical  cases, 
for  in  the  former  we  have  cells  poor  in  haemoglobin  and  here  we  have 
cells  rich  in  hfpmoglobin.  In  the  forrner  the  refl  cells  are  not  greatly 
decreased  in  number,  here  they  are  markedly  diminished.  In  dilorosis  the 
size  of  the  red  cells  is  below  the  normal,  In  pernicious  ana-niia  the  average  is 
above  the  normal.  Again,  in  chlorosis  we  do  not  find,  to  the  same  ilegree, 
nucleated  red  cells  or  cells  witli  mitotic  nuclei,  nor  red  cells  with  amoe- 
boid movement.  The  color-intlex  in  chlorosis  is  low  and  in  pernicious 
ansmia  high.  In  cases  of  gastric  cancer  there  is  present  ordinary  sec- 
_    ondary  anaemia  and  the  presence  of  gastric  symptoms  to  aid  the  diagnosis. 

■  Finally,  Ewing  states  that  unless  at  least  33  per  cent,  of  the  red  cells  are 

■  oversizefl,  the  diagnosis  of  pernicious  anaemia  must  be  ma<le  with  reserve. 
f       Progfnosia  and  Treatment. — The  prognosis  of  true  pernicious  aniemia  is 

almost  invariably  fatal,  aUhough  there  have  been  a  consifierahle  number 
of  cases  in  which  recovery  has  been  said  to  have  occuiTed.  Many  cases 
have  periods  of  extraordinary  improvement  in  all  the  symptoms  as  well 
M  in  the  l>loo<l,  and  then  a  disheartening  relapse  takes  place.  This  may 
repeated  several  times.  Mast  cases  die  within  a  year  after  they  are 
first  seen.  A  great  decrease  in  the  number  of  red  cells  and  a  large  number 
of  megaloblasts  are  bad  signs. 

The  prognosis  in  pernicious  anaemia  depends  not  a  little  upon  the  quan- 
tities of  arsenic  which  the  patient  can  take  without  developing  disagree- 
able symptoms  from  its  use,  for  many  of  these  cases  are  markedly 
benefited  if  they  can  take  what  might  l>e  called  ma.ssive  doses  of  this  <lrug. 

I  By  a  process  of  training  with  ascending  doses  T  have  known  patients  to  take 
as  much  as  30  minims  of  Fowler's  solution  three  times  a  day  witli  no  bad 
results  except  some  exfoliation  of  the  skin  of  the  hands  after  several  weeks* 
treatment.  Arsenic  administered  in  this  manner  up  to  the  point  of  tolerance 
sometimes  produces  periods  of  remarkable  improvement  in  lids  disease,  the 
patient's  symptoms  becoming  modified  and  the  number  of  red  blood  cells 
becoming  markedly   increased. 

Of  course,  all  measures  which  tend  to  increase  the  general  health  of 
the  patient  are  advantageous,  such  as  plenty  of  sunshine,  fresh  air,  and  good 
food.  Small  quantities  of  iron  may  be  given  from  time  to  time  witii  advan- 
tage. Diarrhoea  is  to  be  controlled  by  the  use  of  sulphuric  acid  or  one  of  the 
vegetable  astringents,  such  as  fluid  extract  of  hffmatoxylon,  kino,  or  catechu. 
Constipation,  if  present,  is  to  be  relieved  by  the  use  of  cascara  sagrada  and 
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aloes.  In  some  instances  hypodermic  injections  of  arsenic  have  been 
resorted  to  with  asserted  advantage,  but  this  is  a  method  of  treatment  which 
is  rarely  if  ever  justified.  If  the  patient  is  very  anxious  to  carry  out  a  plan 
of  treatment  wluch  may  possibly  be  advantageous,  inhalations  of  oxygen 
m^  be  suggested. 

In  the  treatment  of  pernicious  aneemia  it  is  the  universal  experience  of 
clinicians  that  iron  is  by  no  means  as  beneficial  as  is  arsenic.  Indeed, 
the  general  proposition  may  be  stated  that  if  aneemia  is  associated  with 
diminution  in  the  number  of  red  blood  cells,  arsenic  is  more  advan- 
tageous than  iron;  whereas,  in  those  anamias  which  are  characterized  by 
a  low  color-index  or  a  diminution  in  haemoglobin,  iron  is  more  useful  than 
arsenic. 


LEUKJEBOA. 

Definition. — Leukaemia  is  a  disease  in  which  the  blood  suffers  an  extrar 
ordinary  increase  of  leukocytes  with  associated  alterations  in  the  bone- 
marrow,  the  spleen,  and  in  the  lymphatic  glands.  It  is  divided  into  two 
types,  that  form  in  which  the  spleen  and  bone-marrow  are  chiefly  affected, 
and  that  in  which  the  lymphatic  glands  are  chiefly  involved,  the  first  being 
called  splenomedvllary  leukcsmia  and  the  second  lymphatic  leukcsmia.  Be- 
cause of  the  important  role  played  by  the  bone-marrow  in  splenomeduUary 
type  it  is  sometimes  called  myelogenous  leukcemia.  Leukiemia  is  also  some- 
times called  leukocythcemia. 

Although  a  division  of  the  disease  into  two  tj^pes  is  to  some  extent  justified 
because  it  renders  the  study  of  leuksemia  less  difficult,  and  because  chan^ 
in  certain  tissues  preponderate  in  one  instance  and  in  other  tissues  in  othtf 
instances,  it  is  not  to  be  forgotten  that  intermediate  cases  occur  in  which 
both  types  of  the  malady  are  represented,  or  at  least  in  which  no  definite 
dividing  line  can  be  drawn.  Thus  cases  are  recorded  in  which  the  blood 
cells  presented  the  picture  of  lymphatic  leuksemia,  but  the  lymphatic  glands 
were  not  involved  but  the  bone-marrow  was  altered.  Again,  it  has  been 
thought,  in  times  past,  that  acute  and  rapidly  progressive  leukaemia  was  usu- 
ally of  the  lymphatic  type,  and  that  the  subacute  or  chronic  form  of  the 
disease  was  commonly  of  the  splenomeduUary  variety.  While  this  view  still 
holds  true,  we  have  been  forced  to  recognize  the  fact  that  acute  cases  may 
be  of  splenomeduUary  type  and  that  some  of  the  chronic  cases  may  be 
lymphatic. 

History. — As  long  ago  as  1801  Bichat,  in  France,  noted  a  condition  of 
the  blood  which  was  probably  identical  with  leukaemia  as  we  know  it  to-day. 
Thirty  years  later  because  of  the  peculiar  appearance  of  the  blood  it  was 
called  "suppurative  hflematitis,"  and  in  1839  Donne  described  the  blood 
in  these  cases  as  consisting  largely  of  "white  or  mucous  globules."  Virchow, 
about  the  middle  of  the  last  century,  described  it  as  "Weisses  Blut,"  and 
showed  that  there  was  no  suppurative  process  present.  Bennett  made  the 
first  complete  study  of  the  disease  in  1851.  Since  then  a  host  of  investiga- 
tors have  thrown  light  upon  its  characteristics. 
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Btiology. — The  cause  of  leuknemia  is  unknown.  It  may  occur  at  any 
time  of  life,  but  is  most  frequently  met  with  about  the  fourth  decade.  It  is 
about  twice  as  common  in  males  as  in  females.  A  very  large  number  of  condi- 
tions have  been  brought  for«'ard  as  causes,  but  none  of  tiiem  have  been  proved 
to  exercise  a  determining  influence.  Among  these  may  be  named  syphilis, 
maaria,  and  intestinal  intoxication.  The  view  has  been  advancetl  that 
leuktemia  and  tuberculosis  are  nearly  related  in  the  sense  that  the  latter 
may  act  as  a  cause  of  the  former.  This  view  is  incorrect.  Gowers  tells  us 
tliat  the  appearances  of  the  hmgs  in  one  or  two  cases  have  been  those  of 
tul>ercle,  that  extravasations  of  blood  into  the  lungs  are  common,  and  that 
these  organs  may  underpfo  caseation  and  a  tuberculous  process  may  be  simu- 
lated. Cavities  may  result  from  lymphoid  infiltration.  This,  however,  is  not 
phthisis.  Susmann  has  been  able  to  collect  only  25  cases  from  literature 
in  which  tuberculosis  and  leukiemia  were  even  associated.  Further,  when 
the  diseases  are  combined  there  is  a  tendency  to  a  decrease  in  the  number 
of  leukocytes.  A  number  of  obseners  are  strongly  inclined  to  the  belief  that 
the  condition  is  due  to  an  infection  by  a  parasite,  but  careful  observation 
and  experimental  studies  have  afforded  no  conclusive  resull.  I.owit  and 
others  have  sought  to  establish  a  protozoal  origin,  but  their  observations  are 
inconclusive,  and  bactcriolog}-,  so  far,  has  jnelded  no  promising  results. 

Pathology  and  Morbid  Anatomy. — Wlien  defining  the  disease  leukemia 
it  was  state<I  that  it  is  a  malady  which  appears  in  two  forms,  and  that  these 
forms  mayljerjuite  dissimilar  in  their  chief  features,  or  overlap  one  another, 
acconling  to  the  degree  to  which  the  lymphatic  system  and  the  boiie-nuirrow 
are  chiefly  affected.  It  is  probable  that  in  nearly  every  instance  the  bone- 
raarrow  is  involveil  in  the  disease  process,  and  almost  never  are  the  lesions 
situated  only  in  the  lymph  no<fes  and  other  lymphatic  tissues.  Further, 
although  the  lymphocytes  of  a  person  in  gomi  health  are  usually  derived 
from  the  lymphatic  system,  in  the  patient  suffering  from  lymphatic  leu- 
kaemia they  are  derived,  to  a  large  extent,  from  the  bone-marrow  as  well. 

Having  made  these  preliminary  remarks,  we  can  best  proceed  to  the  study 
of  two  Jonrift  of  latkrwiia  by  considering  them  separately. 

Splenomedollary  Leukaemia. — The  color  of  the  bloo*!  may  be  normal  in 
some  cases,  but  if  the  disease  is  well  developtMJ  it  is  much  paler  in  hue  because 
of  the  amemia  and  the  excess  of  white  cells.  Tl)ecoaguhibili(y  of  the  blood  is 
greatly  decreased  or  lost.  The  red  corpuscles  are  not  very  greatly  diminished 
in  number  until  the  disease  is  far  arlvaneed,  and  sometimes  not  then.  They 
rarely  fall  below  3,000, CKX)  to  the  cubic  millimetre,  but  they  may  drop  to 
1,000,000.  Nucleated  red  cells,  especially  normoblasts,  are  present  in  varying 
numbers,  but  megalohlasts  are  rarely  present  in  any  great  degree.  There 
is  a  decrease  of  hiemoglobin  so  that  the  color-index  is  about  0..5  to  0.7. 

The  white  cells  show  remarkable  changes  as  to  numlxr,  shape,  size,  and 
variety.  Even  in  cases  which  may  be  called  moderate  they  usually  amount 
to  100,000  or  200.000  to  the  cubic  millimetre,  and  as  high  as  1 ,00f )',000  have 
been  reported,  as  against  a  normal  of  about  <)000  to  lO.(XX).  Of  the  varieties 
of  white  blood  cells  we  find  a  form  \vhieh  never  appears  in  nonnal  blood, 
and  which,  if  present  in  considerable  numbers,  is  pathognomonic  of  the 
disease,   namely,    large    mononuclear    leukocytes   containing    neutrophile 
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granules.  These  cells  are  called  neutrophile  myelocytes  and  appear  in 
two  forms,  viz.,  the  smaller  myeloc^'tes,  about  the  size  of  the  polymorpho- 
nuclear leukocyte,  possessing  a  central  nucleus  which  stains  quite  deeply, 
and  a  larger  cell,  which  has  a  pale  staining  nticleus  placed  at  one  side  of 
the  corpuscle,  liosinophilic  and  bas4>phiiic  myelocytes  also  may  be  found. 
The  relative  percentage  of  polymorphonuclear  cells  is  decreascfl,  although 
the  total  number  of  these  corpuscles  far  exceetls  the  normal.  The  presence 
of  the  myelocytes  is  at  the  expense  of  the  polymorphonuclear  cells. 

The  eosinophile  cells,  leukocytes  the  granules  of  which  stain  intensely 
with  eosin,  are  generally  increased  in  myela-mia,  although  they  are  never 
as  numerous  as  are  the  other  forms  already  named. 

Tiie  number  of  lymphocytes,  both  large  and  small,  varies  within  wide 
limits  in  most  cases  of  splenometluUary  leukaemia,  and  at  different  times 
in  the  same  case.  Relatively  they  are  rethice<l  (as  low  as  2  per  cent.),  but 
even  in  this  percentage  the  blood  may  contain  more  mononuclears  to  the 
cubic  millimetre  than  in  health.  Very  large  mononuclear  leukocytes  with 
faintly  staining  nuclei  are  rarely  conspicuous  by  their  numlicr.  "  Mast-cells" 
are  usually  present,  not  infrequently  reaching  5  or  10  per  cent.  AVTien 
present  in  large  numbers  they  are  second  to  myelocytes  oidy  in  diagnostic 
significance.  These  mast-cells  are  polynuclear  cells  with  coarse  basophile 
granules. 

The  onset  of  any  one  of  the  acute  infections  may  completely  change  the 
appearance  of  the  Hood  so  that  it  is  no  longer  characteristic  and  there  may 
be  a  great  increase  in  polymorphonuclear  cells. 

The  norma!  rer!  bone-marrow  shows  markefl  hyperplasia  and  the  fatty 
marrow  of  the  long  bones  undergoes  a  similar  transformation  It  con- 
tains nucleated  red  cells  in  unusual  numbers,  and  is  crowded  with  leu- 
kocytes which  are  ancestral  to  those  found  in  the  bloo*l,  including  nil 
forms,  but  particularly  myelocytes.  In  some  cases,  however,  these  changes 
appear  in  patches  rather  than  all  through  the  bone  cavity.  At  certain  points 
the  compact  portion  of  the  hone  may  atrophy  before  the  hyperplastic 
raarrow»  and  new  subpenostea!  norles  may  develop. 

The  s[)leen  is  very  much  enlarged,  sometimes  to  fifteen  times  its  normal 
size.  It  is  frequently  attache4l  to  adjacent  tissues.  Its  capsule  is  usually 
thickened  and  roughened,  and  the  consistency  of  the  organ  increased.  On 
section  it  is  seen  to  be  mottled  re^l  and  gray,  or  it  may  be  a  homogeneous 
red.  The  traliecula?  may  be  thickened  anrl  hemorrhagic  infarctions  mav  be 
present.  The  venous  system  is  engorge*!  and  purulent-looking  clots  may 
be  found  in  the  heart  and  vessels.  The  liver  is  often  enlargeil  and  leuka?mic 
nodules  may  be  found  in  it  and  in  the  kidneys  and  thymus  gland. 

Lymphatic  Leuksemia. — The  conspicuous  blood  changes  in  this  disease 
are  confined  to  the  lympliocytes,  which  are  greatly  increased  in  number  so 
that  they  may  exceed  SO  per  cent,  of  the  total  number  of  white  cells.  For 
this  reason  the  condition  is  sometimes  called  lymphjcmia.  Usually  most  of 
the  cells  are  small  l\Tnphoc}'i:es,  but  the  large  form  may  predominate, 
especially  in  the  acute  type  of  the  disease.  The  total  increase  in  leukocjies 
rarely  approaches  that  seen  in  the  splenomedullary  form.  Nucleated  red 
cells  are  rarely  encountered. 
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The  lymphatic  glands,  particularly  those  which  are  deeply  situated, 
are  enlarged,  hut  the  spleen  and  the  medulla  of  the  lonp  l>ones  are  not 
greatly  altere<l.  Cases  are  on  record  in  which  chronic  lymphatic  leuka-mia 
has  occurred  without  any  enlargement  of  the  IjTnph  nodes. 

Symptoms. — Tlie  symptoms  of  splenomednUary  leukamia  are  at  first  those 
of  anwmia,  the  patient  presenting  himself  because  of  dyspiuia  on  exertion,  or 
because  of  lack  of  energy  and  poor  dujcsiion,  Sometimes  the  swollen  spleen 
first  calls  Ills  attention  to  his  condition.  In  other  cases  nose-bleed  or  gatftric 
hemorrhage  or  renal  hemorrhage  comes  on  very  early  in  the  disease.  In  other 
cases  there  is  purpura  hcErnorrhagiea.  If  the  hantj  is  placetl  over  tlie  splenic 
area  and  the  abdominal  wall  moved  over  the  enlarged  spleen  a  creaking 
sensation  may  sometimes  be  felt.  Not  rarely  the  liver  is  greatly  enlarged, 
and  ascites  may  be  present.  There  is  dizziness  and  vertigo.  Occasionally  a 
violent  diarrh/ra  develops.  Tlic  urine  is  normal,  save  that  it  contains  uric 
acid  in  excess.  The  heart  sounds  are  normal,  although  the  first  sound  may 
be  feeble,  and  ana^nic  murmyrs  can  occasionally  be  heard.  Retinal  hemor- 
rhages may  cause  blindness.  Hemiplegia  with  coma,  the  result  of  cerebral 
hemorrhage,  may  occur.  A  moderate  but  varying  febrile  movement  is  nearly 
always  present.  Occasionally  persistent  priapism,  probably  tlue  to  irrita- 
tion of  the  spinal  cells  by  antemia,  is  present.    Sudden  death  may  take  place. 

In  cases  of  lymphatic  Irukwrnia  the  symptoms  complained  of  by  the 
patient  are  not  different  from  tliose  just  described,  but  the  spleen  is  not 
mucli  enlarijjed.  The  lymph  nodes  are,  however,  increased  in  size,  and 
so  the  appearance  of  the  patient  may  not  be  unlike  that  of  Hodgkin's 
disease. 

It  is  imjiortant  to  recall  the  fact  that  in  both  of  these  states  an 
irregular  fe!>rile  movement  may  be  present  am!  give  rise  to  the  belief 
that  some  one  of  the  acute  or  clironic  infections  charactcrizefl  by  fever 
are  present.  This  is  particularly  true  in  certain  cases  of  acute  lymphatic 
leukremia,  in  which  the  condition  of  the  patient  may  he  so  like  that  of 
typhoi<l  fever  that  an  examination  of  the  blxxl  is  required  to  determine 
the  exact  nature  of  the  illness.  Tfie  condition  often  runs  its  course  in 
three  to  four  weeks;  fever  of  moderate  tlc^ree  is  present,  and  the  general  state 
is  asthenic.  Even  an  autopsy  may  not  reveal  the  real  cause  of  the  illness, 
because  the  lymph  noilcs  in  the  solitary  and  agminated  glands  of  the  intes- 
tine ore  infiltratcfl  as  in  typhoid  fever. 

Diagnosis. — The  [nillor,  the  enhir^ed  spleen,  and  the  state  of  the  blood  are 
all  part  of  a  picture  which  cannot  be  mistaken  for  any  other  <lisease,  hut  in 
doubtful  early  cases  repeated  bl<jod  examinations  may  l)e  necessary  to  deter- 
mine the  diagnosis  positively. 

Prognoaia.— The  prognosis  of  leukaemia,  like  that  of  pernicious  anaemia, 
is,  in  the  great  majority  of  cases,  fatal,  but  rare  instances  have  been  recorde<l 
in  which  recovery  has  taken  place.  Life  may  be  preservefl  from  a  year  to 
three  years.  Unfavorable  prognostic  signs  are  marke<l  ilyspnoca,  an  exces- 
sive number  of  leukocytes,  a  tendency  to  exhausting  diarrha^a  or  to  hemor- 
rhages, and  high  fever.  The  lymphatic  type  usually  runs  a  more  rapidly 
fatal  course  than  the  splenomedullary  form.  When  death  occurs,  the  cause 
is  usually  pulmonary  oedema,  pneumonia,  or  exhaustion. 
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Treatment. — ^The  treatment  of  leukeemia  in  both  its  forms  is  identical,  but, 
unfortunately,  it  is  by  no  means  successful,  for  the  disease  in  all  instances 
proceeds  by  a  more  or  less  rapid  course  to  a  fatal  ending.  There  can,  how- 
ever, be  no  doubt  that  the  administration  of  arsenic  in  ascending  doses  until 
the  point  of  intolerance  is  reached  seems  to  exercise  a  favorable  influence 
upon  the  malady,  at  least  in  so  far  that  it  delays  its  advance.  Cases  of 
leuksemia  not  subjected  to  treatment  not  infrequently  have  periods  of  remis- 
sion, in  which  temporary  improvement  may  take  place.  It  is,  therefore, 
difficult  to  determine  how  much  credit  should  be  given  to  arsenic  when  the 
remissions  occur  under  its  use.  Those  members  of  the  profession  who  have 
had  the  most  experience  in  the  treatment  of  leuktemia,  however,  r^ard 
arsenic  as  being  practically  the  only  remedy  of  any  value,  and  it  should 
always  be  tried,  preferably  in  the  form  of  Fowler's  solution.  The  b^in- 
ning  doses  should  be  3  drops  three  times  a  day,  rapidly  increased  until  the 
patient  has  some  puffiness  of  the  face  or  some  griping  of  the  bowels. 
Recently  several  clinicians  have  reported  "  cures"  of  this  disease  by  exposing 
the  patient  to  the  Roentgen  rays.  As  well  shown  by  Warthin  in  lus  ex- 
haustive discussion  of  this  subject  the  final  outcome  of  most  if  not  all 
of  the  cases  thus  treated  is  relapse  and  death  from  the  disease.  Warthin's 
experimental  studies  indicate  a  possible  danger  from  the  absorption  of  sub- 
stances liberated  by  the  destruction  of  cells  brought  about  by  the  Roentgen- 
ray  exposures.  Further  investigations  will  be  necessary  to  place  this  pro- 
cedure upon  a  sound  therapeutic  basis,  as  it  deals  with  a  disease  that  is 
notoriously  resistant  to  ordinary  remedial  measures.  However,  the  question 
is  one  that  merits  careful  study. 


OHLOBOUA. 

Under  the  name  chloroma  is  recognized  a  condition  characterized  by  the 
formation  of  greenish  lymphoid  tumors,  especially  in  the  cranial  bones  and 
periosteum,  and  the  occurrence  of  a  profound  anaemia  which  Dock  and 
Warthin  regard  as,  in  some  if  not  all  cases,  a  malignant  type  of  leuksemia. 
Exophthalmos  and  lymphoid  infiltration  of  the  cornea  and  of  the  conjunc- 
tiva may  be  present.  Later  the  periosteum  of  the  bones  of  the  spinal 
column  become  affected.  Localized  paralyses,  from  pressure  exerted  by 
these  growths  upon  nerve  trunks,  may  arise.  Another  characteristic  of 
chloroma  is  the  peculiar  green  hue  of  the  new-growths ;  the  cause  of  this 
coloration  is  unknown. 

The  latest  study  of  this  remarkable  and  rare  disease  is  that  made  by 
Dock  and  AVarthin.  These  investigators  conclude  that  the  disease  consists 
in  a  neoplastic  hyperplasia  of  the  parent  cells  of  the  leukocytes  which 
develops  primarily  in  the  red  bone-marrow  and  secondarily  affects  the  peri- 
osteum. Typical  and  atypical  leukocytes  are,  therefore,  developed,  set 
free  in  the  blood,  and  may  appear  as  large  lymphocytes  or  as  neutrophiles 
or  eosinophile  myelocytes.  On  the  other  hand,  it  is  not  essential  for  the 
diagnosis  of  chloroma  that  these  leukocytic  changes  be  present,  for  some- 
times thev  fail  to    appear.    Chloroma  may,  therefore,  be  regarded  as  8 
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malady  lying  midway  between  leukflemia  aitd  lymphosarcoma.  The 
essential  point  of  differentiation  is  the  <ievelopment  of  the  green  masses  of 
lymphoid  tissue  which  are  distinctly  neoplastic  in  character.  The  prog- 
nosis of  chloroma  is  invariably  fatal. 


AKJOIIA  INFANTUM. 
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Definition. — llnrler  this  term  von  Jaksch  has  described  a  form  of  anaemia 
occurring  in  cliildren  untler  four  years  of  age  and  resembling  leukirniia  in 
many  respects,  in  that  there  is  great  enlargement  of  the  spleen,  marked 
leukocytosis,  some  increase  in  the  size  of  the  liver  and  of  the  lymph  nodes. 
\'on  Jaksch  believes  that  tliis  malady  separates  itself  from  a  true  leukaemia 
of  infancy  by  the  fact  that  the  increase  in  the  white  cells  is  never  so  marke<l 
as  in  true  leukiemia^  that  children  often  recover,  and  because  tliere  is  never 
any  leukieinic  infiltralion  of  the  viscera.    Tlie  cause  is  not  known. 

The  red  cells  are  so  much  decreasetl  that  they  number  only  from  3,(XK),()(K) 
to  1,500,000.  There  arc  also  present  poikiloc}'tes  and  usually  a  large  number 
of  nucleated  red  cells.  The  total  leuktx-ytosis  rarely  excee<!.s  50,0U(*.  die  chief 
increase  being  in  the  mononuclear  corpuscles.  Myelocytes  are  absent,  or 
not  present  in  sufficient  number  to  justify  a  diagnosis  of  leukaemia.  The 
liver  and  spleen  are  enlarged.  The  condition  is  usually  met  with  in  rachitic 
or  syphilitic  children  and  in  those  suffering  from  chronic  gastrointestinal 
catarrh. 

Treatment.— The  treatment  is  identical  with  that  of  leukaemia. 


PURPURA, 


■       Tr 

H  Under  this  term  is  include*!  all  those  cases  in  which,  as  the  result  of  various 
causes,  extravasations  of  small  quantities  of  blood  take  place  into  the  skin. 
These  extravasations  are  multi])le  and  often  very  wi<lesf>read.  It  must  be 
borne  in  mind  that  under  no  condition  is  purpura  a  disease  in  itself.    It  is  a 

■  symptom  or  manifestation  of  some  disturbance  iu  the  nutrition  of  the  smaller 
bloodvessels  or  of  the  blood  itself.  Thus,  it  occurs  as  a  manifestation  of 
severe  infections,  such  as  profound  septicaemia,  scarlet  fever,  typhus  fever, 
measles,  and  smallpox,  and  in  infections  not  so  well  understood,  in  which 
micro-organisms,  known  and  unknown,  are  manifestly  the  cause  of  the 
condition.  Various  investigators  have  isolatefl  from  ca.ses  of  purpura  such 
micro-organisn)s  as  the  Strcptococaus  ptjotjenes,  the  Siaphylocotxuit  'pyogenes 
aureus,  the  pneuvtocoeciusy  and  the  Bacillus  aerogencs  capsulatus.  The 
Bacillus  coli  cominunis  lias  also  been  obtained  from  the  blood.  Again,  cer- 
tain poisons,  as  snake  venom  and  poisons  from  the  mineral  kingdom^  may 
■  cause  purpura.  A  large  number  of  eases  of  markeil  pur|>ura  have  developed 
in  persons  who  have  taken  itMlitk*  c*f  potassium,  and  after  the  use  of  mercury, 
copaiba,  and  the  chlorate  of  potassium.  It  may  also  develop  as  the  result 
of  some  congenital  defect  in  the  blood,  as  In  hiemophilia. 

Diseases  generally  called  diathetic,  such  as  scurvy,  tuberculosis,  liodgkin's 
50 
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disease,  and  chronic  nephritis,  may  cause  this  symptom.  Purpuric  extravasa- 
tions sometimes  develop  after  severe  neuralgic  seizures  in  locomotor  auxia 
aud  along  the  course  of  certain  nerves  in  liysterical  women. 

Some  writers  have  given  the  name  purpura  haemorrhjigica  to  that  form  of 
purpura  in  which,  in  a<ldition  to  the  extravasations  into  the  skin,  there  are 
also  lesions  of  this  character  in  the  mucous  membrane  of  the  mouth. 

Under  the  name  "purpurii  rheumatica/'  or  **pelio.sisrheumatica/*  af«m 
of  purpura  develops  in  which  there  is  a  <iistribution  of  the  spot3  cliiefly  sbout 
the  large  joints,  particularly  about  the  knees.  Associated  with  this  eruption 
there  is  swelling  of  the  tissues  about  the  joints  resembling  that  seen  in  rheu- 
matism. There  is  usually  no  fever  aiui  Httle  pain,  although  the  joints  appear 
stilFened  at  times.  It  was  this  arthritic  state  that  gave  the  name  '*  purpura 
rheuuiatica"  to  the  condition.  In  some  instances  the  joint  disorder  is  due 
to  acute  rheumatism  but  in  the  majority  it  is  some  other  fonn  of  iiif«> 
tion. 

Under  the  name  of  **Sch6nlein'3  disease**  a  very  much  more  severe  type  of 
this  eontlitioii  has  been  described.  Many  of  the  joints  are  affected,  so  tlmt 
the  patient  is  bedridden,  and  the  extravasations  of  blood  into  the  submucous 
tissues  and  into  the  skin  are  so  copious  that  great  swelling  and  even  sloiigl*- 
ing  may  result.  Some  years  ago  I  saw,  in  consultation  with  Dr.  Wilson, ol 
Woodbury,  New  Jersey,  another  physician  wlio  not  only  had  the  joints  o( 
the  extremities  greatly  affected,  but  the  inferior  maxillary  joint  was  abo 
involved.  The  buccal  mucous  membrane  was  so  infiltrated  tliat  we  feared 
the  develo[)ment  of  noma,  aiul  the  whole  face  was  much  distorted  bythein- 
filtration.  Notwithstanding  the  severity  of  the  lesions  and  the  intense  p; 
tration  of  tlie  patient,  recovery  usually  takes  place.  Cai*e  must  be  taken  thi 
this  form  of  purpura  is  not  confused  with  scurvy  or  scorbutus  (which  sec) 

"Henoch's  purpura *'  is  a  condition  affecting cliildren and  cliaracterizetl by 
lesions  in  the  skin,  which  may  be  a  combination  of  purpura  and  er^'thema 
muhiforma.  The  joints  may  or  may  uot  be  affected,  and  bleeding  from  the 
gums  juay  appear.  Tlie  most  distinctive  symptom,  which  is  not  present  ' 
all  cases,  but  which  may  be  present  when  the  others  are  absent,  is  gast 
intestinal  crises,  in  which  the  child  is  seized  with  pain,  diarrlio?a,  a 
vomiting.  All  tiiese  symptoms  are  prone  to  recur  at  irregular  inten* 
Recovery  usually  occurs,  except  in  those  cases  in  which  the  hemorrhagic  si 
affects  the  kidneys,  when  a  fatal  residt  may  ensue. 

A  form  of  fuhninating  purpura  sometimes  develops  in  young  girls 
causes  death  in  a  few  days,  the  patient  being  apparently  overwhehned  by 
some  unknown  infection. 

There  are  tliree  hemorrhagic  affect  ioTis  of  the  nevAom  that  occasioually 
occur. 

In  children  with  inherited  syphilis,  hemorrhage  from  the  mucous  mcnH 
branes  and  from  the  navel,  with  intense  subcutaneous  extravasations,  may 
occur  and  cause  death.    The  autopsy  shows  hemorrhages  into  the  liver  ai 
kidneys,  and  signs  of  inherited  syphilis  in  these  parts  as  well. 

Under  the  name  of  Winckel's  disease  a  condition  of  jaundice  devel 
within  a  week  of  birth,  followed  by  dyspntta,  hfemoglobinuria,  and  d 
cyanosis,     I  saw  a  case  some  years  ago  in  which  the  child  was  so  cyanoi 
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that  parts  of  its  body  were  blue-black.  The  autopsy  in  such  a  case  shows 
swelling  of  the  spleen  and  fatty  degeneration  of  the  liver  and  kitlneys. 

A  third  state  called  "morbus  rnaculosus  neonatorum"  develops  in  new- 
born infants,  and  consists  in  hemorrhages  from  the  stomach,  intestines,  or 
from  the  navel.  It  is  rarely  seen  in  private  practice,  and  is  probably  due  to 
some  infection. 

Hayem  and  Bensaude  have  stated  that  In  purpura  hiemorrhagica  the  blood, 
when  allowed  to  stand  in  a  vessel  for  twenty-four  hours,  slowly  clots,  but  the 
clot  does  not  contract  to  any  extent,  and  therefore  does  not  squeeze  out  the 
serum  as  it  docs  in  normal  blood. 

Treatment. — The  treatment  of  all  forms  of  purpura  is  based  upon  the 
recollection  of  two  facts,  viz.,  first,  t!iat  the  condition  is  due  in  most  cases  to 
an  infection  or  at  least  to  a  cause  which  has  impairc<I  the  health,  and  therefore 
every  means  to  aid  the  vital  resistance  of  the  body  must  be  resorted  to.  The 
food  should  be  easily  digested  and  nutritious;  the  patient,  if  able  to  travel, 
should  be  removed  to  sonic  place  where  he  can  bask  all  day  in  the  sunshine. 
Moderate  doses  of  tincture  of  the  chloride  of  iron  should  be  given  each  day 
to  combat  the  infection  and  the  anmmia. 

The  second  point  to  be  recalled  is  that  certain  dnigs  may  be  employed 
to  increase  the  coagulability  of  the  blood.  Of  these,  the  only  ones  with  any 
real  claim  to  jwwer  are  the  lactate  and  chloride  of  calcium,  which  may  be 
given  in  the  dose  of  20  grains  three  times  a  day  to  an  adult,  well  diluted 
with  water.  Certain  cases  seem  unable  to  absorb  calcium  salts  through  the 
alimentary  canal  and  these  should  be  treated  hy  hypodermic  injection. 
Tlie  solution  should  not  be  stronger  than  1  pnrt  in  20  of  water  and  the 
lactate  should  be  used  because  the  chloride  is  loo  irritating.  The  effect  of 
one  day*s  dose  of  60  grains  lasts  three  or  four  days,  and  it  should  not  be  too 
frequently  rejx^ated,  since,  if  this  is  done,  coagulabiUty  is  tlecreased.  Turpen- 
tine, oil  of  erigeron,  ergot,  and  sulphuric  acid  ha%*e  all  been  used.  Their 
employment  is  purely  empirical,  and  there  is  little  reason  to  rely  on  them. 
Several  ounces  of  nutritious  foo<l,  fresh  air,  and  a  day  in  the  briglit  sunlight 
will  do  more  good  in  this  state  than  all  the  nie^licines  can  accom|)lish,  ami 
this,  too,  without  damaging  the  stomach.  The  wse  of  these  remedies  in  this 
state  is  putting  **  drugs  of  which  we  know  little  into  bodies  of  which  we  know 
less." 

E.SMOFHILIA. 

Definition. — Haemophilia  is  a  condition  of  the  body  in  which  there  is  an 
inability  to  arrest  hemorrhage  by  the  normal  coagulation  of  the  blood,  or  in 
which  hemorrhage  arises  apparently  without  cause  and  persists  without  any 
attempt  being  made  by  nature  to  arrest  it.  The  disease  is  essentially  hered- 
itary in  most  cases,  and  it  is  an  extraordinary  fact  that  the  hemorrhagic 
tendency  is  transmitted  to  males  only  through  the  female  parent,  although 
the  mother  is  herself  usually  not  afflicted. 

Etiology. — The  cause  of  this  condition  is  entirely  unknown.  Virchow 
believed  it  to  be  dependent  upon  an  abnormal  thinness  and  narrowness  of 
the  arteries,  but  it  is  probably  due  to  some  deficiency  in  the  coagidability  of 
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the  blood  as  well.  Stengel  has  recorded  an  instance  in  which  the  hemor- 
rhafric  tendency  was  liiniteJ  to  one  part  of  the  body,  namely,  the  hea<l,  and 
Osier  states  that  the  late  D.  Hayes  Agnew  described  to  him  a  similar  case. 

Pathology  aad  Morbid  Anatomy. — There  are  no  changes  in  the  blood  cells 
that  account  for  this  condition;  indeeil,  no  peculiar  state  of  the  blood  is  found 
save  a  diminished  coagulability.  An  examination  of  the  tissues  of  the 
various  organs  is  also  practically  negative,  save  that  if  die  hemorrhage  has 
been  profuse  the  changes  always  met  with  in  rnarke<l  aniemia  are  present. 

Symptoms. — An  active  but  oozinrj  capillanj  fieniorrhage  is  the  form  in 
which  the  bleeding  usually  occurSf  and  It  follows  in  some  instances  yvry  slight 
injury.  Thus,  tlie  mere  blowing  of  the  nose  may  be  sufficient  to  rupture 
the  fine  vessels  of  the  nasal  mucous  membrane  and  cause  a  dangerous  loss 
of  blood,  and  eptstaxis  is  the  most  common  form  in  which  this  condition 
manifests  itseU".  Another  common  source  of  the  blood  is  from  the  gum 
after  tooth  extraction. 

In  some  cases  bloody  effusions  take  place  into  the  large  joints. 

Pro^osis. — The  prognosis  depends  largely  upon  the  severity  of  the  loss 
of  bloo{l  and  upon  the  ability  of  the  patient  to  restore  the  quantity  lost  before 
the  next  l>leeHitig  comes  on.  Fully  b()  per  cent,  of  bleeders  die  before  the 
seventh  year,  hut  some  live  to  old  age.  Although  girls  who  reach  puberty 
menstruate  witli  (heir  entrance  upon  adult  life,  and  so  are  exposed  to  an 
excessive  loss  of  blood,  their  mortality  rate  in  this  disease  is  not  so  high  as 
that  of  boys. 

Treatment. — The  treatment  consists  in  the  building  up  of  the  general 
health  by  outnloor  life  and  exposure  to  sunsliine,  and  i'n  the  use  of  small  tonic 
doses  of  iron  and  arsenic  if  anannia  is  present.  If  a  special  tendency  to 
hemorrhage  exists  at  any  particular  time,  calcium  lactate  or  chloride  should 
be  given  in  doses  varying  from  10  to  20  grains  three  or  four  times  a  day,  well 
diluted,  to  increase  the  coagulability  of  the  blood,  but  this  must  not  be  used 
for  long  periods  without  intermission,  as  after  a  certain  amount  is  taken  the 
coagulabihtyoftheblnod  is^lecreased  and  not  increased.  The  local  treatment 
consists  in  the  use  of  tampons  wet  with  adrenalin  chloride,  1 :  1000,  or  gelatin 
solution  of  the  consistency  of  thin  mucilage  may  be  used  for  the  same  pur- 
pose. When  adrenalin  cannot  be  obtained,  peroxide  of  hydrogen  may  be 
applied  in  the  same  manner  to  the  bleeding  spot.  When  the  hemorrhage 
is  from  the  gum,  a  compress  made  of  punk  may  be  used,  or  a  compress  wet 
with  a  saturated  solution  of  alum,  with  Monsel's  solution,  or  with  adrenalin 
chloride  soludon,  1 :  100<), 
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DIABETES  MELLITUS. 


Definition. — Diabetes  mellitus  is  a  disease  characterized  by  the  appearance 
in  the  urine  of  glucose,  and  the  development  of  polyuria,  thirst,  and  excessive 
appetite,  with  impairment  of  nutrition,  and  in  some  causes  progressive 
emaciation.  The  mere  presence  of  crlucose  in  the  urine  does  not  necessarily 
indicate  tliat  diabetes  is  present.  The  glycosuria  must  be  associated  with 
other  morbid  processes  to  present  the  symptom-complex  of  the  disease. 

History. — Diabetes  mellitus  Iuls  been  known  since  the  time  of  Christ, 
but  it  was  not  till  the  latter  part  of  the  seventeenth  century  that  Willis,  in 
England,  noted  that  the  sweet  taste  of  the  urine  was  probably  due  to  sugar, 
and  not  until  1775  that  Dobson,  of  England,  actually  obtained  sugar  from  the 
urine.  Since  that  time  a  host  of  experimental  investigators  and  clinicians 
have  studied  the  disease  from  every  aspect  and  have  added  much  to  our 
knowledge  of  it,  but  no  one  has  as  yet  been  able  to  give  us  a  clear  conception 
of  the  causes  of  the  malady. 

Distribution  and  Ftequency. — Diabetes  occurs  in  all  parts  of  the  civilized 
world,  but  is  much  more  common  ia  Europe  than  in  the  United  States.  It 
is  frequently  met  witli  in  France,  in  Sweden,  in  Italy,  in  India,  and  Ceylon, 
but  is  comparatively  rare  in  Russia,  Holland,  and  in  Brazil.  Negroes  rarely 
suffer  from  it,  but  Hebrews  are  so  frequently  affected  by  it  that  it  may  almost 
be  said  to  lie  the  prevalent  <lisease  of  that  race,  Kiilz,  of  Germany,  found 
that  in  692  cases  of  diabetes  17. S  per  cent,  occurred  in  Jews,  which  is  all  the 
more  remarkable  when  we  consider  that  Hebrews  constitute  only  1.2  per  cent, 
of  the  population  of  that  country.  Frerichs  found  102  Jews  in  400  diabetic 
patients,  and  von  Noorden  252  Jews  in  650  patients  suffering  from  this  disease. 

It  is  a  disease  of  adult  life,  as  a  rule,  but  very  young  children  suffer  from 
it  occasionally,  and  even  nurslings  have  from  tinje  to  time  been  reported  as 
presenting  well-developed  cases  of  the  malady.  To  cmpliasize  its  rarity  in 
chihlren,  Stern  maybe  quoted  in  his  assertion  that  only  thirteen  deaths  have 
been  reported  from  this  malady  as  occurring  in  children  under  five  years  of 
age  in  the  past  thirteen  years.  It  is  more  common  in  males  than  in  females 
in  the  proportion  of  3  to  2. 

The  statement  generally  made  that  diabetes  is  a  disease  of  cities  rather 
than  of  country  districts  is  not  altogether  true.  Some  years  ago  Purdy 
showed  that,  as  a  rule^  it  was  much  more  frequent  in  the  country  districts 
than  in  cities.  In  the  United  States  the  disease  is  much  less  frequent  in 
the  Gulf  and  South  Atlantic  States  than  anywhere  else. 
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There  can  be  no  doubt  that  the  disease  is  becoming  very  much  more  fre- 
quent than  it  was  several  decades  ago.  I  sliowe<J  this  in  a  paper  publishe*! 
some  years  since,  based  upon  statistics  gatheretl  from  the  Jefferson  Medical 
College  Hospital  antl  other  large  hospitals  here  and  abroad.  Since  llien 
a<hlitional  statistics  have  been  collected  which  indicate  the  correctness  of 
these  earlier  conclusions. 

According  to  the  mortality  statistics  of  the  United  States  Census  Reports 
for  six  decades,  the  proportion  of  deatlis  from  diabetes  mellitus  in  100,000 
deaths  from  all  known  causes  has  been  as  follows: 


From  1840  to  1850     . 

72 

From  1870  to  1880     , 

.     191 

"      1860  to  1800     . 

.       98 

"      1880  to  1890     . 

.     280 

"      1800  to  1870     . 

.     170 

"      1890  to  1900     . 

.     470 

It  seems  scarcely  credible  that  so  great  an  increase  could  have  occurred, 
and  it  is  possible  that  greater  care  in  examining  patients  and  in  regard  to  cor- 
rect death  certificates  is  responsible  for  part  of  the  increase,  yet  the  records 
of  the  Massachusetts  General  Hospital  from  1824  to  IS98  show  that  four 
times  as  many  cases  of  diabetes  were  admitted  to  the  hospital  during  ihc 
last  thirteen  years  of  that  period  as  during  the  first  fifteen  years.  On  the 
other  hand,  it  is  only  fair  to  state  that  the  statistics  of  L'H6tel  Dieu,  Lyons, 
for  seventeen  years,  which  were  collected  by  Alix,  for  Lupine,  who  attempted 
to  ascertain  if  diabetes  was  increasing  in  a  certain  district  of  France,  do  not 
show  any  increase  in  the  disease. 

Etiology. — The  causes  of  diabetes  are  not  known,  although  it  is  a  well- 
recognized  fact  that  lesions  in  certain  portions  of  the  nervous  system  are 
followed  by  glycosuria,  and  that  certain  alterations  in  the  islands  of  Lan- 
gerhans  in  the  pancreas  and  in  the  circulation  of  the  liver  are  also  followed 
by  the  same  symptom.  (See  Pathology.)  As  somewhat  indirect  causes^^H 
we  recognize  severe  nervous  strain  and  errorrs  in  diet,  but  these  alone  are^B 
not  sufficient  to  cause  even  glycosuria^  much  less  true  diabetes,  in  the  va^t 
majority  of  human  beings. 

There  is  some  evidence  to  indicate  that  the  disease  is  hereditary,  for 
sometimes  it  happens  that  several  members  of  the  same  family  suffer  from 
the  malady,  but  this  may  be  due  to  their  l>eing  exjwsed  to  the  same  exciting 
causes,  whatever  they  may  be.  A  more  pronounced  factor  than  any  so 
far  named  seems  to  be  excessive  indulgence  in  rich  foods  and  sweet  wines,  i 
but  a  very  small  proportion  of  the  persons  who  commit  these  dietetic  errors  \ 
suffer  from  diabetes. 

Pathology, — Of  the  pathology,  or  morbid  physiology,  of  diabetes  we  are 
very  ignorant,  although  an  immense  amount  of  skilled  research  has  been 
devoted  to  this  subject  for  years.  It  is  a  well-recognized  fact  that  in  all 
human  beings  glycogen  is  prepared  from  carbohydrate  fomls,  and  even 
from  proteids  and  fats,  and  deposited  in  the  liver  and  in  the  muscles, 
where  It  lies  as  in  a  storehouse  as  reserve  food.  It  also  circulates  in  tlje 
healthy  blood  stream  in  the  proportion  of  about  1:1000,  and  so  is  carried 
to  various  parts  of  the  body  for  nutritional  purposes. 

There  are  many  conditions  which  produce  loss,  or  leakage,  of  this  sub- 
stance in  the  form  of  glucose  in  the  urine.    Thus,  glycosuria,  or  the  mere 
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presence  of  sugar  in  the  urine,  may  follow  the  ingestion  of  an  excess  of  either 
cane-sugar  or  grape-sugar  or  an  excess  of  carbohydrate  food.  Under  tliese 
circumstances  it  is  simply  an  overflow  of  material  which  the  system  cannot 
utilize.  This  being  true,  it  is  readily  conceivable  that  in  certain  states  of 
disease  the  system  may  1)C  unable  to  utilize  the  ordinary  amount  of  glycogen, 
and  therefore  it  escapes  from  (fie  body.  This  view  receives  support  from 
the  theory  advanced  by  Loewi  and  Kolisch,  who  believe  that  there  is  in  the 
organism  a  body,  or  ferment,  or  agent,  which  binds  the  glycogen  in  the 
tissues  in  such  a  form  tfiat  it  does  not  appear  in  the  blood  in  excess.  If  for 
any  reason  tljis  binding  body  (Bindekorper)  is  diminished  in  power,  an 
excess  of  glucose  passes  to  the  kidneys  and  so  escapes  from  the  body.  This 
view  explains  a  considerable  number  of  cases  of  glycosuria,  but  by  no  means 
all  of  them. 

It  is  a  well-known  fact  that  injury  or  disease  of  the  so-called  diabetic 
centre  of  Claude  Bernard  in  the  medulla  is  followed  by  glycnsiiria,  and 
that  this  glycosuria  is  directly  due  to  a  disorder  of  the  blood  supply  in  the 
capillaries  of  the  liver.  This  may  interfere  with  the  "binding"  of  the  gly- 
cogen in  that  organ.  Again,  the  administration  of  phloridzin  will  produce 
glycosuria,  but  this  condition  is  quite  different  in  its  causation  from  ordinary 
glycosuria,  in  that  the  drug  acts  upon  the  kidney  structure  in  such  a  way 
that  it  permits  a  leakage  of  the  normal  content  of  glycogen  from  the  blood. 
In  other  words,  in  this  state  the  fault  does  not  lie  in  an  inability  of  the  body 
to  use  its  glycogen,  but  in  the  inability  of  the  kidneys  to  prevent  its  escape 
from  the  body. 

We  find,  therefore,  that  glycosuria  and  diabetes  mellitus  are  by  no  means 
identical  conditions  necessarily,  although  glycosuria  is  the  pfe<loniinant 
symptom  in  tliis  flisease.  There  may  !)e  a  loss  of  sugar  in  the  urine  for 
many  years  without  any  impairment  of  health,  or  the  glycosuria  may  not 
be  constant,  but  recurrent  an<!  appear  only  when  nuirilioiial  processes  are 
for  any  reason  jarre<I  or  disturbed.  In  true  diabetes  mellitus,  on  the  other 
hand,  there  are  associate*!  with  the  glycosuria  more  or  less  profound  impair- 
ment of  nutrition,  with  wasting,  emaciation,  and  the  development  in  the 
body  of  certain  poisons  which  act  very  deleteriously  and  may  cause  death. 

These  distinctions,  which  serve  to  separate  in  the  mind  of  the  student 
glycosuria  from  true  diabetes  mellitus,  however,  like  many  other  dis- 
tinctions, <lo  not  actually  hold  true  in  all  cases,  for  we  frequently  see  per- 
sons whn  begin  with  the  leakage  of  sugar  into  the  urine  and  end  with  true 
diabetes;  and  we  meet  intermediate  cases  in  which  the  degree  of  emaciation, 
tinrst,  an<l  polyphagia  is  so  mild  that  it  is  difficult  to  tell  whether  the  patient 
is  a  sufferer  from  an  inability  to  deal  with  car!»ohydrate  food  or  is  really 
<Iiabetic. 

The  question  of  the  pathology  of  this  disease,  as  far  as  we  know  it  to-day, 
can  perhaps  be  summed  up  in  the  following  words:  In  certain  individuals 
there  exists,  as  a  result  of  a  congenital  or  acquirefl  defect  in  the  metabolic 
functions  of  the  body,  an  inability  to  utilize  for  the  jiurpose  of  nutrition  all 
the  carbohydrate  material  which  is  taken  as  food.  Such  persons  suffer 
from  simple  glycosuria.  If  the  defect  just  referred  to  l>ecomes  more  markt'd 
they  gradually  lose  the  power  to  retain  and  utilize  any  noteworthy  quantity 
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of  the  carbohydrates  ingested,  and  when  this  condition  develops  they  spei^ily 
emaciate  and  lose  vital  resistance.  Finally,  hy  reason  of  some  further 
defect  in  the  organs  who.se  functions  govern  nutrition,  such  persons  iutiially 
convert  their  body  fat  and  proteid  tissues  into  sugar  and  pass  it  from  them 
in  the  urine,  in  which  coses  death  soon  closes  the  scene. 

Certain  factors  tend  to  produce  the  chain  of  disturbances  just  enumemlcd. 
an!  all  these  agencies  may  cause  changes  which  may  he  mihi  and  coniinur 
so,  or,  in  another  case,  become  severe  and  rapidly  fatal.  These  may  \^ 
mentioned  as  follows: 

1.  Heredity,  It  is  conceivable  that  the  parent  may  hand  down  to  the 
offspring  certain  defects  which  will  interfere  with  the  proper  utilization 
of  carbohydrates. 

2.  Errors  in  diet^  both  as  to  food  and  driiJc.  It  is  conceivable  that  errors 
of  tills  character  can  so  pervert,  or  overwhelm,  the  processes  of  nutrition 
or  elimination  that  primary  glycosuria  followed  by  pemianent  dinl>ete5 
mav  ensue.  Thus,  the  excessive  beer-drinkers  of  Bavaria  often  suffer  from 
this  disease,  probably  l>ecause  of  the  excess  uf  fluid,  of  alcohol,  and  of 
carbohydrate  which  tliey  ingest.  These  factors  pervert  the  function  of  tlie 
liver,  of  the  pancreas,  and  of  the  kidney. 

3.  Profound  nervous  worn/  and  vienlal  anxiety  are  undoubtedly  follo^^ 
by  diabetes  in  some  persons  probably  because  the  nervous  raechani5m  j 
erning  nutritional  processes  is  pervertetl  in  function  by  the  stress  ami  strain. 

4.  Certain  injuries  to  the  central  nervous  system  may  so  result,  for  severe 
trauma  of  the  head  or  the  growth  of  an  intracranial  tumor  may  produce 
diabetes. 

5.  Certain  infectious  diseases  may  produce  temporary  glycosuria,  which 
disappears  with  the  acute  disease  or  persists  and  becomes  true  diabetes, 
probably  because  the  acute  infection  has  damaged  beyond  re{>air  ner\ous 
centres  or  glands  whose  function  is  to  control  glycogenesis  an»J  the  utilizar 
tion  of  glycogen. 

6.  Diathetic  diteascs  such  as  gout  undoubtedly  cause,  or  predispose  to, 
diabetes  in  some  cases,  but  whether  this  influence  is  direct  or  simply  a  sigB 
of  general  perversion  of  metalxjlism  wc  do  not  know. 

Finally,  it  must  be  recalled  that  of  all  the  organs  of  the  body  the  lixW 
and  the  pancreas  are  the  viscera  which  show  the  greatest  morbid  rhangrt 
in  true  diabetes.  Not  only  is  the  liver  the  organ  which  is  chiefly  concerned 
with  the  manufacture  and  storing  of  glycogen,  but  the  pancreas  undoubtedly 
exercises  a  very  powerful  influence  upon  the  glycogenic  processes;  for  not 
only  does  it  secrete  digestive  ferments  which  act  in  the  intestine,  but  also* 
ferment  or  factor  which  enters  the  blood  stream  and  is  intimately  conc-erned 
with  the  utilization  of  glycogen.  Thus,  if  the  pancreas  Ls  extirpated  glyco- 
suria is  at  once  developed,  and  the  same  condition  ensues  if  the  gland  is 
totally  destroyed  by  disease.  It  wouUI  ap[)eur  that  the  so-calle<l  Islands  of 
Langerhans  are  the  portion  of  the  gland  which  exercises  this  influence 
upon  the  processes  connected  with  the  utilization  of  glycogen,  and  in 
many  cases  the-se  islands  are  found  to  be  distinctly  diseased.  \Miile  dis- 
ease of  the  pancreas  is  responsible  for  the  development  of  dial>etes  in 
some  cases  of  the  malady,  it  is  also  a  fact  that  in  many  cases  of  very 
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severe  diabetes  the  most  careful  examination  of  the  pancreas  after  death 
fails  to  <liscover  any  lesion  that  can  be  considereil  in  any  way  responsible  for 
the  malady.  It  seems  evident*  therefore,  that  many  causes  may  so  pervert 
nutritional  processes  that  glycosuria  or  true  diabetes  may  result,  and  in  this 
sense  it  may  be  said  that  diabetes  is  not  a  priinar}^  disease,  but  rather  a 
symptom  of  some  primary  lesion  which  we  do  not  at  present  understand. 

Morbid  Anatomy. — Tlie  changes  found  in  tlie  islands  of  Langerlians  are 
various.  In  some  cases  they  manifest  capillary  engorgement  or  hemorriiagic 
extravasation.  In  others  there  is  found  a  pericapillary  or  peri-insu!ar  scle- 
rosis, an  atrophy,  a  necrobiosis,  or  hyaline  dej^eneration.  The  latter  is 
probably  always  primary,  and  the  former  conditions  usually  secondary. 
Aside  from  changes  of  the  islands  of  Lanperhans  in  the  pancreas,  the  most 
notable  changes  presented  postmortem  in  any  of  the  organs  of  the  hotly  are 
found  in  the  liver.  This  organ  is  usually  tnarkeiily  hyperu^mic  and  darker 
in  color  than  in  iliseascs  which  do  not  alTeet  its  functions.  Microscopically 
it  is  found  that  its  capillaries  are  congestetl,  and  that  the  liver  cells  are 
enlarged  and  show  a  tendency  to  coalesce.  These  changes  are  not,  how- 
ever, peculiar  to  the  <]isease,  being  found  in  other  states;  and  it  is  a  fact 
worthy  of  considerati<ui  tfiat  -when  death  results  in  cases  of  severe  disease 
of  the  liver,  glycosuria  is  rather  an  unusual  symptom. 

There  is  a  form  of  tliabetes,  associate*!  with  hepatic  cirrhosis  and 
bronzing  of  the  skin,calleil  **bronzed  diabetes,"  owing  to  the  color  of  the 
skin. 

The  structure  of  the  kidneys  is  disease*]  in  a  very  large  number  of  diabetics. 
These  changes  are  not  in  any  way  a  part  of  the  disease  itself,  but  result  from 
the  increased  activity  of  these  organs  in  excreting  water  and  sugar,  and  by 
reason  of  the  effect  of  toxic  su}>stances,  such  as  acetone,  diacetic  acid,  and 
oxybutyric  acid,  which»  as  they  are  eliminated,  damage  the  renal  tissues. 
The  constancy  of  renal  clianges  in  diabetes  is  proved  by  the  frequency  with 
which  these  organs  are  found  diseasetl  at  autopsy  when  deatli  has  occurred 
from  this  disease.  Out  of  121  autopsies,  reported  by  Griesinger,  Dickinson, 
and  Seeger,  renal  changes  in  diabetes  were  founil  in  77  cases,  and  Elliott  has 
collected  statistics  from  European  clinicians  which  show  tliat  alluuninuria 
is  present  in  43.68  per  cent,  of  all  cjises  of  diabetes.  The  renal  lesions  may 
be  divided  into  two  classes:  In  one  class,  which  is  usually  met  with  in 
chronic  cases,  an  ordinary  chronic  nephritis  de\elops  in  which  parenchy- 
matous and  interstitial  changes  both  occ?tr.  In  the  second  form,  which  is 
really  toxic  in  origin,  there  is  a  hyaline  degeneration  of  the  tubular 
epithelium,  the  so-called  "cellular  necrosis  of  Ebsteiu."  A  so-culled  gly- 
cogen degeneration  of  Henle's  loop  and  of  the  straight  uriniferous  tubules 
(Ehrlich's  lesion)  is  also  found,  but  it  cannot  be  claimed  that  these  changes 
are  pathognomonic. 

The  changes  in  the  nervous  system  are  usually  of  little  importance. 
Peripheral  neuritis  is  often  present.  Probably  this  is  purely  secondary. 
Distinct  changes  have,  however,  been  found  in  the  spinal  cord  in  cases 
of  dialx»tcs  mellitus,  notably  by  Williamson.  U.sing  Van  Gieson's  metho<] 
this  clinician  found  an  increase  in  connective  tissue  in  the  columns 
of   Goll   in    the    cervical    area.     There    was    also    a    diminution   in  size 
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of  the  nerve  fibres  in  these  columns,  and  the  myelin  sheaths  and  axis 
cylinders  were  also  dimini.shed  in  size,  although  a  few  of  the  ravelin 
sheaths  were  distemled.  When  INIarchi's  method  was  eraploycd  degen- 
erated fibres  were  seen  in  Goll's  columns  in  the  cervical,  dorsal,  and 
lumbar  regions,  and  a  few  degenerated  fibres  were  present  in  Burdach's 
columns.  So,  too,  degeneration  wa-s  found  in  the  intrametlullary  course  of 
the  posterior  nerve  roots,  between  the  posterior  surface  of  the  cord  and  the 
posterior  horn  of  gray  matter,  and  to  the  median  side  of  the  posterior  horn. 
These  latter  changes  were  most  marked  in  the  hunbar  and  cervical  region. 
In  a  few  instances  degeneratefi  fibres  were  seen  in  the  posterior  roots  just 
outside  the  pia  mater.  These  changes  are  probably  secondary  and  due  to 
the  altered  condition  of  the  blow!  in  diabetes. 

The  bloofl  is  not  only  unduly  rich  in  glucose,  but  sometimes  contains  an 
excess  of  fat-globules  to  such  an  extent  that  it  may  form  a  cream-like  layer 
on  the  cl*»t  when  it  stanils  after  witlidrawnl.  Fraser  has  recorder]  a  case  in 
which  an  analysis  of  the  blood  showed  that  it  contained  16.5  per  cent,  of 
fat  and  the  pleural  fluid  20  per  cent. 

The  hlood  in  some  cases  of  dialjetes  mellitus  is  of  a  pale  salmon  color ' 
which  has  been  thought  to  he  due  to  the  presence  of  fat.  and  for  this  reason 
this  condition  has  been  called  lipcemia.  Futcher,  however,  has  shown  that 
this  appearance  is  not  entirely  tlue  to  fat.  for  it  is  not  possible  to  n*move  it 
from  drawn  blood  by  the  use  of  ether,  and  the  granules  do  not  stain  black 
with  osraic  acid.  He  suggests  that  these  granules  are  in  part  albuminoids. 
More  recently  Cole,  in  testing  the  blood  in  a  case  for  Hale  ^\^lite,  n^aches 
the  conclusion  that  trne  fat  is  not  present,  but  that  the  foreign  material 
seems  to  be  an  ester  of  cholesterine  with  one  of  the  higher  fatty  acids.  Heyl 
showeil  in  1880  that  this  state  of  the  l)lood  could  be  deraonstraterl  in  the 
retinal  vessels,  and  Hale  White  has  more  recently  recorded  a  beautiful  case  , 
of  the  same  character. 

The  lungs  are  often  foimd  to  contain  tuberculous  fo<'i,  and  may  show  well- 
developed  bronchopneimionia  or  croupous  pneumonia,  but  these  are  the 
result  of  terminal  infections  and  iu)t  part  of  the  primary  disease.  Arterio- 
sclerosis and  its  train  of  associated  lesions  are  of  frequent  occurrence  in 
diabetes  mellitus. 

Symptoms. — The  symptoms  of  diabetes  vary  very  greatly  in  their  severity  in 
different  cases,  so  greatly  that  it  is  almost  imf>ossible  to  detail  any  array  of 
symptoms  which  are  conunon  to  all  cases.  In  many  instances  the  glyc€>miria 
exists  for  a  considerable  period  of  time  l)efore  the  patient  suffers  from 
symptoms  which  lead  liinj  to  think  he  is  not  well.  A  very  well-known 
medical  writer  in  Ix>ndon,  some  years  ago,  first  discovenxl  he  was  diabetic 
by  observing  that  flies  were  unduly  attracte<l  to  the  vessel  in  which  he  urin- 
ated, and  later  by  noticing  that  a  few  drops  of  urine  which  accidentally  fell 
on  his  black  trousers  left  a  white  stain  on  drying.  Later  on,  all  the  diabetic 
manifestations  developed,  and  he  died  of  diabetic  gangrene  of  the  foot 

As  a  rule,  as  the  disease  progresses  the  patient  notices  that  he  parses 
water  more  frequently  and  in  larger  quantity  than  is  normal,  he  ilevelops 
more  or  less  thirst,  and  loses  sexual  desire  and  powrr.  Later  on  he  begins 
to  feel  languid  and  inert;  he  is  usually  constipated  because  of  hw  polyuria, 
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and  he  may  develop  an  inordinate  appetite  in  the  endeavor  to  compensate 
for  the  loss  of  nutriment  through  his  urine.  The  thirst,  the  polyphagia,  and 
the  loss  of  strength  and  flesh  are  usually  in  direct  proportion  to  the  polyuria 
and  the  quantity  of  sugar  excreted.  When  the  polyuria  is  marked  the 
tongue  becomes  glazed,  dry  and  raw  in  appearance,  and  attacks  of  stomatitis 
or  thrush  may  develop.  The  skin  is  also  dry  and  harsh,  and  the  hair  lustre- 
less and  brittle.    The  pidse  is  feeble  and  the  temperaturd  subnormal. 

Although  the  disease  is  often  characterized  by  excessive  emaciation,  this 
symptom  is  subject  to  extraordinary  variations  in  different  patients. 
Marked  loss  of  flesh  is  almost  constant  in  all  persons  under  twenty-five  years 
of  age,  but  after  this  time  it  is  by  no  means  uncommon  to  meet  with  patients 
who  maintain  their  weight  for  years.  This  holds  true  in  direct  proportion 
to  the  years  of  age  and  the  degree  of  polyuria  and  loss  of  sugar.  Where  the 
tissues  are  freely  drained  of  fluid  or  starved  beyond  repair  the  weight  of 
course  suffers. 

The  urine  in  diabetes  mellitus  is  not  only  Abnormal  in  that  it  contains  sugar, 
but  it  not  uncommonly  contains  albumin  as  well.  (See  Complications.) 
Its  specific  gravity  is  high  and  ranges  from  1.025  to  1.045,  and  one  instance 
of  1.074  is  recorded  by  Trousseau.  Such  a  specific  gravity,  however,  is 
exceedingly  rare.  Notwithstanding  its  high  specific  gravity,  however,  the 
urine  is  usually  exceedingly  limpid  and  clear,  it  has  a  sweet  odor,  and  is  add 
in  reaction. 

The  quantity  of  sugar  present  varies  over  wide  ranges.  Sometimes  it  is 
found  in  as  small  an  amount  as  1  to  3  per  cent.;  in  others  it  is  found  to  be 
present  in  the  proportion  of  10  per  cent.  The  total  quantity  passed  in 
twenty-four  hours  may  be  from  one  ounce,  or  less,  to  a  pound  and  a  half. 
Very  rarely  even  more  escapes.  Dickinson  reports  a  case  that  passed  the 
incredible  amount  of  fifty  ounces  of  sugar  a  day. 

The  quantity  of  urine  is  also  very  great  in  some  cases,  while  in  others  it 
may  not  be  much  above  the  normal  quantity.  As  much  as  six  to  twelve  pints 
are  often  passed  in  each  twenty-four  hours,  and  cases  are  recorded  in  which 
as  much  as  thirty  pints  were  passed  in  this  time. 

Complications  and  Sequels. — ^The  complications  and  sequelse  of  diabetes 
mellitus  are  important,  and  so  constantly  present  that  they  may  aid  mate- 
rially in  the  diagnosis  of  the  disease.  Many  of  them  are  dependent  upon 
the  fact  that  the  constant  loss  of  sugar  lowers  nutrition  and  so  decreases 
vital  resistance  to  the  various  infections,  or  they  result  from  perverted 
metabolic  processes  closely  associated  with  the  inability  of  the  body  to 
properly  control  the  functions  governing  glycogenesis  and  the  proper 
utilization  of  glucose  in  the  economy. 

Sweet  has  demonstrated  that  for  certain  organisms  the  blood  loses  its 
bactericidal  power  in  diabetes. 

It  not  infrequently  happens  that  the  first  symptom  presented  by  a  diabetic 
patient  is  repeated  crops  of  boils  or  carbuncles.  When  the  urine  is  examined 
sugar  is  found,  and  it  becomes  evident  that  the  lowered  vitality  caused  by 
diabetes  mellitus  has  permitted  infection  of  the  skin  to  occur.  Sometimes  the 
carbuncle  becomes  malignant  and  speedily  <lestroys  the  patient.  In  still  other 
instances,  which  are  not  as  common  as  has  been  thought,  diabetic  gangrene 
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occurs,  the  primary  lesion  being  some  break  in  the  skin  of  a  fin^r  or 
rei^ultin^  From  the  blister  made  by  an  ill-fitting  shoe,  or  by  wounding  a  corn. 
Through  this  lesion  infection  t<akes  place,  and  vital  resistance  is  so  low  that 
the  micro-organism  speedily  causes  the  local  death  of  the  part,  and  almost 
et|ually  rapidly  may  involve  the  !>lofxl  in  a  tiiabetic  septica-mia.  In  such 
cases  the  gangrene  is  moist.  In  another  class  of  cases,  which  depend  upon 
seconcUiry  vascidar  changes  not  due  to  direct  infection,  the  gangrene  is  dry 
and  of  the  so-called  senile  type. 

Elliott's  statistics,  already  quoted,  show  that  albuminuria  is  present  in 
about  43.08  per  cent,  of  diahftics.  Tins  albuniiiniria  may  at  times  possess 
grave  significance,  and  is  worthy  of  careful  consideration.  It  may  l>e  said  to 
arise  from  three  causes,  namely,  from  renal  congestion,  due  to  cardiac  feeblr- 
ness  and  impairment  of  the  circulation;  from  degeneration  of  the  kidney, due 
to  true  nephritis,  and,  finally,  to  severe  irritation  or  infiammation  of  the  renal 
tissues  by  the  poisons  of  the  ilisease.  The  first  type  can  usually  be  relie>«l 
by  careful  treatment  of  the  heart,  and  the  second  ty()e,  with  casts  in  the  urine, 
is  to  be  regarded  as  a  complicating  condition  of  gravity  superimposed  ufnm 
one  already  exceedingly  severe.  The  third  or  toxic  type  is,  however,  the  form 
which  presents  the  most  grave  and  alarming  aspect,  for  its  onset  is  u.sually 
acute;  it  comes  on  wlien  the  patient  is  already  profoundly  ill,  and  it  often 
betokens  the  rapid  approach  of  diabetic  coma,  which  in  such  a  case  may 
be  said  to  be  partly  due  to  the  renal  lesions.  Many  clinicians  consider 
that  coma  never  comes  on  witliout  this  associatc<l  symptom.  The  kidney 
condition  is  therefore  to  be  studied  carefully  in  these  cases,  as  it  may  give 
warning  of  approaching  coma. 

Dijspeptic  sijmptom-a  are  often  very  annoying.  They  depend  upon 
the  excessive  eating  and  drinking,  to  which  many  tliabetics  are  forced  by 
their  thirst  and  hunger,  the  feebleness  of  the  digestion  arising  from  the  failure 
in  vital  power,  or  to  perversion  of  the  digestive  functions  by  the  tox;eniic 
state  often  developed  as  the  disease  advances.  Extreme  constipation  is  often 
a  very  trouhlesome  symptom. 

Pulmonary  coitipUratioiis,  such  as  bronchopneumonia  or  tuberculosis, 
are  very  frecjuently  met  witli  in  diabetics,  owing  to  the  lowered  vital  resist- 
ance which  {permits  infection.  Such  complications  are  very  often  the  caase 
of  death,  particidarly  tuberculosis. 

Although  all>uminuria  is  quite  a  common  symptom,  particularly  in  those 
patients  who  have  arteriosclerosis,  general  dropsy  is  rare,  notwithstanding! 
the  enfeeblement  of  the  heart  and  the  im]>aire<l  state  of  the  ki<lneys.  because 
the  urinary  How  is  so  profuse  that  the  hotly  is  rapidly  drained  of  fluid. 

Callian  has  especially  studied  the  influence  of  diabetes  on  the  female 
genitals:  pruritus  vidvie  is  verycommon ;  menstrual  disturbances  arr  -  i; 
the  atropliy  of  uterus  and  ovaries,  he  thinks,  depends  on  the  .  nl 

sclerosis  of  their  nutritive  vessels. 

Diabetes  occurs  in  a  certain  percentage  of  cases  of  acromegaly  and 
exophthalmic  goitre. 

The  nervoxui  complicaiwns  of  diabetes  mellitus  may  be  divi<let|  into  the 
acute  and  chronic.  The  acute  complications  are  very  serious  from  a  prog- 
nostic point  of  view,  and  consist  chiefly  of  diabeHc  coma.     Many  the<jries 
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have  been  advanced  as  to  its  direct  cause.  It  is  undoubtedly  toxic  in  origin, 
and  seems  to  be  chiefly  associated  with  a  state  of  acitliosis,  or  the  presence 
of  one  or  more  abnormal  acids  in  the  IjIockI,  of  which  one  is  called  /9-oxy- 
butyric  acid.  The  idea  that  acetone  and  diacetic  acid  are  the  causes  has 
l>een  cast  aside.  In  some  instancies  the  onset  of  tlie  conin  (sonietinics  called 
**  Kussmaurs  coraa*')  is  sudden,  but  it  may  be  gratkial.  although,  even  in  the 
gradual  cases,  it  is  a  matter  of  a  few  hours  at  the  most»  as  a  rule, 

Dialectic  coma  may  be  said  to  appear  in  three  types:  The  first,  and  most 
common,  is  often  met  with  in  young  persons^  and  develops  with  sutldenness 
in  many  instances;  that  is  to  say,  its  onset  lasts  but  a  few  hours  at  the  most. 
The  early  symptoms  are  those  of  disorders  of  digestion,  with  abdominal  pain, 
vomiting. muscular  weakness^and  drowsiness,  which  soon  ends  in  coma.  The 
breathingin  thLs  coma  is  often  slow  and  deep,  very  much  as  it  is  in  the  second 
stage  of  opium  poisoning.  At  other  times  it  is  sighing.  To  the  respiratory 
state  in  this  condition  Kussmaid  applie*!  tlic  descriptive  word  "  Lufthunger." 
The  second  form  often  comes  on  after  fatigue,  particularly  in  elderly  persons, 
and  the  symptoms  may  l>e  those  of  profound  collapse.  In  the  third  form  the 
early  symptoms  are  those  of  ataxia  and  confusion  of  speech. 

Sometimes  the  unconsciousness  is  precedeil  by  great  restlessness  and 
irritability,  while  in  other  instances  the  onset  of  the  comatose  state  is  gentle, 

Of  the  ocular  complicottons,  cataract,  optic  nerve  atrophy,  and  diabetic 
retinitis  are  to  be  remembered.  Sudden  blindness  due  to  optic  nerve  or 
retinal  changes  occasionally  ensues  and  palsies  of  the  ocular  muscles  may 
take  place. 

Diabetics  are  also  subject  to  apoplexy. 

Of  the  subacute  nervous  symptoms  we  find  painful  neuritis,  and  not  infre- 
quently a  pseudotabes  due  to  ihis  cause,  with  loss  of  knee-jerk,  Romberg's 
symptom,  and  even  the  Argyll-Robertson  pupil.  Sometimes  a  true  tabes 
dorsal  is  seems  to  develop. 

Diagnosis. — The  diagnosis  of  diabetes  mellitus  is  easily  made  if  the  physi- 
cian will  carefully  examine  the  urine  autl  will  bear  in  min*!  the  fact  that  he  is 
not  justified  in  deciding  that  the  wellnleveloped  disease  is  present  unless  some 
symptoms  which  are  characteristic  are  associated  with  the  glycosuria.  It 
may  be  said  that  he  who  has  constant  glycosuria  is  in  the  early  stages 
of  rlialietes  mellitus,  and  this  is  pariicularly  true  if  this  symptom  be 
cotustant  in  a  young  person.  On  the  other  han<l,  it  not  infref|uently  hap- 
pens that  a  y)erson  of  fifty-five  or  sixty  years  develops  a  mihl  glycosuria 
which  lasts  for  years,  and  does  not  materially  impair  the  health  for  a  long 
period  of  time.  Even  these  cases,  however,  often  develop  into  the  true 
disea.5e.  In  other  words,  we  may  say  that  while  glycosuria  is  not  diabetes, 
it  is  a  .state  that  indicates  a  tendency  to  this  disease  or  the  presence  of  its 
early  stages.  The  separation  of  the  polyuria  of  rliabetes  insipidus  from  that 
of  dialietes  mellitus  is  ma<]e  by  the  low  specific  gravity  of  the  urine  in  the 
former  disease,  anrl  the  fact  that  sugar  is  present  in  the  latter  malarly. 

It  not  infrequently  happens  that  dialietes  mellitus  is  overlooketi  because 
the  patient  does  not  complain  either  of  thirst  or  of  excessive  urination,  and  the 
physician  fails  to  examine  the  urine  as  a  matter  of  routine.  Rut  patients  often 
present  symptoms  which,  while  not  distinctly  urinary,  should  at  once  call 
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the  attention  of  the  physician  to  the  possibility  of  diabetes  being  present 
Thus,  any  patient  who  suffers  from  marked  loss  of  fle.sh  and  incroa.sing  weak- 
ness should  ahvays  be  suspected  of  having  diabetes,  even  if  signs  of  tubercu- 
losis are  present,  for  not  infrequently  the  tuberculosis  is  secondary-  to  the 
diabetes.  So,  too,  women  will  soraetinaes  complain  of  pruritus  of  the  vulva 
or  eczema  of  the  genitals,  or  men  will  state  that  they  are  becoming  impotent, 
in  all  of  which  cases  the  urine  sJiould  be  examine<i,  since  diabetes  often  pro- 
duces these  signs.  So,  too,  defects  of  vision,  due  to  diabetic  cataract,  or,  more 
rarely,  to  retinal  changes,  may  be  the  first  symptoms  manifest  to  the  patient, 
and  still  others  complain  of  numbness  or  tingling  in  the  extremities  ami 
present  the  symptoms  of  locomotor  ataxia.  On  the  other  hand,  as  already 
pointed  out,  physicians  not  infrequently  are  so  careless  as  to  e-xamine  the  | 
urine  only  once,  and  when  they  discover  sugar  consider  that  the  case  is  one 
of  diabetes;  or  they  obtain  a  reaction  with  Fehling's  test,  because  of  the  pres- 
ence of  some  3ugar-re<lucing  substance,  as  when  the  patient  is  taking  cldoral; 
or,  again,  they  mistake  physiological  glycosuria  for  true  dial>etes.  It  is 
evident  that  most  of  these  mistakes  in  the  diagnosis  of  diabetes  depend  upon 
lack  of  urinary  examination  or  imperfect  methods  of  testing  this  secre- 
tion. 

As  an  iUustration  of  how  necessary  it  is  to  examine  a  number  of  samples  j 
of  urine  before  determining  that  the  patient  has  or  has  not  diabetes,  it  may  ' 
be  recalled  that  urine  passed  during  the  night  or  before  breakfast  is  often 
free  from  sugar;  while  that  passed  after  breakfast  and  during  the  day  may 
contain  much  of  it. 

The  condition  of  diabetic  coma  is  separated  from  the  unconsciousness  of 
uneraia  by  the  cider-like  odor  of  the  breath,  the  presence  of  glycosuria  and 
acetonuria,  and  the  absence  of  the  high  arterial  tension  usually  met  with  in 
renal  disease,  for  in  this  state  the  pulse  is  feeble  and  of  low  tension.  At  the 
same  time,  it  is  to  be  recalled  that  unemia  may  complicate  diabetes,  Tlie 
patient  lies  in  a  condition  which  resembles  profound  alcoholic  intoxication. 
Deeply  unconscious,  with  hatf-opened  eyelids,  wandering  eyeballs,  and 
dilated  pupils,  he  breathes  in  a  panting  manner,  a  deep  inspiration  being 
followed  by  a  qtiick  expiration.  The  respiratory  rate  may  not  be  greatly 
different  from  the  normal,  but  sometimes  it  is  hurried,  and  then  forms  ' 
*Miabetic  dyspnoea,"  with  a  gradually  increasing  cyanosis.  The  tempera- 
ture is  usually  normal  or  below  normal.  This  state  almost  invariably  ends 
in  from  one  to  two  days  in  death. 

Blood  Tests. — In  189G  Willianison,  of  Manche.ster,  England,  introduced  a  i 
moJification  and  improvement  upon  Bremer's  method  of  distinguishing  dia- 
betic from  non-diabetic  blood,  which  is  of  practical  clinical  value  in  cases  of 
temporary  tlisappearance  of  sugar  from  the  urine.  This  test,  which  is  ba:^ 
upon  the  fact  that  glucose,  even  in  minute  quantity,  decolorizes  warm  alka- 
line solutions  of  methylene  blue,  is  performed  as  follows:  20  c.mm.  of  the 
suspected  blood  are  added  to  40  c.mm.  of  distilled  water  containe<J  in  a  test- 
tube.  Then  1  c.c.of  a  1 :6000  watery  solution  of  methylene  blue  and  40  c.mm. 
of  liquor  potassie  are  added  to  the  mixture.  Thecontentsof  the  tube  are  then 
well  mixed  by  shaking.  A  control  experiment  is  made  by  preparing  the 
same  quantities  of  normal  blood  and  reagents  in  another  tube.    Both  tubes 
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are  placed  in  a  beaker  of  water,  which  is  brought  to  the  boiling  point  over 
a  spirit  lamp  and  then  allowed  to  boil  for  four  minutes.  By  the  end  of 
this  time  the  fluid  containing  the  diabetic  blood  will  have  turned  to  a 
dirty  pale-yellow  color. 

In  diabetes  mellitus  the  erythrocytes  do  not  stain  at  all  or  stain  only  faintly 
with  certain  aniline  dyes.  This  has  been  proposerl  as  a  means  of  diagnosis, 
but  as  the  same  phenomenon  has  been  observed  in  cases  of  exophthalmic 
goitre,  leukfcniia,  and  Hodgkin's  disease,  it  cannot  be  regarded  as  of  practi- 
cal value.  Diabetic  blood  stains  with  biebrich-scarlet,  while  normal  blood 
does  not. 

Urin'.vrt  Tests. — For  many  years  the  most  popular  tests  for  the  deter- 
mination of  the  presence  of  sugar  in  the  urine  have  been  those  which  depend 
upon  the  fact  that  strongly  alkahne  solutions  of  grape-sugar  reduce  copper 
oxide  to  lower  grades  of  oxidation.  The  most  frequently  emploj'ed  of  these 
tests  is  that  which  is  made  by  means  of  Fchling*?  solution.  This  is  best 
made  in  the  following  manner: 

Copper  sulphate,  34.64  gm.,  with  water  enough  to  make  500  c.c.  Mix 
and  keep  in  a  bottle  by  itself.  Pure  Rochelle  salts,  173  gm.;  solution  of 
so<iium  hydrate,  specific  gravity  1.330,  100  c.c,  and  water  enough  to  make 
500  c.c.  For  use  mix  eipial  volumes  of  tliese  two  soUitions,  thereby  forming 
Fehling's  solution.  About  one  drachm  of  this  solution  is  placed  in  an 
ordinary  test-tube  and  boiled.  If  the  solution  does  not  remain  clear,  it  is 
unsuitable  for  use.  If,  on  the  other  hand,  it  does  remain  clear  on  boiling 
the  sus{>ected  urine  is  to  be  addetl  to  it  a  few  drops  at  a  time,  and  the 
boiling  continued,  when,  if  sugar  is  present,  the  solution  becomes  opaque 
and  yellow  in  hue,  and  soon  a  dense,  yellowish-red  sediment  falls  to  the 
bottom.  Should  the  quantity  of  sugar  present  be  exceedingly  small,  it 
may  be  necessary  to  add  urine  until  the  volume  of  urine  and  the  volume 
of  Fehling's  solution  are  equal.  But  the  volume  of  urine  must  never  exceed 
that  of  the  Fehling  solution. 

Trommer's  test  is  performed  in  tlie  following  manner: 

A  drachm  of  urine  is  placed  in  an  ordinary  test-tube,  and  is  treated  with 
sufficient  quantity  of  sulpliate  of  copper  solution  to  render  the  fluid  a  light- 
green  color.  An  equal  volume  of  liquor  potassa'  is  then  added.  This  results 
in  a  blue  precipitate  of  hydrated  copper  protoxide,  which  dissolves  upon 
shaking  the  tul"»e,  so  that  a  clear-hhie  solution  remains.  If  the  test-tube  be 
allowed  to  stand  for  some  time  the  copper  is  gradually  reduced,  and  precipi- 
tation of  the  yellowish-red  suboxide  of  copper  occtirs.  If  the  solution  is 
heated,  the  tests  act  more  promptly.  Care  must  be  taken  that  the  Huid  is 
not  boiled  actively,  as  under  these  circumstances  precipitation  may  take 
place  without  sugar  being  present. 

It  is  hardly  necessary  to  add  that  in  making  these  tests  the  greatest  possible 
cleanliness  in  the  test-tubes  and  bottles  should  be  maintained. 

Occasionally  the  urine  in  cases  of  diabetes  mellitus  contains  acetone  in 
excess  and  diacetic  and  oxybutyric  acids.  The  appearance  of  acetone  in 
amounts  greater  than  normal  (O.OOS  to  0.027)  is  always  to  he  considered  a 
signal  of  dan^jer  of  diabetic  coma.  The  test  for  the  presence  of  acetone 
consists  in  distilling  the  urine  and  adding  to  several  cubic  centimetres  of  the 
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distillate  a  few  drops  of  liqtior  potassse,  to  render  it  alkaline.  Several  drops 
of  r.ugors  soltition  are  now  added,  when,  if  acetone  is  present,  the  fluid 
becomes  turbid,  and  iodoform  is  precipitated  in  crystals.  If  this  fluid  b 
now  heated,  the  odor  of  iodoform  is  noticeable, 

Gerhardt's  test  consists  in  adding  tincture  of  chloride  of  iron  to  the  urine, 
when,  if  acetone  is  present  in  large  amount,  tlie  fluid  becomes  a  <lecp  re*"!. 

Prognosis. — The  prognosis  of  diabetes  is  largely  influenced  by  a  nijml>er 
of  factors.  In  the  first  place,  as  a  rule,  but  by  no  means  always,  the  outlook 
is  favoral)le  for  long  life  in  direct  proportion  to  the  age  of  the  patient.  Thus, 
it  not  infrequently  happens  that  men  and  women  who  develop  tlie  disease 
after  fifty  or  sixty  years  of  age  live  the  full  length  of  years  usually  credited 
to  human  beings  of  that  age.  Even  in  these  cases,  however,  the  possibility 
of  some  intercurrent  infection,  like  pneumom'a,  is  to  l>e  borne  in  mind  as  a 
constant  threat  against  life.  Conversely,  the  disease  is  rapi<lly  fatal  in  pro- 
portion to  the  youtli  of  the  patient.  In  young  persons  it  runs  a  rapid  course 
and  may  destroy  life  in  a  few  weeks.  Great  emaciation  usually  develops  in 
these  cases;  whereas,  older  persons  may  maintain  their  weight.  The  mere 
presence  of  glycosuria  is  not  justification  for  as  grave  a  prognosis,  even  if 
the  amount  of  sugar  be  marked,  as  is  the  presence  of  glycosuria  with  associnteci 
thirst,  hunger,  and  loss  of  flesh.  For  the  first  state  is  a  leakage,  while  the 
second  shows  that  nutritional  ciianges  are  marked,  and  that  true  complete 
diabetes  mellitus  is  present. 

The  prognosis  also  depends  somewhat  upon  the  manner  in  which  the 
patient  responds  to  the  regulation  of  his  diet.  Thus,  if  on  the  gradual  with- 
drawal of  carbohydrates  and  the  use  of  protcid  and  fatty  food  the  sugar  is 
no  longer  found  in  the  urine,  and  the  urine  gives  no  reaction  with  pexchloride 
of  iron  for  acetone,  the  condition  may  be  considered  as  a  mild  form  of  the 
disease.  If,  on  the  other  hand,  the  quantity  of  sugar  diminishes,  but  does 
not  disappear,  and  the  urine  gives  any  reaction  with  perchloride  of  iron,  the 
case  should  be  consi<lcred  as  one  of  moderate  severity.  Again,  if  the  gradual 
decrease  in  starchy  foods,  until  the  patient  is  taking  no  carl)ohydrates,  fails  to 
diminish  the  sugar  excretion,  and  if  a  perchloride  of  iron  test  gives  a  Bur- 
gundy or  port-wine  coloration,  showing  the  presence  of  acetone  in  excess, 
then  the  disease  is  to  be  consiilcrcd  as  severe. 

The  cause  of  death  in  diabetes  mellitus  is  usually  one  of  the  acute  infec- 
tions, such  as  pneumonia,  tuberculosis,  or  septicjcmia,  with  or  without 
carbuncle.  Diabetic  coma  is  another  common  cause  of  death.  Frerichs 
found  that  1.50  out  of  250  deatlis  in  diabetes  were  caused  by  coma. 
Of  43  fatal  cases  observed  by  Taylor,  death  resulted  from  coma  in  20. 
Mackenzie  found  19  <Ieaths  from  coma  in  87  fatal  cases. 

Mandel  and  Lusk  have  recently  stated  the  following  proposition  as  to 
prognosis:  If  a  diabetic  be  put  on  a  meat-fat  diet  (rich  cream,  meat,  butter, 
and  eggs),  and  the  twenty-four-hour  urine  of  the  second  day  be  properly 
collected,*  the  discovery  of  3.65  grams  of  dextrose  to  1  gram  of  nitrogen 

I  "  The  Brine  should  be  collected  §o  that  nn  early  inomlnir  hour  (before  hrenltfhsl)  temilndtea  the  pertofl 
Turoue  da}*.  Thb  is  necessary,  because  the  siiiriir  fnrmotl  fhim  Mien  pmteld  Is  ctimtnatc-d  l«fof«  Uie 
nitiogea  belonging  to  tb«  same.  Tha  long  period  between  the  erenlng  mfial  and  bre»kftat  allovr*  for 
ibeeHminnUonot  both  coDBUtuenta." 
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signifies  a  complete  intolerance  for  carbohydrates,  and   probably  a  quickly 
fatal  outcome.     They  have  called  this  the  fatal  ratio. 

It  may  be  laid  down  as  a  rule,  tlmt  true  diabetes  niellitus  never  gels  well, 
but  that  temporary  glycosuria  often  does  so  under  proper  treatment,  l^iabetes 
may,  however,  be  controlled  and  Ufe  prolonged  very  materially  by  resort  to 
suitable  diet  and  remedial  agents. 

Treatment. — By  treatment  much  can  be  done  for  the  control  of  this  dis- 
ease. .\s  already  stated,  sim]>le  glycosuria  can  usually  be  entirely  relieved 
by  proper  attention  to  exercise,  the  regulation  of  the  diet,  so  that  the  patient 
does  not  overeat  or  overdrink^  and  particularly  by  the  limitation  of  the 
amount  of  carbohydrate  foo<l  which  he  ingests.  In  these  cases  the  appearance 
of  sugar  in  the  urine  is  to  be  regarded  as  evidence  of  the  inability  of  the  patient 
to  properly  utiUze  these  substances  in  the  boiJy.    If  there  is  reason  to  believe 

!  tliat  he  is  too  sedentary  in  his  habits,  it  sometimes  happens  that  a  moderate 
amount  of  exercise  causes  a  disappearance  of  the  glucose.  Again,  if  he  is  a 
thin,  Sparc  individual,  wlio  naturally  wtjrrics  much  about  business  or  pro- 
fe^onal  duties,  absolute  rest  from  these  causes  of  stress  must  be  insisted 
upon,  in  order  tlmt  the  nervous  system  may  recover  its  equipoise. 

I  When  true  diabetes  mellitus  is  present,  it  is  even  more  essential  that  these 
etiological  factors  should  be  controlled.  Indee<i,  it  may  be  well  said  that  to 
attempt  treatment  by  a  <hct  and  drugs  i^  useless  in  a  case  of  diabetes  mellitus, 
unless  the  patient  can  be  properly  controlled  in  regard  to  his  manner  of  life, 
provided  that  manner  of  life  is  deleterious.  In  other  words,  it  is  futile,  in  the 
majority  of  instances,  to  regulate  the  diet  and  to  give  drugs  if  the  patient  is 
to  l^e  continually  exposed  to  causes  which  are  more  potent  for  evil  than  the 
remeilies  are  for  gootl. 

[  There  can  be  no  doubt  that  the  dietetic  treatment  of  diabetes  is  far  more 
important  than  that  by  drugs,  and  it  is  essential  that  this  fact  be  borne  in 
mind,  since  physicians  are  often  careless  in  regard  to  the  (piestion  of  dietetics, 
and  patients  arc  still  more  so,  even  after  the  imptirtance  of  a  pro])er  diet  has 
I>een  conveyetJ  to  them.  Quite  frequently  Ihey  follow  the  directions  of  the 
physician  for  a  short  time,  and  then,  wearying  of  being  deprived  of  favorite 
articles  of  foixl,  take  these  articles  surreptitiously,  or  openly  declare  that 
wliether  it  doos  them  harm  or  good  they  (lo  not  intend  to  be  deprived  of 
things  of  which  they  are  fond.  For  these  reasons  the  dietetic  treatment  of 
diabetes  is  much  the  more  difficult  part  of  the  care  of  these  cases. 

I  As  diabetes  is  a  condition  in  which  the  l>ody  is  unable  to  properly  utilisse 
carbohydrates  and  their  educts,  it  is  manifest  at  once  that  an  excess  of  carbo- 
hydrates must  be  forlmlden;  but  what  is  an  excess  to  one  individual  may  not 

I  l>e  an  excess  to  another,  for  an  excess  is  that  f|uantity  which  is  more  than  the 
body  can  use.  For  this  reason  it  is  usually  wise,  when  placing  a  patient 
upon  an  antidiabetic  diet,  to  diminish  the  quantity  of  carbohydrates  which 
he  ri'ceives,  by  a  very  gradual  pnx-c.ss,  and  to  watch  the  r|nantitY  of  sugar  in 
the  urine  from  day  to  day,  since  by  this  menus  the  quantity  of  carbohydrate 

[material  which  he  can  utilize  may  perhaps  be  approximated.  A  second 
reason  for  carrying  out  this  gradual  diminution  in  the  quantity  of  starchy 
food  lies  in  the  important  fact  that  not  infre(juently  cases  of  diabetes  are 
plunged  into  diabetic  coma  by  the  institution  of  a  diet  practically  free  from 
51 
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carbohydrates,  perhaps  because  the  system  is  in  such  a  condition  that  do 
sudden  variations  in  the  character  of  the  food  can  be  permitted.  Not  only 
is  it  a  clinical  fact  that  coma  may  be  precipitated  in  this  manner,  but  we  also 
know  that  the  quantity  of  acetone  in  the  urine  is  greatly  increased  by  severe 
restrictions  of  carljohydrates.  For  this  reason  the  physician,  when  rtislrict- 
ing  diet,  should  always  examine  the  urine,  not  only  as  to  its  content  of  sxigar. 
but  as  to  content  of  acetone  as  well,  and  if  this  latter  ingredient  is  present  in 
an  amount  in  excess  of  that  which  may  be  considered  normal,  for  a  minute 
trace  is  sometimes  present  in  non-diabetic  persons,  it  is  absolutely  essential 
tliat  he  shall  at  once  restore  the  full  carbohydrate  diet,  since  hy  so  doin^  llie 
quantity  of  acetone  is  diminished  and  the  condition  of  acidiosis  which  pro- 
ducer coma  is  diminished.  (See  Treatment  of  Coma.)  The  elimination  of 
more  than  one  gram  of  acetone  in  twenty-four  hours  is  to  be  considered  an 
excess. 

Thinily,  jmtients  will  often  resent  the  total  removal  of  carbohydrates  from 
their  diet  list,  and  yet  yield  to  their  gradual  removal.  On  the  other  hand,  it 
is  not  to  be  forgotten  that  in  some  diabetics  a  certain  amount  of  carbo- 
hydrate food  seems  to  be  essential,  in  order  that  they  may  not  manufacture 
glucose  from  other  articles  of  food,  or  from  the  proteids  of  their  own  Ixjdies, 
and  in  order  that  acidiosis  be  not  pro<luce<i.  That  is  to  say,  (be  a<lministrH- 
tion  of  starch  in  moderate  quantity  may  compensate  for  their  loss  of  ghicosc. 

Sugars  should  always  be  excluded.  They  are  unnecessary  articles  of  diet, 
and,  aside  from  the  fact  that  the  body  is  unable  to  utilize  them,  thev  are  apt 
to  disturb  digestion. 

Because  carbohydrate  foo<l  cannot  be  utilized,  it  has  come  to  l>e  well 
recognized  that  tfie  patient  must  subsist  largely  upon  the  different  forms 
of  meat»  both  salt  and  fresh,  excepting  liver,  which  contains  glycogen,  and 
which,  therefore,  ought  not  to  be  given.  So,  too,  butter,  cheese,  and  the 
various  oils  ami  fata  may  be  used. 

It  has  already  been  pointed  out  that  diabetic  patients  whose  supply  of 
carbohydrate  material  has  been  cut  down  should  be  provided  with  an  amount 
of  fat  over  arnl  above  that  usually  ingested,  provided,  of  course,  that  the 
individual  can  digest  and  assimilate  fats.  It  is  evident,  however,  from  a 
series  of  investigations  made  by  von  Noorden  and  others,  that  butter,  when 
taken  in  excess  of  Hvc  ounces  a  day,  may  cause  an  increase  in  the  quantity  of 
oxybutyric  acid  in  tlic  blood.  Von  Noorden  has  pointed  out,  however,  that 
this  tleleterious  effect  of  large  amounts  of  butter  can  be  diminishe<l  if  the 
butter  is  first  washed  with  cold  water  in  a  most  thorough  manner,  since  by 
this  means  we  remove  the  lower  fatty  acids  which  are  chiefly  concernetj  in  the 
production  of  acidiosis.  Under  these  circumstances,  von  NoonJcn  tells  us 
that  as  much  as  seven  ounces  of  butter  can  be  taken  daily  without  difficulty. 

Most  of  the  shell-fish  are  useful,  but  contain  too  much  glycogen. 

In  the  way  of  fresh  vegetables,  the  patient  may  receive  the  various  greens, 
such  as  lettuce,  spinach,  dandelion,  cabbage,  cauliflower,  Bnissels  sprouts, 
string-beans,  celery,  watercress,  tomati:)es,  onions,  cucumbers,  olives,  and 
the  various  kinds  of  pickles,  and  practically  all  of  the  nuts  which  are  com- 
monly employed  as  foods,  except  chestnuts,  which  contain  too  large  a  pro- 
portion of  starch. 
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Not  rarely  the  patient  does  best  when  he  is  placed  upon  a  diet  which  varies 
in  carbohydrates  from  week  to  week;  that  is  to  say,  he  is  given  a  very  small 
quantity  of  carbohydrate  one  week,  and  a  fairly  large  quantity  of  it  the  next. 
In  those  instances  in  which  the  acetone  reaction  persists  in  the  urine,  whether 
carbohydrates  are  removeil  or  allowed,  von  Noorden  has  strongly  recom- 
mended what  he  calls  **  the  oatmeal  cure."  In  this  cure  the  patient  eats  noth- 
ing but  oatmeal  gruel  for  from  one  to  two  weeks,  save  that  in  addition  to  the 
eight  ounces  of  oatmeal  he  is  given  a  similar  quantity  of  butter  and  some 
vegetable  albumin.  Often  this  mixture  is  administered  as  frequently  as  every 
two  hours.  Von  Noorden  asserts  that  on  this  diet  t!ie  excretion  of  sugar  fjdis 
to  a  point  far  below  that  excreted  on  a  mixed  diet  from  which  all  carbo- 
hydrate has  been  removed.  At  the  end  of  a  week  or  two  it  is  always  neces- 
sary to  return  to  other  foods  temporarily,  as  othexwise  the  patient  rebels 
against  the  pursuance  of  a  pure  oatmea!  diet;  but  even  with  these  frequent 
returns  to  an  orflinary  diet,  excellent  results  are  said  to  be  reached. 

Tea,  coffee,  and  cocoa  may  be  employed, providetl  they  are  not  sweetened  by 
cane-sugar,  but  by  saccharin.  Dry  wines  which  contain  little  sugar  may  be 
given  to  those  who  are  accustomed  to  alcoholic  diinks,  although  Scotch 
whiskey,  rye  whiskey,  and  dry  gin  are  better  than  most  wines.  The  various 
simple  mineral  waters  may  also  be  given,  and  of  these  both  the  natural  and 
artificial  Vichy  waters  are  excellent,  because  of  the  quantity  of  bicarbonate 
of  sofliumwhich  they  contain.  The  old  i<iea  that  because  the  patient  urinates 
in  excess  he  should  l>e  deprived  of  water  is  no  longer  followe<l.  These  patients 
should  be  allowed  water  freely,  in  order  that  the  system  may  be  flushed 
of  toxic  materials.  When  constipation  is  present,  the  mild  saline  purgative 
waters  may  be  given,  varying  from  Apenta,  Carlsbad,  and  Hathorn  water, 
to  the  more  powerful  saline  purges. 

Theoretical ly,  gluten  provides  a  source  of  nourishment  for  diabetic 
patients,  but  practically  it  is  almost  impossible  to  obtain  a  satisfactory  gluten 
bread  whicli  does  not  contain  a  very  consideraljle  quantity  of  starch.  Tliei* 
are  upon  the  market  a  few  samples  of  biscuits  made  from  gluten  flour  which 
probably  contain  a  very  small  percentage  of  starch,  and  these  may  be  freely 
given  to  these  patients.  The  difficulty  in  the  majority  of  instances  is  that 
patients  get  exceedingly  tired  of  a  diet  from  which  all  forms  of  bread  are 
excluded,  and  for  this  reason  it  may  l)e  Impossible  to  entirely  exclude  bread 
from  the  diet  list.  Most  of  the  biscuits  which  are  made  from  substitutes  for 
wheat  flour,  such  as  that, of  the  soya  bean,  arc  so  oily  that  patients  find  it 
difficult  to  digest  them.  Almond  meal,  which  also  contains  a  very  large 
percentage  of  oil  and  no  starch,  may  be  given.  But  here,  again,  the  difficulty 
m  digesting  the  fats  it  contains  is  often  marked.  Perhaps  the  most  satisfac- 
tory bread  is  tliat  which  is  known  as  aleuruiiat,  and  whicli  has  Ijeen  highly 
recommended  by  von  Noorden.  Williamson  gives  the  following  formula  for 
its  preparation:  Mix  two  ounces  (62  gin.)  of  desiccated  cocoanut  powder 
with  a  little  water  containing  a  small  quantity  of  German  yeast.  Make  the 
mass  into  a  sort  of  paste,  and  put  in  a  warm  place  for  half  an  hour  or  longer. 
The  small  amount  of  sugar  contained  in  the  cocoanut  is  almost  entirely 
decomposed  by  the  fermentation  produced  by  the  yeast,  and  the  cocoanut 
paste  becomes  spongy.    Add  two  ounces  (62  gm.)  of  aleuronat,  one  beaten 
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egg,  and  a  small  quantity  of  water,  in  which  a  little  saccharin  has  been  dis- 
solved, and  mix  well  until  a  dough  is  formed.  Divide  into  cakes  and  bake  in 
a  moderate  oven  for  twenty  or  thirty  minutes.  The  great  difficulty  is  to 
obtain  cocoanut  fibres  sufficiently  desiccateil  and  powdered. 

Among  the  articles  which  are  to  be  carefully  avoided  are  all  the  sweet  fruits, 
such  as  melons,  grapes,  peaches,  and  those  vegetables  which  contain  a  very 
large  amount  of  starch  and  sugar,  such  as  rice,  sweet  potatoes,  beets,  beans, 
peas,  anil  carrots. 

Although  potatoes  are  eminently  a  starchy  food,  recent  investigations 
indicate  that  it  is  perhaps  the  best  form  of  starch  which  can  be  taken  by  the 
diabetic. 

The  medicinal  treatment  of  diabetes  mellitus  has  narrow  limits.  It  is 
true  that  a  host  of  drugs  have  been  recommended  by  various  clinicians  at 
various  times,  the  statement  being  made  that  they  were  capable  of  materially 
decreasing  the  quantity  of  sugar  which  was  lost  in  the  urine,  but  further 
experience  has  almost  universally  proved  that  they  possess  little  power. 
Furthermore,  very  few  of  them  have  been  shown  to  possess  any  influence 
upon  the  symptoms  associated  with  the  glycosuria.  In  other  words,  at 
the  best  they  affect  only  the  one  symptom  of  loss  of  sugar,  and  in  no  way 
correct  tlie  underlying  cause  of  the  malady. 

Without  iloubt  opium  is  the  most  valuable  drug  in  the  treatment  of 
diabetes  mellitus  in  the  majority  of  cases,  for  it  exercises  a  more  potent 
influence  in  diniinislnnor  the  elimination  of  sugar  in  the  urine  than  anv 
other  drug.  Its  alkaloids,  morphine  and  codeine,  are  also  exceetlingly 
valuable,  and  may  be  employed  when  they  prove  capable  of  controlling  the 
glycosuria  and  when  the  o]>ium  increases  the  constipation,  but  neither  of 
these  alkaloiils  is  the  ec|ual  of  the  crude  drug. 

There  are  several  important  points  in  regard  to  the  employment  of  opium, 
or  its  derivatives,  in  diabetes:  First,  patients  of  all  ages  seem  to  be  able  to 
take  large  quantities  of  opium  in  this  disease  without  developing  the  evil 
manifestations  of  the  opium  habit.  Second,  these  patients  usually  have 
to  take  ascemling  doses  of  the  drug  until  they  reach  a  dose  which  controls 
the  glycosuria  more  or  less  completely.  Third,  opiates  possess  the  advan- 
tage that  they  diminish  to  a  large  extent  nervous  irritation  and  stress.  Not 
only  do  they  protect  the  nervous  system  from  external  causes  of  irritation, 
but  by  producing  mental  quiet  and  diminishing  worry  they  indirectly  cause 
good  results.  An  endeavor  should  be  made  from  time  to  time  to  diminish, 
at  least  temporarily,  the  quantity  of  the  drug  which  is  taken,  Onlinary 
deodorized  opium  is  the  best  preparation.  Patients  may  start  on  j  grain 
once,  twice,  or  thrice  a  day,  and  gradually  increase  it,  if  necessary.  Or, 
^  to  J  grain  of  morphine  may  be  given  at  these  intervals.  In  other  instances 
J  to  1  grain  of  codeine  may  be  used  as  a  beginning  dose.  Some  patients 
get  so  much  comfort  and  such  a  diminution  of  glycosuria  under  moderate 
doses  of  these  drugs  that  the  size  of  the  dose  does  not  have  to  be  increawd. 
Thus,  I  have  had  under  my  care  for  nearly  twelve  years  a  woman  who  has 
taken  but  3  grains  of  codeine  a  day  during  all  that  time.  She  has  never  had 
any  desire  to  increase  the  dose  beyond  this  amount,  and  it  has  kept  her 
glycosuria  within  bounds.  l>esides  giving  her  a  great  deal  of  comfort. 
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In  cases  which  do  not  possess  marked  nervous  symptoms,  but  which  are 
rather  phlegmatic  in  type,  and  have  a  gouty  tendency,  the  saHcylate  of 
sodium  or  salicylate  of  strontium  may  be  given  in  fnll  doses  varying  from 
10  to  20  grains  three  or  four  times  a  day;  or,  in  their  place,  we  may  employ 
some  of  the  new  coal-tar  products*  such  as  antipyrin,  acetaniliLi,  and  phena- 
cetin.  These  drugs,  however,  must  be  given  in  U\\\  doses  to  liave  any  effect, 
and  they  so  greatly  increase  the  susceptibiHty  of  the  patient  to  cold  that  they 
must  be  used  with  great  caution.  In  cases  which  have  a  syphilitic  history,  or 
which  seem  to  be  gouty,  the  iodide  of  potassium,  in  the  dose  of  10  to  30  grains 
or  more  three  or  four  times  a  day,  often  does  good.  Wlien  the  patient  can 
digest  it,  cod-liver  oil  is  an  excecfJhigly  valuable  alterative  and  nutrient. 

With  the  idea  that  the  alkalies  aid  oxidation  processes  in  the  bo<iy  and  so 
help  to  burn  up  sugar,  various  alkalies,  as  the  potassium  and  sodium  salts, 
have  been  largely  employed.  Tims,  potassium  or  sodium  bicarbonate  may 
be  given  in  10,  15,  or  20  grain  doses  tfiree  or  four  times  a  day. 

Another  renieijy  which  is  of  value  in  some  cases,  particularly  if  antrraia 
is  present,  is  Fowler*s  solution  in  doses  varying  from  1  to  3  minims  three 
times  a  day.    \Vith  some  clinicians  it  has  a  great  reputation  in  this  disease. 

In  the  treatment  of  the  various  complications  of  diabetes  we  must  first 
consider  diabetic  coma.  After  coma  is  once  established,  we  have  no  method 
of  treatment  which  promises  permanent  recovery.  I  have  several  times 
seen  a  temporary  return  to  consciousness  follow  the  intravenous  injection 
of  one  quart  of  nornuil  saline  solution,  and  Continental  clinicians  have 
employed  and  strongly  recommended  the  injection  of  carbonate  of  sodium 
in  solution.     (See  page  SfMl.) 

When  the  presence  of  acetone  in  the  urine  or  of  tlie  early  s}Tnptoms  of 
intoxication  indicate  that  diabetic  coma  is  not  far  distant,  two  plans  of 
treatment  should  l>e  promptly  instituted.  One  of  these  is  directed  to  the 
prevention  of  the  furtlier  formation  of  acidiosis,  due  to  acetone-producing 
substiinces,  and  the  oxidation  of  titose  alretuly  found.  'J  he  other  is  designed 
to  deprive  these  sufjstances  of  their  poisonous  properties.  As  alrea^Iy  pointed 
out,  the  addition  of  nujdLmle  ainounUs  of  starchy  ftxMls  to  the  <]iet  resuhs  in 
the  decrease  or  disappearance  of  acx^toiie  from  tlie  urine — acetone  bciii^  the 
symbol  of  intoxication.  If  this  cannot  be  done  by  the  use  of  remedies  by 
the  mouth,  because  the  stomach  is  unfit  to  deal  with  food,  then  one  of  the 
monosacchanMs,  such  as  levulose  or  dextrose,  sliould  be  dissolved  in  sterile 
salt  solution  and  injected  siilycutaneously  or  into  a  vein.  Ordinary  sugars 
(disaccharids)  cannot  be  used  in  this  way.  because  they  require  the  action  of 
the  digestive  juices  to  be  disintegrated.  The  quantity  of  fluid  used  should 
be  a  quart  with  10  per  cent,  of  dextrose.  Not  less  than  50  to  100  grams 
of  levulose  should  be  given  a  day  by  the  mouth.  If  neither  of  these  can  be 
had,  glycerin  may  be  given  by  the  mouth.  Another  point  of  importance  is  to 
cut  down  the  fats  given  to  these  patients,  who  before  the  onset  of  these  symp- 
toms have  been  subsisting  largely  upon  fats  and  protelds,  because  the 
poisons  of  coma  are  derived  from  fats  and  fatty  acids. 

For  the  diminution  of  the  poisonous  properties  of  the  toxic  substances 
already  formed  everyone  is  in  accord  that  alkalies  should  be  freely  admin- 
istered.    Vichy  water  should  be  taken  in  large  quantities,  and  20  or  30 
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grains  of  bicarl>onate  of  sodium  may  be  given  every  two  or  three  hours  dis- 
solved in  Vichy  water,  thereby  fortifj'injr  it.  Stadelmann  lias  advised  the 
intravenous  injection  of  curbuiiate  of  sodium  in  order  that  it  may  combine 
with  the  acids  in  the  blood,  diminish  acidiosis,  and  aid  in  their  elimination. 
For  this  reason  the  quantity  of  acetone  in  the  urine  may  be  temporarily 
increased  by  tliis  plan  of  treatment.  Naunyn  uses  35  to  40  grams  of  car- 
bonate of  sodium  (not  bicarbonate)  dissolved  in  a  quart  of  water.  This  must 
be  given  very  slowly  by  intravenous  injection.  Even  this  plan,  if  instituted 
after  coma  is  present,  rarely  does  more  than  restore  consciousness  temporarily. 
If  the  bowels  are  confine*!  they  should  be  opened  by  some  saline  purge,  but 
active  purgation  should  not  be  resorted  to,  since  by  this  means  concentration 
of  tlie  poison  may  t^ike  place  if  the  bowel  is  not  active  in  the  process  of 
eliminating  poisons  from  the  blood. 


DIABETES  INSIPIDUS. 

Definition. — Diabetes  insipidus  is  a  condition  in  which  a  person  passes 
excessive  quantities  of  urine  containing  no  abnormal  constituents  and  of 
a  low  specific  gravity.  This  term  is  sometimes  applied  erroneously  to  a 
fleeting  attack  of  polyuria  due  to  nervousness  or  fright  and  to  profuse  diu- 
resis following  the  ingestion  of  excessive  amounts  of  water.  It  is  also  to  be 
separated  from  the  constant  polyuria  sometimes  seen  in  hysterical  women. 

Etiology. — Diabetes  insipidus  is  most  commonly  met  with  in  persons 
under  thirty  years  of  age  and  may  occur  in  early  childhood.  It  is  more 
common  in  males  than  in  females.  Very  rarely  it  is  definitely  hereditary, 
and  occasionally  there  is  in  the  history  of  the  patient  a  statement  tliat  it 
developed  after  some  severe  injury,  as  a  railroad  accident  or  fall.  In  some 
instances  this  may  be  due  to  damage  of  the  central  nervous  system,  in 
others  to  local  nervous  lesions.  It  has  also  followed  sunstroke  and  pro- 
longed fevers  of  an  infectious  type,  and  it  has  been  met  \\ith  as  a  symptom 
in  cases  of  brain  tumor. 

The  cause  is  unknown,  but  it  is  probably  due  to  some  condition  of  relaxa- 
tion of  the  bloodvessels  supplying  the  Malpighian  tufts,  with  the  result  that 
an  excessive  quantity  of  fluid  passes  downward  from  these  tufts  through 
the  tubules. 

Morbid  Anatomy. — No  distinct  lesions  have  been  found  constantly  in 
cases  of  this  character  at  autopsy,  and  nothing  has  been  learned  of  the 
pathology  of  the  malady  by  dea<i-room  investigation.  Sometimes  the  kid- 
neys are  found  to  be  swollen  and  congestetl,  but  no  real  renal  lesion  explain- 
ing the  polyuria  has  as  yet  been  described. 

Symptoma. — The  dominant  symptom  of  diabetes  insipidus  is,  of  course, 
a  profuse  urinary  flow.  Next  to  this  symptom  is  the  constant  thirst  suffered 
by  the  patient,  who  no  sooner  provides  his  system  with  fluid  by  drink- 
ing than  it  escapes  from  the  kidneys.  The  third  symptom  of  imp>ortance 
is  the  annoyance  caused  by  the  necessity  of  emptying  the  bladder  many 
times  a  day  and  the  loss  of  rest  at  night  by  reason  of  the  s&me  condition. 
Closely  related  to  these  symptoms  in  its  causation  is  dryness  of  the  mouih 
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and  excessive  drtjness  of  the  skin.  Partly  because  of  the  fact  that  the  condi- 
tion develops  usually  in  nervous  patients,  or  in  those  whose  nerves  have 
been  shattered  In*  accident,  jwrsons  sufTeriiig  from  diahetci>  insipidus  are 
often  very  irritable  and  peevish,  an  irritability  wfiich  is  maintained  by  the 
necessity  of  frequent  micturition.  The  bo<ly  temperature  may  be  normal 
or  subnormal.  Tyson  states  that  some  cases  can  take  inordinate  quantities 
of  alcohol  without  intoxication,  but  that  others  are  unduly  susceptible  to 
the  cerebral  effects  of  this  drujj. 

The  quantity  of  urine  passed  by  some  cases  of  diabetes  insipidus  quite 
equals  that  passes!  by  well-advanced  cases  of  tliabetes  mellitus  with  free 
polyuria.  As  much  as  eighty  and  ninety  pints  a  day  have  been  excrete<l 
but  the  usual  quantity  is  rarely  above  ten  or  twelve  pints.  The  specific 
gravity  Ls  almost  as  low  as  ordinary  water,  and  rarely  exceeds  1.003  or  1.005, 
owing  to  the  fact  that  the  normal  urinary  solids  are  dissolved  in  such  an 
exceedingly  large  quantity  of  fluid;  but  a  high  specific  gravity  alone  does 
not  indicate  glycosuria,  since  diabetic  urine  may  not  be  over  1.012  or 
1.015.  At  times  the  total  urea  is  greatly  in  excess  of  that  nornially 
excreted.     Albumin   is   never   present  except   in   very  small   amount. 

Di&gnosia. — Before  decifling  that  a  patient  has  true  diabetes  insipidus 
it  must  lie  determined  that  the  condition  is  not  a  fleeting  polyuria,  but  a 
constant  state.  Tests  as  to  specific  gravity  of  the  urine  and  for  sugar  will 
reveal  diabetes  mellitus.  The  state  of  the  cardiovascular  system  and  the 
eye-grounds  may  reveal  chronic  contracted  kidney. 

Prognosis. — Prognosis  so  far  as  life  is  concerned  is  good.  Recovery  is 
by  no  means  rare,  and  even  if  it  does  not  take  place  death  from  the  malady 
rarely,  if  ever,  occurs.  The  celebrated  case  of  Willis  lived  fifty  years  with 
this  condition  present.  It  is  only  when  the  diabetes  insipidus  depends  upon 
a  serious  nen'ous  lesion  that  tlie  prognosis  is  bad,  and  then  because  of  the 
lesion  and  not  because  of  the  polyuria. 

Treatment. — No  treatment  for  diabetes  insipidus  which  has  yet  been 
instituted  has  proved  satisfactory.  It  is  quite  true  tliat  a  large  numl>er  of 
remedies  have  l)een  spoken  of  in  ternas  of  praise  by  various  practitioners, 
but  the  very  number  of  them  indicates  that  no  one  of  them  gives  results 
which  are  definitely  curative.  The  use  of  vegetable  astringents,  such  as  gallic 
acid,  with  the  idea  that  by  this  means  a  diminution  in  the  secretion  of  urine 
may  be  brought  about,  sometimes  prcKJuces  favorable  results.  The  dose 
must  be  large,  from  5  to  20  grains  three  or  four  times  a  day;  but  even  when 
such  large  doses  are  used  as  to  disorder  the  stomach,  it  not  infrequently 
happens  that  no  decrease  in  the  quantity  of  urine  is  brought  about.  In 
other  instances  good  results  are  said  to  accrue  from  the  employment  of  an 
active  fluid  extract  of  ergot  given  in  the  dose  of  20  to  30  minims  three  or 
four  times  a  day,  alone  or  with  the  bromide  of  sodium  in  the  dose 
of  20  grains.  The  ergot  is  supposed  to  act  by  contracting  the  capillaries 
in  the  Malpighian  tufts.  When  the  poljniria  causes  much  restlessness 
and  insomnia,  the  remedies  already  named  may  be  aided  by  the  simul- 
taneous aflministration  of  codeine,  which  will  probably  not  decrease  the 
quantity  of  urine,  but  which  usually  acts  as  a  nervous  sedative  with  suffi- 
cient power  to  prevent  the  bladder  from  waking    the    patient  more   fre- 
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queatly  than  is  absolutely  necessary.  The  bromides  may  also  be  used  for 
this  purpose.  In  those  cases  which  are  associated  with  neurasthenia  or  which 
follow  prolonged  nervous  strain,  the  "Rest  Cure"  or  a  vacation  where  the 
patient  is  not  annoyet!  by  business  or  family  cares  will  probably  give  better 

results  than  will  drugs. 

GOUT. 


Definition. — Gout  is  a  disease  which  depends  for  its  existence  upon  a 
disorder  of  metabolism,  a.s  a  re.sult  of  which  deposits  of  biurate  of  so<iinnii 
take  place  in  the  joints  and  in  the  fibrous  tissues  surrounding  them.  It  is 
characterized  by  associated  changes  of  a  fibroid  and  calcareous  character 
in  other  parts  of  the  body  in  many  instances,  and  in  its  acute  exacerbations 
it  frequently  causes  severe  inflammation  and  pain  in  one  or  more  joints. 
The  joint  of  the  big  toe  is  very  commonly  the  chief  seat  of  the  articular  dis- 
order.    Gout  is  sometimes  called  "  podagra.*' 

Etiolojfy. — ^The  precise  cause  of  gout  is  unknown,  but  certain  etiological 
factors  in  its  development  are  universally  recognized  as  being  active.  The 
first  of  these  is  umloubtedly  heredity,  but  while  it  is  true  that  the  tendency 
to  the  disease  is  often  inherited  it  is  also  true  that  tlie  descendants  of  gouty 
persons  often  fail  to  develop  the  disease,  and  that  other  persons  who  have 
no  gout  in  their  family  history  suffer  from  the  mala^iy.  It  is  interesting  in 
this  connection  to  note  that  younger  children  of  gouty  persons  more  fre- 
quently fall  victims  to  gout  than  the  children  of  their  earlier  years,  probably 
because  the  gouty  tliathesis  is  better  developed  in  advanced  years  in  the 
parents  than  in  yoirth. 

A  second  factor  in  the  production  of  gout  is  mode  of  life  as  to  exercise 
and  mental  labor.  There  is  universal  accord  that  great  mental  and  nervous  | 
stress  with  little  physical  exercise  frequently  pro<iuces  a  gouty  diathesis 
and  often  precipitates  an  acute  attack  of  the  malady  in  those  alrea<ly  pouty. 
Duckworth  states  that  political  life  in  England  is  notoriously  conducive  to 
gout,  and  that  lawyers  are  very  prone  to  it.  In  the  case  of  the  country  s<:|uire 
who  is  so  often  gouty,  high  living  and  rlrinking,  with  a  long  heritage  of 
dietetic  indiscretion,  probably  overcomes  all  the  good  effects  of  an  acdve 
out-door  existence.  In  those  who  live  chiefly  out-of-doors,  as  fanners, 
soldiers,  and  sailors,  the  disease  is  rare. 

.\  third  factor  of  some  importance  is  age.  Wiile  cases  of  well-developed 
gout  are  met  with  in  younfl;  children  and,  very  rarely,  even  in  infancVr  ^c 
malady  commonly  does  not  develop  till  after  the  thirtieth  year,  but  rarely 
waits  til!  the  fifth  decatle  of  life  before  at  least  beginning  its  early  manifesta- 
tions. 

A  fourth  factor  is  the  abuse  of  alcohol,  not  in  the  sense  of  going  on  sprees, 
but  in  such  a  manner  that  the  system  is  all  the  time  engaged  in  oxidizing  or 
destroying  this  drug.  Ales  and  beers — that  is.  malt  liquors — are  more  prone 
to  cause  gout  than  are  whiskies  and  other  distilled  liquors.  Sweet  and  sour 
wines  are  also  provocative  of  this  disorder,  particularly  champagne. 

A  fifth  factor  is  overeating.  There  is  an  increasing  number  of  persons 
in  America  who  do  not  eat  to  live,  but  Uve  to  eat,  and  who  stimulate  the 
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dj|^stive  organs  to  greater  activity  by  the  use  of  highly  seasoned  dishes, 
with  the  result  that  tliey  ingest  and  absorb  raore  food  than  the  system  can 
use,  stifling  oxidation  and  clogging  elimination. 

Finally,  a  very  powerful  factor  in  producing  gnut,  in  those  who  are  exposed 
to  the  metal,  is  lead  poisoning  of  the  chronic  type. 

We  find,  then,  that  the  chief  causes  of  gout  are  heredity,  lack  of  exercise, 
nervous  stress,  and  the  ingestion  of  more  food  or  drink  tlian  the  body  can 
properly  deal  with. 

IVequency, — True  gout  in  Its  frank  forms  is  far  less  common  in  England 
than  it  was  in  the  early  part  of  the  last  century  or  in  the  eighteenth  century. 
In  America  it  is  certainly  very  rare.  On  the  other  liand,  both  in  England 
and  in  this  country  '"lurking,"  "lateral,"  or  masked  gout  is  certainly  greatly 
on  the  increase.    The  disease  is  more  common  in  men  than  in  women. 

Pathology, — When  we  come  to  a  study  of  this  disease  from  the  standpoint 
of  perverted  physiology  or  pathology,  we  encounter  a  task  over  which  the 
profession  has  toiled  unceasingly  year  after  year  with  little  advance  in  our 
understanding  of  gout,  but  great  a*!vance  in  our  knowledge  of  the  meta- 
bolic changes  in  the  body.  When  Sydenham  wTote»  after  being  a  sufferer 
from  gout  for  years,  tltat  it  is  due  to  *'  the  impaired  concoction  of  matters 
both  in  the  parts  and  juices  of  the  body,"  he  expresses!  himself  as  clearly 
and  correctly  as  do  many  modern  writers  on  this  subject. 

The  pages  of  a  text-i>ook  are  not  suitable  for  a  discourse  in  which  a  multi- 
tude of  researches  are  analyzed  and  judged,  yet  it  is  proper  to  take  note  of 
several  theories  as  to  the  cause  of  gout  that  have  been  strongly  advocated  by 
one  or  more  investigators^  with  some  basis  for  their  views. 

One  theory  is  that  when  the  blood  an*!  lymph  are  saturated  with  uric  acid 
the  urates  are  precipiUited  by  a  slight  lowering  of  the  temperature,  such  as 
is  apt  to  occur  in  an  exposed  joint.  This  theory  is  not  adequate  to  explain 
the  disease,  because  it  has  been  prove{J  that  the  fluids  are  not  saturated  with 
uric  acid  or  urates  iti  cases  of  gout,  and  the  disease  affects  parts  wliich  are^ 
not  chilled. 

^\gain,  Kolisch  advanced  the  view  that  the  so-called  xanthin  bases  are  the 
cause  of  gout.  This  investigator  believes  that  the  nucleinie  bodies  are  broken 
up  into  xanthin  and  hypoxanthin»  and  tjiat  in  the  healtliy  ki^lneys  these  are 
in  turn  changeil  into  uric  acid.  In  gout  he  thinks  that  t[ie  kidneys  fail  to  per- 
form their  function  |>roperly,  that  the  xanthin?i  are  not  transformed  into  uric 
acid,  and  that  tliis  results  in  the  retention  of  xanthins,  which  straightway 
proceed  to  cause  gout.  This  view  has  been  impaired  by  the  fact  that  his 
methods  of  research  were  faulty  and  by  the  fact  that  other  investigators, 
using  more  accurate  methods,  get  different  results. 

His  believes  that  tlie  uric  acid  of  the  gouty  is  a  protiuct  of  tlie  disease,  and 
that  it  is  capable  of  causing  evil  effects  in  the  bcHly.  It  is  not  the  prime 
factor,  in  other  words,  but  a  secondary  factor,  just  as  the  bacillus  of  diph- 
theria is  the  prime  factor,  and  the  toxins  which  it  produces  cause  wide- 
spread lesions  as  secondary  factors.  In  the  normal  body  uric  acid  is  in 
large  part  destroyed;  whereas,  in  gout  it  is  permitted  to  exist  and  induce 
secondary  evil  effects.  Any  cause  which  prevents  the  destruction  of 
uric  acid  predisposes  the  patient  to  its  deleterious  influences,  and  these 


810 


DISEASES  OF  NUTRITION 


causes  may  be  mheriteri,  acquired,  or  due  to  poisons,  such  as  lead.  Here, 
again,  we  are  met  by  the  contradictory  fact  that  in  a  number  of  dis- 
eases an  excess  of  uric  acid  develops  without  any  signs  of  gout  appearing. 
Thus,  in  leukaemia,  pneumonia,  and  chronic  kidney  disease  this  add  cir- 
culates in  the  blood  in  excess,  but  no  gout  is  produced. 

The  view  of  Ebstein  is  that  there  is  a  primary  nutritional  disturbance  in 
the  affected  joints,  and  in  other  tissues,  which  results  in  tissue  death  within 
those  parts,  and  that  in  these  devitaUzed  areas  urates  are  deposited.  Finally, 
von  Noorden  believes  that  a  special  ferment  acts  to  produce  these  local 
nutritional  chanf^es  and  that  the  deposit  of  urates  then  ensues. 

The  most  popular  theory  as  to  the  cause  of  the  symptoms  has  been  that 
there  is  present  in  the  body  an  excess  of  uric  acid.  Tliis  is  the  theory  of 
Garrod,  and  in  more  recent  times  has  had  its  most  entliusiastic  advocate  in 
Haig.  Garrod's  theory  that  the  decrease  of  uric  acid  in  the  urine  at  the  time 
of  an  attack  is  due  to  its  retention  in  the  boflv,  and  that  this  retention  causes 
an  outbreak,  is  now  held  to  he  erroneous,  or  at  least  is  re^anled  witli  grave 
doubt,  as  is  also  his  view  that  a  <iecreused  alkalinity  of  the  blood  causes  a 
precipitation  of  the  urates,  for  Magnus-Levy,  Luff,  and  W.  His,  Jr.,  have 
all  proved  that  the  quantity  of  uric  acid  in  the  bloo(i  is  not  increase*!  during 
or  l)efore  an  attack,  nt>r  is  the  alkalinity  of  the  bkx>d  flecreased.  Still  others 
have  shown  tliat  the  decrease  in  the  excretion  of  uric  acid  just  before  an 
attack  of  gout  is  due,  in  part  at  least,  to  a  decreased  ingestion  of  food.  These 
researches  do  not  prove,  however,  that  uric  acid  protlucing  substances  are 
pot  present  in  excess,  and  it  is  entirely  possible  that  the  scanty  elimination 
of  uric  acid  in  many  of  these  patients  in  the  interval  between  attacks  is  due 
to  the  failure  of  the  body  to  change  them  into  uric  acid,  with  the  result  tliat 
they  cause  an  attack,  at  which  time  the  percentage  of  uric  acid  excreted 
often  temporarily  rises.  I  confess  that  this  view  seems  the  more  attractive. 
When  we  consider  that  the  injection  of  uric  acid  into  the  blood  does  not  cause 
gout,  thnt  it  is  present  in  leukannia,  pneumonia,  and  nephritis  without  causing 
gout,  and  that  no  excess  of  uric  aci<l  is  found  in  the  blood  in  gout,  it  is  hard 
to  believe  that  uric  acid  causes  gout.  While  Kolisch's  theory  may  be  imper- 
fect in  detail,  anci  while  the  kidney  may  not  transform  xanthin  into  uric  acid, 
it  is  entirely  possible  that  an  excess  of  xanthin  may  be  present  in  gout.  This 
view  is  supportefl  by  several  facts,  which  indicate  that  uric  acid  is  an  end- 
product  derived  from  nuclein  breakdown,  and  that  it  is  not  this  healthy  end- 
product,  but  by-products  which  are  morbid  in  effect.  From  nuclein  we  can 
obtain  albumin  and  riiicleinic  acirl;  from  nueleinic  acid  we  can  obtain  phos- 
phoric acid  and  a  substance  which  in  turn  may  be  split  up  into  xanthin  inises 
and  uric  acid.  If  oxidation  is  complete,  uric  acid  is  the  chief  end-product, 
if  it  is  incomplete,  then  xanthin  is  the  chief  product.  Bain  and  Futcher  liave 
both  shown  that  when  (here  is  an  increase  in  uric  acid  excretion  there  is  an 
increase  in  phosphoric  acid  secretion^and  tliey  believe  that  this  throws  a  side 
light  upon  the  relation  of  uric  acid  and  xanthin  to  gout.  Thus,  in  one  of 
Futcher's  cases  there  was  a  marked  fall  in  both  phosphoric  acid  and  uric 
acid  immediately  before  an  attack,  followed  by  a  very  great  increase  at  the 
time  of  the  attack,  and  this  again  by  a  fall.  The  phosphoric  acid  curve  was 
far  greater  than  the  uric  acid  curve. 
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It  would  seem,  therefore,  that  tlie  destruction  of  nucleinic  bodies  may  be 
perverted  in  gout,  and  this  is  all  that  Futcher's  study  proves,  namely,  that 
as  phosphoric  acid  and  uric  acid  are  both  derivetl  from  nuclein,  and  as  they 
are  greatly  disturbed  in  amount  in  relation  to  the  attack,  it  is  fair  to  assume 
that  some  relation  exists  between  nucleinic  bodies,  their  derivatives,  and 

I  gout. 
At  the  present  time  it  would  seem  probable  that  we  may  divide  this  ques- 
tion of  tlie  pathology  of  fcout  into  tw*»  sulMjuestions,  \\z.: 
1.  Is  there  present  \n  the  botly  at  the  time  of  an  attack  of  gout  an  excess 
of  uric  acid,  or,  rather,  of  material  capable  of  producing  uric  aci<l?    The 

■answer  is  "Yes." 
2.  What  is  tlie  reason  that  this  condition  develops?  The  answer  is  that  we 
do  not  know,  but  that  it  is  dependent  upon  a  perversion  of  metabolism  not 
yet  understoo<l,  whereby  in  health  uric  acid,  a  primarily  harmless  body,  is 
produced,  and  in  disease  a  by-product  is  found,  which  causes  an  attack  dur- 
ing, or  before,  which  urate  of  sodium  is  deposited  in  the  tissues. 

Morbid  Anatomy. — Gciut  may  proflure  morbi*!  changes  in  every  tissue  of 
the  Ixxly,  even  to  the  hair  and  nails,  but  the  purts  which  arc  most  freciuently 
unpaired  by  its  existence  are  the  heart  and  the  bloodvessels,  the  kidneys 
and  the  joints.  From  the  standpoint  of  outward  manifestations  and  early 
discomfort,  the  joint  changes  are,  of  course,  the  most  important,  but  from 
the  standpoint  of  the  physician,  whose  duty  it  is  to  prolong  life,  the  canllo- 
vascular  and  renal  changes  are  the  factors  which  deserve  most  attention. 
Because  of  the  wide  distribution  of  gout  in  the  body,  Sydenham  wrote: 
"Totum  corpus  est  podagra/* 

The  lesions  In  the  joints  are  characteristic;  the  ligaments,  tendons,  and 

burste  all  become  affected,  and  even  the  articular  cartilages  are  involved. 

H  In  all  tliese  tissues  deposits  of  hiunite  of  sodium  take  place,  aix!  tliey  may  be 

™  so  copious  that  the  parts  are  defurn^ed  and  iiicapacilated  by  roughening  of 

the  cartilaginous  surfaces,  or  by  thickening  of  the  sheaths  of  the  tendons  and 

joints.    In  t)-pical  cases  the  disease  first  attacks  the  joint  of  the  big  toe,  then 

the  finger  joints,  after  this  the  metacarpal  and  metatarsal  joints,  and  still  later, 

H  but  much  more  rarely,  the  large  joints.     When  these  are  affected,  the  wrist, 

^  elbow,  and  knee  are  the  parts  usually  involved.    The  hall-and-socket  joints 

(hip  am]  shoulder)  are  very  rarely  involved  in  gout,  and  the  upper  extremities 

are  nmch  less  fre(|uently  alTecteil  than  the  lower  ones.    When  the  ilisease  is 

■  well  advanced  there  is  so  great  a  dejx>sit  of  biurate  of  sodium  that  it  lies 
under  the  skin  in  a  white  knob,  or  pea-shaped  mass,  which  looks  white  and 
chalky.  If  the  skin  covering  such  a  deposit  is  injured,  it  not  rarely  undergoes 
necrosis,  and  biurate  of  sodium  exutles  from  the  part,  looking  hke  wet  chalk. 
Sometimes  on  the  fingers,  near  the  base  of  the  finger-nails,  or  alwut  the  first 

■  phalangeal  joint, there  develop  small, hard,  uratic  massescalled  '*crabs*  eyes." 
It  is  a  remarkable  fact  that  these  deposits  often  take  place  without  any  other 
manifestation  of  gout  being  present  and  without  any  pain,  so  that  attention 
may  be  called  to  them  only  by  reason  of  the  disfiguration  produced.  Gouty 
deposits  about  the  base  of  the  finger  or  at  the  second  joint  are,  however, 
usually  part  of  a  general  gouty  outbreak. 

When  the  articulating  cartilages  are  affected  two  conditioas  may  be  pre- 
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sented.  If  no  injury  has  occurred,  and  if  no  cause  of  irritation  has  existed 
other  than  the  gout,  the  articulating  surface  is  seen  to  be  smeared  or  jilas- 
tered,  to  use  Duckworth's  expression,  with  a  uratic  deposit  lookiug  as  while 
and  smooth  as  fresh  white  lead  (Fig.  105).  When  irritation  has  been  present 
the  articular  cartilage  may  be  erodeij.  In  this  latter  form  there  is  often 
overgrowth  of  connective  or  fibrous  tissue  in  the  surrounding  parts  along  with 
the  deposit  of  urates,  as  already  described,  and  stiffening  or  distortion  of  the 
joint.  Theciumgesin  the  bursa  areoften  noteworthy.  I  have  acase  now  under 
treatment  in  which  there  is  a  bursa  swollen  to  the  size  of  a  bantam's  egg  on 
the  hee!  at  the  insertion  of  the  tendo  Achilhs.  It  is  a  very  dusky  re<l  and  is 
exquisitely  scn.sitive,  but  contains  nothing  Imt  fluid.  It  has  often  develoj)ed 
before,  and  vnidcr  active  treatment  for  gout  has  always  disappeared  and  left 
no  trace  behind  it. 


Fio.  10& 


ahovHns  urate  of  •odium  deposited  on  an  articulating  surface.    (Qraupacr  and  Zlmmertoaa  ) 

The  cardiovascular  changes  caused  by  gout  do  not  result  from  tlie  deposition 
of  hiurate  of  so<litHn  in  the  heart-valves  or  in  the  bloodvessel  walls.  Indeed, 
it  is  rare  for  such  deposit-s  to  he  found,  although  cases  are  recordeil  in  which 
the  cardiac  valves  and  the  intima  of  the  aorta  have  contained  the  hiurate  of 
sodium.  But  while  it  is  true  that  hiurate  of  so<liuni  is  not  depositetl  in  the 
vascular  system,  as  it  is  in  the  joints,  it  is  also  true  that  gout  causes  first 
arterial  spasm,  then  arteriocay)illary  fibrosis,  and.  finally,  advanceil  calcare- 
ous changes  in  the  vessels.  The  I'esuk  of  tins  is  cardiac  hypertrophy  on  the 
left  side  of  the  heart  in  particular.  The  endocardium  is  never  the  seat  of 
acute  endocanlitis  as  a  result  of  true  gout.  The  only  endocardial  changes 
are  those  common  to  ordinary  cases  of  general  atheromatous  degeneration, 
in  that  sclerotic  changes  take  place  in  the  valves,  particularly  those  guard- 
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ing  the  aortic  and  mitral  orifices.  The  chorda  tendinea  are  also  shortened 
by  a  similar  process  and  rendered  inelastic. 

The  pericardium  is  very  rarely  affecte<l. 

The  venous  system  is  prone  to  varicosities  and  calcareous  plates  may  be 
present  in  th^  walls  of  the  veins.  These  in  turn  may  result  in  thrombosis 
and  phlebiti-s. 

Gout,  cardiovascular  disease,  and  angina  pectoris  are  a  wicked  trio  that 
bring  many  a  noble  man  to  death. 

Whatever  the  gouty  poison  rnay  be  which  causes  changes  in  the  general 
vascular  system,  that  poison  also  damages  the  renal  tissues  as  well.  The 
bloo<ive&sels  of  the  kidneys  are,  of  course,  involved  in  the  general  vascular 
6brosis,and  we  have  thesmall, contracted  kidney  often  calknl  a'* gouty  kidney," 
because  it  is  often  the  result  of  gout.  Many  years  ago  Ord  and  Greenfield 
showed  that  in  two-thirds  of  all  ciises  examined  at  autopsy  in  whicli  tliere  was 
gout  in  the  great  toe  there  was  chronic  granular  kidney,  and  in  the  remaining 
one-third  a  condition  allied  to  it.  While  it  is  quite  true  that  deposits  of 
biurateofsoflium  are  sometimes  found  in  the  kidney  structure  in  the  region 
of  the  papilhv,  and  extending  outwarxl  along  the  pyramids  toward  the 
periphery  of  the  organ  in  whitish  streaks,  such  cases  are  very  rare  when 
we  consider  the  number  of  cases  of  gout  and  the  number  of  cases  of  renal 
disease  complicating  its  existence. 

Symptoms. — Tliese  are  best  studied  in  ihrfe  divisions:  the  acuie^  the 
chronic,  and  the  aberrant  types. 

Acute  Gout. — In  this  form  the  fully  developed  symptoms  are  often  pre- 
ceded byseveral  hours  or  <iaysof  nervous  irriiahUiiyf  of  insomnia,  orof  gaieral 
u>relchedncss  not  easily  descriheij.  In  some  cases  pniriius  ant  is  present,  or 
itching  elsewhere  may  annoy  the  patient  and  keep  him  restless  at  night* 
The  urinary  sccrrtiim  is  often  ficanfy  and  tlie  Uathirr  may  be  irritable.  In 
other  cases  these  symptoras  are  entirely  absent  and  the  patient  will  recall, 
during  his  hours  of  sufTering,  that  he  has  seldom  felt  as  well  as  he  felt  for  a 
day  or  two  before  the  attack  came  on. 

The  attack  itself  usually  consi.sts  in  the  sudden  onset  of  sharp  pain  and 
inflammation  in  the  ball  of  the  great  foe.  The  pain  is  very  severe  and  stab- 
bing in  character,  often  extending  upward  into  the  foot.  A  swelling  develops 
with  surprising  rapidity  am!  the  fikin  over  it  h  red,  hot^  and  burnished.  In 
addition,  the  part  affected  is  exquisitely  sensitive,  so  that  the  pressure  of  the 
be<l-elothes,  much  less  that  of  a  shoe,  is  insupportalile.  Not  rarely  a  diatinct 
febrile  condition  is  present,  the  temperature  reaching  102°  or  more.  After 
a  few  hours  the  agony  diminislies,  the  swelling  ilecreases,  and  the  patient 
is  more  comfortable,  but  v\nthin  the  next  twenty-four  hours  the  malady  nuiy 
return  with  fresh  severity.  This  may  [lersist  for  several  days,  but  at  the  end 
of  that  time  the  patient  is  not  only  soon  on  the  road  to  recovery,  but  feels 
better  than  for  a  considerable  time  Vtefore  the  attack,  aUhough  the  ball  of 
the  toe  may  be  swollen  and  inflamed  for  some  days  longer. 

There  are  three  noteworthy  peculiarities  about  these  sei7Aires,  namely, 
that  they  usually  develop  after  viidnighi,  waking  the  patient  from  sleep; 
that  although  the  inflammatory  process  in  and  about  the  joint  seems  furious 
in  its  severity,  the  part  never  goes  on  to  suppuraiion,  and  the  onset  and 
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disappearance  of  the   attack  is   followed  by  littie  if  any  disahiiUy  in  the 
affected  part.    Only  when  repeated  attacks  take  place  is  there  develop 
much  deformity  of  the  area  involved  in  the  gouty  manifestation. 

Acute  gout  is  nearly  always  recurrent.  Sometimes  it  attacks  the  patient 
every  few  weeks,  in  other  cases  every  few  months,  and  in  others  every  few 
years. 

This  form  of  ^out  is  very  rare  in  the  United  States,  but  frequent  in 
Englaml,  although  less  so  than  it  was  many  years  ago. 

Chronic  Gout. — Chronic  gout  as  a  distinct  condition  from  acute  gout 
does  not  really  exist;  that  is  to  say,  no  sharp  line  separates  this  type  fromJ 
the  acute  form.     Two  tj-pes  of  it  may  be  recognized.     In  one,  repeated! 
attacks  of  acute  gout  are  connected  with  one  another  by  modifieil  gouty 
manifestations,  such  as  stiffness  and  soreness  in  various  parts,  as  in  the  wrists 
and  elbows,  or  the  maintenance  of  a  certain  degree  of  low-grade  inflamma- 
tion in  the  joint  of  the  big  toe.    In  the  other  form  there  are  no  acute  out- 
breaks such  as  have  just  been  describeil,  but  a  gradual  process  of  goulj 
thickening  of  fibrous  tissues  and  an  equally  gradual  deposition  of  biuraSc  of 
sodium,  about  the  ictidons,  the  joints,  an*l  in  the  articular  cartilages.    Similar  ■ 
deposits  called  tophi  are  found  in  the  e<lges  of  the  ears,  and  the  ** crab's  rye'** 
fornuitiorvt  in  the  fingers  already  referred  to  are  found. 

The  urine  is  scanty,  the  arterial  tension  is  usually  high,  and  the  aortic 
second  sound  accentuated.     (See  Morbid  Anatomy.) 

In  some  instances  sudden   inflammatory  attacks  of  moderate  severity, j 
as  compared  to  the  acute  attacks  in  the  big  toe,  develop  in  one  or  several" 
of  the  large  joints,  as  the  elbow  and  knee,  and  may  give  rise  to  the  belief 
that  acute  articular  rheumatism  is  present,  particularly  as  a  rise  of  two  or 
three  degrees  of  fever  may  take  place.     I  have  seen  a  patient  with  severe 
nodular  gout  of  the  hands  develop  an  attack  of  universal  articular  gcmti 
after  having  his  hands  baked  in  a  hot-air  apparatus,  probably  beciiuric  the 
treatment  caused  the  distribution  of  a  mass  of  gouty  material  in  his  body. 
The  alterations  in  the  appearance  of  the  joints  in  these  attacks  has  already 
been  described  wlien  writuig  of  the  morliid  anatomy  of  this  disease.    They 
may  resemble  very  closely  that  malady  called  arthritis  defornians. 

After  this  type  of  gout  continues  for  years  the  patient  c«mes  to  his  death 
as  a  result  of  renal  or  cardiovascular  disease,  or  by  some  acute  infection,  such 
as  pneumonia,  which  finds  a  ready  victim  in  one  whose  \ital  organs  are 
already  impaired.     In  other  words,  deatli  is  due  to  a  terminal  infection. 

Not  rarely  patients  with  this  type  of  gout  are  intellectually  brilliant  up  to 
the  moment  of  their  final  illness.  The  presence  of  the  disease  seem-^  ti»  he 
a  spur  to  mental  activity. 

Irregular  Gout. — Without  this  division  of  gout  some  modern  phvsuiatis 
would  be  sadly  at  sea  in  diagnosis.  It  affords  a  loophole  of  escape  when  a 
patient  insistijon  a  diagnosis,  and  Haig  de3er\'es  the  gratitude  of  many  prac- 
titioners for  having  fx>pulari»ed  the  idea  of  "uric  acid  as  a  factor  in  dis^ 
ease."  There  can  be  no  doubt  that  many  patients  do  present  symptoms  of 
aberrant  or  modiHet]  gout,  but  they  are  by  no  means  as  numerous  as  they 
are  thought  to  be.  The  gouty  poison  is  capable  of  producing  almost  as 
many  symptoms  and  ailments  as  is  hysteria,  but  not  all  the  symptoms  which 
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are  credited  to  it,  and  it  is  unfortunate  that  "uric  acid"  is  so  often  a  cloak 
to  ignorance  which  so  pacif!e3  the  physician  and  patient  that  a  search 
for  a  true  cause  is  discontinued.  Uric  acid  is,  as  already  stated,  in  all 
probability  not  the  cause  even  in  the  true  gouty  cases  of  many  of  the  symp- 
toms presented,  but  rather  the  result  of  the  metabolic  disorders  underlying 
the  illness. 

There  can  be  no  doubt,  on  the  other  hand,  that  gout  really  is  responsible 
in  many  cases  for  the  presence  of  a  very  htrge  number  of  disorders  in  widely 
different  organs  of  the  body,  such  as  eczema  and  other  forms  of  inflamma- 
tory or  irritative  changes  in  the  skin,  notably  pruritus,  Duckworth  speaks 
of  a  painful  induration  of  the  ala  of  the  nose  in  some  gouty  f>ersons.  In 
tl*e  circulatory  system  the  changes  caused  by  gout,  even  in  those  who  have 
no  outward  manifestation  of  the  disease,  may  be  very  notable,  as  already 
pointed  out. 

In  the  article  on  gonorrhceal  infection  it  has  already  been  stated  that  a 
suppurative  urethritis  may  be  due  to  gttut,  and  irritability  of  the  blailder 
and  renal  stone  may  arise  from  this  cause.  So,  too,  it  is  not  infrequent  for 
diabetes  mellitus  to  develop  in  gouty  persons  and  to  be  modified  in  its  course 
by  anti-gout  remedies. 

Albuminuria  is  also  frequently  present  as  a  result  of  the  high  arterial 
tension  or  of  the  nephritis  produced  by  the  gouty  poison. 

Gouty  persons  often  suffer  from  sudden  and  severe  attacks  of  acute  pharyu' 
gilis  or  laryiKjitia ,  and  from  acid  dyspepsia^  and  ophthalmologists  con- 
stantly meet  with  iritis,  conjurwtivitis^  and  other  inflununatory  processes 
in  the  eye  due  to  this  cause.  So,  too,  it  often  happens  that  a  thickening  of 
the  tympanic  membrane,  which  causes  deafness,  has  its  origin  in  this  malady. 

Finally,  and  by  no  means  least  important,  gout  or  gouty  tendencies  often 
cause  furious  attacks  of  neuralgia  and  of  migraine.  Not  rarely  after  such  a 
seizure  of  pain  the  patient  feels  unusually  well,  just  as  he  does  after  a  frank 
attack  of  gout. 

Retrocedeni  gout  is  a  comlitinn  in  which  the  gouty  process  suddenly  leaves 
the  toe  or  other  joint  and  attacks  some  one  of  the  internal  viscera,  pro- 
ducing, it  may  be,  violent  purging  ami  vomiting  or  precipitating  an  attack 
of  angina  pectoris.  In  other  cases  the  patient  suffers  from  an  asthmatic 
seizure.  Sometimes  a  sudden  uriomia  makes  it  appear  that  a  retrocedent 
gout  has  gone  to  the  brain.  As  a  matter  of  fact  retrocetlent  gout  is  not  often 
seen.  A  letter  of  inquiry  sent  by  me  to  several  eminent  English  physicians 
brought  replies  that  they  had  rarely  seen  this  accident  occur,  althouj^h  they 
have  frequently  met  with  cases,  as  we  all  have,  in  which  a  man  subject  to 
acute  gout  of  the  toe  has  had  a  gouty  angina  pectoris  after  prolonge<l  free- 
dom from  trouble  in  the  toe. 

Diagnosis. — ^The  diagnosis  of  gout  when  it  affects  the  big  toe  is  a  simple 
matter.  When  present  in  the  form  of  dermal,  ocular,  otic,  or  muscular  gout, 
the  history  of  the  patient  and  tlie  character  of  the  attack  render  a  diagnosis 
possible;  but  when  the  polyarticular  form  of  gout  with  fever  develops,  only 
careful  stufly  and  the  absence  of  heart  changes  will  enable  us  to  separate 
the  conditions  if  we  can  find  no  gouty  history  and  no  gouty  signs,  as  in  tophi 
in  the  ears.    Again,  there  may  be  some  hesitancy  in  separating  gout  from 
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chalky  deposits  and  fixation  of  joints  of  arthritis  deformans  in  which  the 
artieular  process  is  somewhat  inflammatory  and  painful,  and  in  uhicli 
fibroid  changes  in  the  connective  tissue  about  a  joint  are  present.  Arthritis 
deformans  is,  however,  a  more  surely  progressive  malady;  it  causes  greater 
crip[>lin^  uf  the  patient;  it  is  not  characterized  by  chalky  crab's  eyes  and  ' 
tophi  in  the  ears,  nor  by  inflammatory  attacks  in  the  eyes  or  the  great  toej 
nor  in  the  tendons  and  bursie. 

Many  of  tlie  cases  of  masked  gcini  can  only  be  diagnosttcate<l  by  the 
improvement  which  is  produced  by  proper  dietetic  measures  and  the  use 
of  therapeutic  measures  known  to  be  l>eneficial  to  gouty  persons. 

As  stilted  at  the  beginning  of  the  discussion  of  irregular  gout,  remarkably 
various  symptoms  can  be  caused  by  this  malady,  but  all  curious  symptoms 
should  not  be  credited  to  it.  As  Duckworth  well  says:  "Without  doubt 
many  morbiil  states  have  often  been  flippantly  or  erroneously  set  down  to 
irregular  gout  which  owned  no  such  designation,  and  thus  a  cloak  for  igno- 
rance has  lUways  l>een  at  hand  to  throw  over  careless  observation,  ignorance, 
or  wilful  misinterpretation  of  symptoms.  As  a  consequence  of  such  errors, 
some  have  come  to  regard  even  tnily  gouty  manifestations,  when  not  articu- 
lar, as  actually  non-existent,  and  to  deny  the  dependence  of  such  upon  a 
gouty  habit.  The  hitter  error  is  no  more  to  be  condoned  than  the  former, 
and  it  may  be  fraught  with'  mischief  to  the  sufferer." 

Prograoai3. — The  prognosis  of  gout  is  better  when  it  develops  after  forty 
than  if  it  apj>ears  after  thirty  years  of  age.  In  many  cases  of  frank  gout 
the  prognosis  as  to  life  is  better  limn  in  the  insidious  fonn,  for  the  latter  often 
attacks  the  circulatory  and  renal  tissues.  Much  depends  upon  the  vascu- 
lar system.  If  it  is  fibroid  the  outlook  is  bad,  and  if  it  is  not  the  mere 
existence  of  gout  need  not  shorten  life  unless  alcohol  is  abused.  Gouty 
persons,  however,  are  not  good  "risks"  in  Ufe  insurance, as  has  been  proved 
by  several  sets  of  statistics. 

Treatment. — ^l^he  treatment  of  gout  is  hygienic,  dietetic,  and  medicinal. 
A  further  subdivision  of  the  subject  may  be  made  into  that  which  is  devoted 
to  the  treatment  of  an  acute  attack  and  into  those  measures  which  are  taken 
for  the  relief  of  the  more  subacute  or  irregular  manifestations.  The  hygienic 
measures  which  are  to  be  employed  in  the  treatment  of  a  person  suffering 
from  either  gout  with  acute  exacerbations,  or  suppressed  gout,  consist  in 
such  exercise  as  can  be  taken  in  the  open  air  without  at  any  time  producing 
more  than  healtiiy  fatigue.  Exercise  taken  to  the  point  of  exhaustion  is  of 
course  always  deleterious,  and  particularly  in  those  who  are  gouty,  as  it  is 
prone  to  produce  an  acute  attack  or  reduce  vital  resistance  to  such  a  degree 
that  intercurrent  maladies  may  develop.  Golf,  horseback  exercise,  and 
similar  outwioor  pursuits  are  therefore  exceedingly  advantageous,  but  are 
not  to  be  carried  to  an  excess.  These  patients  should  also  be  directetl  to 
drink  water  in  as  large  a  quantity  as  may  be  taken  without  overloading  the 
stomach  at  any  one  time.  Many  persons  can  take  half  a  glass  of  water 
every  hour  without  producing  gastric  discomfort  or  interfering  with  <lige?»- 
tion ;  whereas,  if  they  are  content  to  drink  only  at  meal  times,  but  small  quan- 
tities of  liquid  may  be  ingested.  Water  aids  in  producing  a  profuse  urinarj- 
flow,  and  so  helps  to  eliminate  impurities  from  the  body.    If  the  heart  is  not 
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feeble,  hot  baths  or  hot  Turkish  bnths  may  be  taken  two  or  three  times  a 
week  wnth  iirlvaiitage.  Often  such  patients  are  greatly  benefited  by  going 
to  some  of  the  health  resorts  where  hot  springs  exist. 

The  dietetic  treatment  of  gout  consists  in  the  exclusion  of  all  sweet  wines 
and  of  fatty  or  rich  fofxls,  and  in  the  ingestion  of  meals  which  are  sufiRciently 
varied  in  character  to  maintain  the  ap|x;tite  and  adequate  to  maintain 
nutrition.  The  patient  sh<ndil,  Innvever,  l>e  particularly  warned  against 
an  excessive  quantity  of  fo4id.  In  many  instances  gouty  persons  will  be 
found  to  take  quatitities  of  food  which  are  far  in  excess  of  those  which  are 
recpjired  to  provide  tlie  patient  witli  the  2'AK}  to  'M)iK}  vaUnivs  per  day  which 
he  re<|uires  for  healthy  existcntr,  .All  wines  and  btrrs  are  nho  disadvan- 
tageous for  this  class  of  patients,  but  sweet  an<l  sour  wines  and  champagnes 
are  peculiarly  so.  In  reganl  to  individual  articles  of  food,  it  has  been  held 
in  the  past  that  red  meats  wore  iHstinetly  lunre  harmful  lliaii  white  meats; 
but,  as  has  been  pointed  out  in  disrussing  the  iiietx'tics  «jf  Hright's  ^lisease, 
this  view  of  the  relative  harmfulness  of  red  and  white  meat  is  becoming 
obsolete.  Chemical  analysis  fails  to  reveal  any  material  difference  between 
them.  The  point  of  importance  is  that  the  patient  shall  nt>t  cat  an  excessive 
fpiantity  of  meat,  or  meats,  which  is  preparer!  in  such  a  way  that  it  is  diffi- 
cult of  digestion,  as,  for  example,  liirded  game  birds  or  larded  beef.  Of 
the  various  l>everages  ctK*oa  is  perhaps  the  best,  but  rich  clux*olates  are 
harmful.  Coffee  is  usually  considered  imich  better  than  tea.  Indeed,  Dr. 
Haig  is  quite  confident  that  tea  is  an  abomination  for  (he  gouty. 

In  the  way  of  treatment  by  drugs,  there  are  only  tliree  which  can  be  con- 
sidered as  exercising  an  approximately  specific  influence,  namely»  eolchieum, 
iodine  in  its  various  forms,  and  the  salicylates.  Of  these  the  iodides  and 
salicylates  are  most  useful  for  the  subacute  or  irregular  forms  of  gout,  while 
the  eolchieum  is  of  most  value  for  the  purpose  <*(  cimibating  an  acute  par- 
oxysm. Most  patients  witli  constant,  irregular,  gouty  manifestations  do 
well  if  they  take  continuously,  over  a  long  perio<l  of  time,  10  to  15  grains 
of  salicylate  of  strontium  three  or  four  times  a  flay,  or  5  or  10  grains  of 
iodide  of  potash  or  iodide  of  soilium  at  similar  intervals.  By  this  means 
gouty  sore  tliroat,  goutyiritis  and  t'onjuiirUvitis,  goutystiffness  of  the  various 
muscles,  an*!  gouty  neuralgia  anil  migraine  may  be  modified  or  entirely 
relieved.  If  there  is  any  tendency  to  acidity  of  the  urine  full  doses  of  citrate 
or  acetate  of  potash.  10  or  15  grains  three  times  a  day,  shouUl  be  given, 
well  tliluted  with  water.  In  some  instances  the  urine  is  alkaline,  and  when 
it  is  s<^)  the  patient  feels  heavy  and  depressed.  These  symptoms  can  often 
be  modified  by  the  use  of  10  to  20  grains  of  ben/.oate  of  sodium  in  capsule 
three  or  four  times  a  day. 

Acute  paroxysms  of  gout  are  to  be  treated  by  the  administration  of  full 
doses  of  the  wine  of  eolchieum  root,  repeateii  in  from  six  to  twelve  hours, 
the  dose  varying  from  20  to  40  minims  according  to  the  irritability  of  the 
stomacli  and  the  idiosyncrasies  of  the  patietit  to  the  drug.  Not  infre- 
quently much  better  results  will  be  obtaine<l  if  before  the  eolchieum  a 
mofierate  dose  of  the  compound  extract  of  colocynth,  such  as  10  to  20 
grains  with  1  or  2  grains  of  extract  of  hyoscyamus,  is  given  to  unload  the 
bowels.  Colocynth  is  chosen  because  experience  has  shown  that  it  seems 
52 
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to  exercise  a  more  beneficial  influence  in  gout  than  any  other  purgative, 
and  the  hyoscyaimis  is  used  l>ecause  it  prevents  the  colix-ynth  from  prfi- 
(lucing  griping  pain.  Not  infrequently  some  relief  may  Ik*  obtaine*!  if  the 
inflamed  joint  is  wrapped  with  lint  laden  with  a  50  per  cent,  ichthyol  oint- 
ment. LutT  has  strongly  recommended  the  following  application  for  the 
same  purpose:  The  entire  foot  is  surroumied  by  a  warm  pack  consisting 
of  cott<>n-\v<M)l  saturated  with  the  soothing  lotion,  and  then  lightly  covered 
with  oiled  silk.    The  following  lotion  may  be  employed: 


U — Sodium  bicarbonate  . 
Linimentum  belladonnte 
Tincture  of  opium 
Water      . 


5iv. 
fgviij 


Equal  jKjrtions  of  this  lotion  and  hot  water  should  be  used  to  saturate 
the  wool  which  has  been  rolled  around  the  joint,  and  the  dressing  should 
be  changed  every  four  hours. 

It  is  important  to  remember  that  no  local  depleting  measures  are  to  be 
instituted  under  any  circumstiinces.  Blisters,  leeches,  and  other  forms  of 
bloodletting  are  not  only  valueless,  but  dangerous,  as  they  afford  oppor- 
tunities for  infection. 

Many  cases  of  acute  and  chronic  gout  are  also  benefited  if  from  time  to 
time  tliey  receive  moderate  doses  of  calomel  or  blue  pill,  such  a.s  3  or  4 
grains  of  bhie  pill  or  a  grain  of  calomel  in  broken  doses.  Many  ph\'sician.s 
at  the  present  time  also  prefer  the  active  principle  of  colchicum,  colchicine, 
to  the  wine  of  c^olcliicum  root.  It  may  be  given  in  the  dose  of  -j-J^y  to  ^xA 
a  grain  every  two  or  three  hours  in  a  case  of  acute  gout,  or  four  or  five  times  , 
a  di»y  in  the  subacute  varieties. 

Although  the  various  salts  of  lithiutn  are  largely  employe*!  by  some 
practitioners  for  the  purposes  of  combating  the  various  aberrant  forms  of 
gout»  it  is  to  be  remembered  that  the  popularity  of  these  salts  depends  more 
upon  the  skilful  advertising  of  tablet  mamifacturers  than  upon  the  actual 
experience  of  the  profession.  Those  who  know  most  ul>out  these  salts  have 
found  that  the  lithium  preparations  do  not  act  as  well  in  gout  as  do  the 
salicylates  of  sodium  or  potassium,  and  the  idea  that  lithium  has  a  peculiar 
affinity  for  the  uric  acitl  is,  to  a  large  extent,  blasted  by  the  knowletlge  that 
lithium  has  a  greater  affinity  for  the  acid  sodium  phosphate  in  the  blood  i 
than  it  has  for  uric  acid;  beautiful  test-tube  experiments  to  the  cunCralJf 
notwithstanding. 

ARTHRITIS  DEFORMANS. 


Deftnition. — Arthritis  deformans  is  a  chronic  disease  affecting  the  joints, 
antl  characterized  by  trophic  disturbances  in  their  cartilages,  in  tfie  ends  of 
the  bones,  and  in  the  synovial  membranas.  It  is  to  be  distinctly  separatol 
from  acute  rheumatism  and  from  true  gout, although  in  somecases  it  appears 
to  be  a  sequel  of  acute  rheumatic  infection.  Sometimes  arthritis  deforuittus 
is  called  '*  rheumatoid  arthritis,"  or  "  osteoarthritis." 
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Etiology. — Much  discussion  has  arisen  as  to  the  cause  of  this  malady, 
some  adhering  to  the  view  that  it  is  due  to  nervous  lesions  which  result  m 
changes  in  the  joints,  and  others  asserting  that  it  is  the  result  of  an  infection. 
Witliin  recent  years  the  former  view  has  lost  in  popularity  and  the  latter 
opinion  is  now  in  the  ascendant,  although  as  yet  no  one  has  succeeded  in 
isolating  the  responsible  micro-organism. 

In  support  of  the  nervous  theory  we  find  that  trophic  changes  take  place 
not  alone  in  the  joints,  but  in  the  muscles  and  skin  near  the  joints  affected ; 
that  pain  is  often  present  in  the  nerve  trunks,  as  in  neuritis,  and  that  dis- 
eases of  the  central  nervous  system  not  rarely  produce  lesions  in  the  joints 
which  resemble  those  found  in  arthritis  deformans.  Certain  French  clin- 
icians have  claimed  that  definite  lesions  are  demonstrable  in  the  spinal  cord, 
in  the  columns  of  Goll  in  the  cervical  level,  and  in  the  posterior  nerve  roots 
as  well.  The  diflSculty  in  accepting  the  neural  theory  is  that  there  is  no 
proof  that  these  changes  are  primary  and  not  secondary,  for  it  is  well  known 
that  many  joint  affections  are  followed  by  similar  lesions,  at  least  in  the 
nerves,  skin,  and  muscles. 

Those  who  argue  in  favor  of  the  infectious  nature  of  the  malady  point  to 
the  fact  that  the  nearby  lymph  nodes  are  often  enlarged,  as  if  combating 
infection;  that  infection  of  the  joints  by  various  micro-organisms  is  the  usual 
cause  of  arthritis,  and  that  a  considerable  portion  of  the  cases  of  arthritis 
deformans  have  had  at  some  previous  time  gonorrhoea  or  other  disease  which 
is  prone  to  cause  secondary  arthritic  lesions.  Ballantyne,  Wohlmann,  and 
Bloxall  have  isolated  a  bacillus,  of  dumb-bell  shape,  which  stains  with 
fuchsin  or  methylene  blue,  but  not  by  Gram's  method.  Other  investigators 
have  failed  to  find  it;  Chauffard  and  Ramond  have  isolated  a  diplobacillus 
that  they  think  is  the  cause.  Organisms  have  also  been  found  by  Charrin, 
Le  Roux,  and  Bouchard.  Poynton  and  Payne  have  isolated  a  diplococcus 
from  the  synovial  membranes  in  chronic  arthritis,  and  by  inoculation  have 
produced  the  joint  lesions  of  rheumatoid  arthritis  in  animals. 

Most  clinicians  divide  the  cases  of  this  disease  into  two  classes:  the  primary, 
in  which  the  arthritic  state  develops  without  any  preceding  joint  affection, 
and  the  secondary,  in  which  there  is  a  history  of  such  an  infection.  The 
primary  cases  are  those  in  which  the  disease  develops  after  a  prolonged 
nervous  stress  or  severe  physical  strain,  as  in  frequent  childbearing.  The 
secondary  form  follows  acute  articular  rheumatism  and  occasionally  develops 
after  injury  to  a  single  joint,  although  in  this  case  the  relationship  of  cause 
and  effect  is  very  doubtful.  Even  in  the  cases  in  which  acute  rheumatism 
has  preceded  the  malady  this  relationship  is  in  doubt,  and  there  is  nothing 
to  prove  that  there  exists  any  closer  tie  between  them  than  sequence  by 
coincidence.  To  sum  up  our  knowledge  of  the  etiology  of  arthritis  defor- 
mans, we  may  say  that  we  really  know  but  little  of  it. 

Statistics  as  to  the  frequency  of  arthritis  deformans  in  the  two  sexes  differ 
greatly.  In  Garrod's  statistics  the  disease  affected  411  women  out  of  500 
cases.  Stewart  has  recorded  40  cases,  of  which  20  were  in  women;  and 
more  recently  McCrae  has  reported  110  cases,  of  which  55  were  women  and 
55  were  men.  My  own  experience  at  the  Jefferson  Medical  College  Hospital 
has  been  that  nearly  all  are  women. 
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The  greatest  prevalence  of  the  disease  is  between  twenty  and  fifty  years 
of  age,  but  Moncorvo  has  collected  48  cases  of  polyarthritis  deformans  iu 
patients  under  fourteen  ye^rs. 

The  disease  is  very  rare  in  the  negro  race.  In  a  clinic  rich  in  negroes 
McCraeonly  met  with  this  disease  in  negroes  four  times  in  110  cases,  which 
is  all  the  more  noteworthy  because  negroes  are  peculiarly  subject  to  other 
arthritic  changes. 

Morbid  Anatomy. — What  tlie  changes  are  in  the  early  stages  of  this  malady 
is  not  knowTi,  liecause  patients  rarely  come  to  autopsy  until  after  the  dis- 
ease has  existed  for  a  long  period.  What  little  information  we  have  indi- 
cates that  the  process  is  primarily  inflammatory,  in  that  the  synovial 
membranes  are  injected  and  hyperaemic.  This  is  followed  by  the  develop- 
ment of  fibrous  tissue,  and  this  again  by  the  absorption  of  the  cartilaginous 
coverings  of  the  ends  of  the  bones.  By  these  means  cartilages  become 
eroded  and  tlie  ends  of  tht*  bones  become  ebunmted.  Finally,  there  develops 
from  the  periosteum  covering  the  ends  of  the  bones,  bony  gro^^ths  or  knobs 
which  lock  the  joints  and  because  of  the  thickened  membranes  and  rough- 
ened cartilages  increase  the  tendency  to  immobility  already  present.  These 
osteophytes  are  called  *'Haygarth*s  nodosities."  Associated  ^\ith  these 
changes  there  is  marked  wasting  of  the  muscles  which  govern  the  move 
ments  of  the  joint,  a  wasting  not  rarely  met  with  in  all  serious  joint  affec-^ 
tions,  a  glossiness  of  the  skin  covering  the  affecteil  joints  due  to  atrophy  of 
the  glands  in  its  deeper  layers  and  to  changes  in  the  epiderm,  and  not  infre-J 
qucntly  trophic  changes  in  the  nails  which  may  be  greatly  thinneil,  ridged,1 
or  very  brittle. 

The  changes  in  the  verfebrje  consist  in  overgrowth  of  the  articular  car- 
tilages, followed   by  ossification.     The   ligaments  also   become   thickened 
or  atrophied.     Bony  fortiiations  may  appear  on  the  eilges  of  the  vertebne,J 
particularly  on  their  anterior  surfaces,  and  finally  in  this  way  the  whole - 
vertebral  column  becomes  an  inflexible  pillar  composed  of  vertebral  bodies 
welded  together. 

Symptoms. — ^The  symptoms  vary  considerably  in  the  manner  of  their 
onset  and  in  the  course  of  the  disease  in  different  cases.  The  mode  of  orute 
may  take  tux)  forms:  the  slow  progressive  or  gradual  type  and  that  typ€^ 
in  which  a  series  of  attacks  of  articular  distress  occur  which  leave  behind 
them  more  and  more  chronic  change  in  the  joints.  In  some  patients  the  first 
complaint  consists  in  a  sensation  of  roughness  in  the  knee-joint;  the  part 
feels  stiff  after  it  has  been  in  one  position  for  any  length  of  time,  and  *' cracks*' 
when  it  is  move<l.  Not  rarely  this  is  first  noticed  in  going  up  or  down  stairs 
or  in  rising  from  a  chair.  If  the  joint  is  flexe<l  by  the  physician  who  holds 
the  limb,  the  cracking  can  be  felt  by  him.  The  sensation  is  one  of  distress 
more  tl»an  of  pain. 

The  tissues  about  the  joint  are  often  swollen,  hut  rarely  if  ever  re<ldened. 
Usually  after  one  joint  is  afl'ected  another  l>ecomes  involve*!,  and,  as  the 
process  gradually  develops,  the  patient  becomes  more  and  more  Incaj^aci- 
tated  owing  to  the  advancing  changes  in  the  joints  and  the  new  are^is  afltectetl. 

The  atrophy  of  the  muscles  also  increases  the  inability  to  move  about  with 
ease. 
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Finally,  the  disease  involves  all  the  articulations,  large  and  small,  even 
the  vertebral  joints  being  affected,  and  the  patient  is  as  completely  par- 
alyzed from  fixation  as  if  suffering  from  a  widespread  multiple  neuritis. 
Such  a  result,  however,  does  not  occur  in  most  instances,  the  malady  being 
less  widely  distributed. 

It  is  a  noteworthy  fact,  for  which  patients  with  this  disease  have  cause 
to  be  devoutly  thiinkful,  that  in  the  cases  with  greatest  fixation  of  the 
large  joints  the  small  joints  of  the  hand  often  escape,  and  when  the 
hands  are  severely  affected  it  often  happens  that  the  large  joints  are  not 
involved.  In  still  other  cases  the  disease  after  incapacitating  one  part 
ceases  to  be  progressive.  The  frequency  with  which  pain  occurs  in  these 
cases  is  very  variable.  In  some  there  is  none,  in  others  it  apj>ears  only  when 
the  parts  are  used,  as  in  piano-playing,  and  in  others  the  pain  is  severe  and 
like  that  of  neuritis. 

Free  sweating  of  the  palms  of  the  hands  und  finger-tips  often  is  present. 

Because  of  the  fact  that  the  manifestations  of  the  disease  are  often  limited 
to  one  part  of  the  body  or  to  one  kind  of  joints,  it  has  been  customary  to 
divide  the  cases  into  those  with  only  one  joint  affected,  the  monoarticular 
form;  those  in  whicli  several  joints  are  cliietly  affecteil,  the  polyarticular 
type;  and  those  in  which  the  spinal  column  is  the  chief  seat  of  the  disease, 
the  so-called  spondylitis  type.  When  the  joints  of  the  fingers  are  chiefly 
affected,  so  that  they  are  locked  by  the  growth  of  small,  bony  knobs  on  the 
sides,  these  growths  are  called  "lieberden's  nodes."  An  important  differ- 
ence between  these  nodes  and  those  due  to  the  deposit  of  urates,  as  in  cases 
of  gout,  is  that  they  are  true  liony  growths,  and  not  due  to  the  deposition  of 
urate  of  sodium  in  the  tibrous  tissues.  It  is  easy  to  see  that  this  classifica- 
tion is  purely  one  of  convenience,  and  has  no  real  pathological  reason  for  its 
existence. 

When  the  large  joints  are  involved,  with  associated  fixation  of  spine, 
the  patient  lies  in  bed  hol[)k'sSj  with  the  knees  flexed  and  the  back  so  stiff 
that  it  has  been  called  "poker  back." 

Under  the  name  of  syoTtdyi'dls  dejorviaiis  von  Bechterew  has  described 

state  of  spinal  fixation  in  which  there  is  pain,  compression  of  the  spinal 
aerve  roots,  and  nmscular  atrophy.  Ascending  spinal-cord  degeneration 
is  also  present.  It  is  questionable  if  this  can  be  considered  a  part  of  true 
arthritis  deformans.  So,  too,  under  the  name  sptmdtjiitis  rhizi/nwlique, 
otherwise  known  as  the  Strumpe!!-Marie  type  of  spinal  fixation,  the  muscles 
of  the  shoulder  ami  hip  joints  are  involved,  but  severe  nervous  lesions  such 
OS  those  just  detailed  do  not  develop.  Osier  believes  that  both  of  these 
affections  are  forms  of  arthritis  deformans.  This  may  be  a  correct  view, 
but,  if  so,  they  do  not  present  any  symptoms  common  to  arthritis  deformans 
as  it  is  generally  met  with. 

A  form  of  general  artliriti.s  without  exostosis,  but  with  considerable  s%veU- 
ing  of  the  joints,  is  sometimes  met  witli  in  children.  The  lymphatic  glands 
are  distinctly  enlarged,  the  mobility  of  the  joints  greatly  impaire<l,  and  the 
atrophy  of  the  muscles  well  market!.  Not  only  the  lymph  nodes  nearest 
the  joints,  but  all  the  lymphatics  may  be  swollen.  Anannia  is  marked. 
To  this  condition  the  name  "Stiirs  disease'*  has  been  applied^  because  it 
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has  been  carefully  studied  by  Dr.  Still.  Children  may  also  have  the  poly- 
articular form  of  arthritis  deformans  as  it  occurs  in  adults. 

Attention  must  i>e  called  to  that  type  of  arthritis  deformans  in  which 
the  vertebrae  suffer  alone.  In  such  instances  the  spine  is  fixed  and  immov- 
able, the  ankylosis  pro«lucing  so  much  rigidity  that  the  patient  in  stooping 
can  only  l>end  at  the  hips.  Wlien  in  addition  to  fixation  deformity  takes 
place,  the  spinal  cohnnn  may  l>e  deflected  laterally  or  posteriorly,  and  the 
arching  of  the  back  may  be  so  great  thsit  the  head  is  l)owed  till  the  chin 
nearly  touches  the  chest  and  the  ])atient  can  only  see  a  short  distance  ahead 
by  rotating  the  eyes  upward.  I^ateral  rotation  of  the  head  in  such  a  case 
is  often  impossible.  Associated  with  this  form  of  vertebral  arthritis  there 
is  often  a  good  deal  of  pain,  which  may  be  felt  not  only  in  the  back,  but  in 
the  hips  and  even  down  the  course  of  the  sciatic  nerves.  In  those  cases  in 
which  the  disease  is  limited  to  a  small  jwrtion  of  the  spinal  column  the  case 
may  be  considered  us  one  of  tuberculous  disease,  and  the  only  means  by 
which  a  positive  <liagnosis  can  be  reached  is  by  the  use  of  tuberculin,  if  no 
changes  in  other  joints  point  to  the  mularly  now  under  consideration, 

Diagnogis. — When  a  well-<ievelope<l,  bedridden  case  of  arthritis  deformans 
is  met  witln  the  patient  being  "  fixed,**  and  the  bony  knobs  locking  the  joints, 
the  diagnosis  is  not  difljciilt.  The  difliculty  lies  in  the  cases  which  are  in 
the  early  stages  of  the  malady.  Tliis  is  |>articularly  true  of  the  cases  which 
are  of  the  subacute  type,  and  which  are  ushered  in  by  a  somewhat  abrupt 
onset,  with  soreness,  stiifness,  and  pain  in  the  affected  parts.  The  differ- 
entiation of  such  cases  in  the  first  attack  from  a  subacute  form  of  true  artic- 
ular rheumatism  may  be  practically  impossible.  If  an  endocarditis  develops, 
the  disease  is  probably  rheumatism,  for  the  endocardium  usually  escapes 
in  rheumatoid  arthritis.  Another  point  of  differentiation  hes  in  the  fact 
that  acute  articular  rheumatism  passes  from  joint  to  joint,  often  diminishing 
in  the  first  joints  as  the  others  are  involved.  This  is  also  true  of  arthritis 
deformans,  save  that  the  joints  first  affected  do  not  get  well.  Tlie  pain  of 
rheumatism  is  greater  and  the  parts  affected  are  more  tender  to  touch. 
Finally,  if  the  articular  difficulty  j>ersists  week  after  week,  in  the  face  of  the 
salicylates  freely  given,  if  the  temperature  creeps  along  at  about  90°.  and 
if  there  is  crackling  in  the  joints  on  flexion,  the  diagnosis  of  arthritis  defor- 
mans is  probably  correct. 

Rheumatoid  arthritis  also  must  be  differentiated  from  the  arthritic  changes 
due  to  gonorrhceal  infection  and  those  of  l<x:omotor  ataxia. 

ProgrnoBis. — A  well-developed  case  of  arthritis  deformans  is  absolutelv 
incurable,  and  the  outlook  is  gloomy  as  to  freedom  of  movement.  The  fact 
that  the  disease  is  often  characterized  by  very  slow  progress  and  by  periods 
of  arrest  is  the  most  encouraging  feature  of  these  cases. 

Treatment. — From  the  stage  of  onset  the  treatment  consists  in  the  use  of 
gentle  massage  of  the  joints  with  50  per  cent,  ichthyol  ointment,  this  oint- 
ment being  also  thickly  smeared  over  the  part  between  the  times  at  which 
the  rubbing  occurs.  If  pain  is  present  acetanilid  orantipyrin  maybe  us<?d. 
If  much  stiffness  is  present  the  joint  should  be  baked  in  a  hot-air  apparatus 
every  day  or  two. 

It  is  a  vital  mistake  to  give  these  joints  rest  as  a  part  of  treatment.    Barring 
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use  to  the  point  of  fatipje  the  patient  should  be  told  to  move  the  affected 
parts  as  frequently  us  possihle. 

Fresh  air  and  sunshine  are  essential  factors  in  controlling  the  ana?mia 
often  present,  A  valuable  reinaiy,  probably  the  best  we  have,  is  sjTnp  of 
the  iodide  of  iron  in  30  or  GO  drop  doses  three  or  four  times  a  day  well 
diluteil  with  water  and  taken  two  hours  after  meals. 

When  deformity  which  interferes  with  movement  is  present  it  may  be  wise 
to  cut  contracted  tendons,  but  this  does  not  increase  mobility  of  t!ie  joint,  for 
obvious  reasons. 

Many  patients  resort  to  hot  springs  and  livflrntherapcntic  institutes  for 
relief  from  tins  disease.  Such  a  plan  of  treatment  is  good  for  the  general 
iiealth  and  may  seem  to  arrest  the  process,  but  it  cannot  cause  a  cure,  and 
if  the  patient's  means  are  limited  it  is  useless  to  let  him  waste  them  in  a 
futile  search  for  health, ' 


CHRONIC  RHEUIhlATISM. 


Definition. — Chronic  rheuEiatism  is  a  condition  characterized  by  a  chronic 
low-grade  inflammatory  process  in  the  s^'novial  membranes  and  fibrous 
tissues  about  the  larger  joints  which  results  in  stiffness,  soreness,  and  dis- 
ability.   It  may  or  may  not  be  a  sequence  of  acute  articular  rheumatism. 

Etiology. — The  causes  of  this  state  are  unknown.  In  many  cases  it  seems 
to  be  part  of  the  genera!  fibrous  change  which  occurs  in  other  parts  of  the 
body  due  to  old  age.  Exposure  to  cold  and  wet,  as  in  the  case  of  soldiers, 
firemen,  and  policemen,  seems  to  l>e  productive  of  the  affection.  The 
malady  is  very  common  amonf^  ohl  negroes.    It  often  causes  great  crippling. 

Morbid  Anatomy,— The  chief  change  consists  in  tliickening  of  the  fibrous 
tissues  about  the  jtjints,  but  tliere  is  little  efTusion,  as  a  rule,  and  no  deformily 
aside  from  ininobility  or  fixation  in  an  awkward  positi<»n  until  secondary 
muscular  atrophy  ensues,  as  It  usually  <loes  in  all  chronic  Joint  affections. 
Occasionally  the  articular  cartilages  uiulergo  changes  and  some  crepitus 
can  Ix;  felt  on  motion. 

Symptozofi. — Stifjnrsn  and  inahilUy  to  move  reaflily  are  the  chief  symp- 
toms complained  of,  Tliese  are  worse  when  there  is  a  threatened  change 
of  weather.  If  sudden  movement  is  attemptei!  pain  is  canse<l.  Rest  increases 
the  stiffness  and  exercise  greatly  decreases  it,  but,  on  the  other  hand,  suffi- 
cient exercise  to  limber  the  joints  is  often  very  painful,  either  at  once  or 
because  of  the  exaggerated  degree  of  stiffness  that  may  develop.  Occasionally 
these  patients,  particularly  if  they  be  women,  become  exceedingly  obese. 

Treatment. — Unlike  arthritis  deformans,  this  nudady  gives  us  the  best 
tiierapcutic  results,  in  many  cases,  if  the  patient  can  Iw  subjected  to  the 
salutary  influence  of  the  Hot  Springs  of  Arkan.sas,  Virginia,  South  Dakota, 
Banff,  in  Cana<la,  or  at  Bath,  in  England.  The  various  sulphur  springs 
are  usefid  in  many  cases.  Wien  these  springs  cannot  be  resorted  to  the 
patient  should  have  tlie  affected  joints  baked  in  a  hot-air  apparatus,  or  should 
take  a  Turkish  bath  several  times  weekly.  A  well-constructed  Turkish  hath 
cabinet,  such  as  is  widely  sold  at  present,  may  be  used  at  home.    A  50  per 
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cent,  ichthyol  ointment  should  be  well  rubbetl  into  the  joints  twice  a  day. 
This  may  be  alternated  with  chloroform  liniment  containing  4  drachms  of 
tincture  of  belladonna  and  2  drachms  of  tincture  of  aconite  in  S  ounces. 
In  other  instances  iodine  ointment  diluted  one-half  with  lanolin  may  be 
used. 

The  use  of  drugs  internally  is  not  very  satisfactory  as  to  results.  Pain 
may  be  decreased  by  acetanilid  or  antipyrin.  The  salicylates  are  rarely 
useful,  but  the  iodides  often  cause  great  improvement.  There  is  little  use 
in  dieting  these  patients.  If  they  eat  and  drink  sensible  things  the  ordi- 
nary diet  of  health  is  the  best.  Alcohol  should  of  course  be  used  but  little, 
if  at  all. 

Warm  flannel  should  be  kept  next  the  skin,  and  cold  winds  avoided  if 
possible  by  residence  in  a  balmy  climate  in  the  winter  months. 


MUSCULAR  RHEUMATISM. 


Under  the  name  of  muscular  rheumatism  there  exists  a  condition  in  which 
a  patient  experiences  pain  and  stiffness  when  attempting  to  move  certain 
muscles.  This  condition  is  most  fre<[uently  met  with  in  patients  who  become 
chilled  after  severe  exercise.  It  sometunes  develops  when  certain  portions 
of  the  body  have  been  exposed  to  cold  and  wet,  as,  for  example,  the  stiff 
neck  which  follows  sitting  in  a  draught  of  cool  air  or  the  lumbago  which 
follows  exposure  to  a  storm. 

The  exact  cause  of  muscular  rheumatism  is  not  well  understood.  It  has 
been  claiioeii  by  some  persons  that  the  liquids  of  the  body  contain  so  large 
a  quantity  of  toxic  materials,  produced  by  perverted  metabolism,  that  when 
a  part  is  exposed  to  cold  precipitation  of  these  toxic  materials  take.s  place, 
either  in  crystalline  or  atnorplious  form,  and  this  causes  stiffness  and  pain. 

Treatment. — ^The  treatment  of  muscular  rheumatism  depends  somewhat 
upon  the  condition  whicli  has  produce*!  it.  If  it  has  followed  exposure  to 
cold,  a  very  hot  bath,  a  Turkish  batlu  or  a  hot  pack  will  often  serve  to  di^ 
sipate  the  pain  and  .stiffness,  particularly  if  after  tlie  bath  active  raas^m^  of 
the  part  aiFected  is  practise<l.  In  still  other  instances,  particularly  if  tlie 
onset  of  the  condition  has  been  very  acute,  relief  is  obtained  hy  acupuncture. 
This  consists  in  introthicing  into  the  substance  of  the  affecte<i  muscle  a  long 
nee<lle,  which  does  gi>ml,  it  may  be,  by  relieving  tension  in  the  sheath  of  the 
muscle,  and  allowiiig  some  of  the  serutii  to  escape.  In  many  cases  relief  is 
obtained  by  rubbing  the  aifectei^l  part  with  chloroform  liniment,  to  whicli 
may  be  added  tincture  of  aconite,  tincture  of  belladonna,  and  tincture  of 
opium.  Equal  parts  of  chloral  and  camphor,  wliicli  ileliquesce  when  they 
are  mixefl,  may  be  nibljei^i  over  the  painful  uroa.  Before  giving  meiJicinM 
internally,  the  urine  should  be  examine<L  If  it  is  distinctly  acid,  tlif 
patient  shoulil  receive  from  10  to  20  grains  of  bicarbonate  of  potassium 
in  water  three  or  four  times  a  day.  In  other  instances  similar  doses  of 
bicarbonate  of  .sodium  will  prove  etjually  efficacious.  In  still  others  it 
may  be  necessary  to  administer  one  of  the  salicylates.  Thus,  much 
benefit  will  often  follow  the  use  of  10  or  15  grains  of  strontium  salicylate 
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given  three  times  a  day.  Often  it  is  advantageous  to  combine  with  this 
4  grains  of  acctanilid  or  the  same  quantity  of  phenacetin  or  antipyrin. 
In  obstinate  cases,  or  in  those  in  which  the  symptoms  frequently  occur, 
the  use  of  iodide  of  potassium  or  iodide  of  strontium  in  the  dose  of  5  or  10 
grains  three  times  a  day  is  advantageous^  and  sometimes  the  patient  requires 
the  additional  use  of  y J  ^  of  a  grain  of  colchicine  three  or  four  times  daily. 
It  is  not  to  be  forgotten  that  some  of  these  patients,  particularly  those  that 
suffer  from  lumbago,  owe  their  condition  to  autointoxication  from  the  ali- 
mentary canal,  which  is  due  to  constipation^  and  in  such  patients  permanent 
relief  will  not  be  obtained  until  tlie  bowels  are  thoroughly  mo\'ed  eacli  day. 
In  some  cases  the  use  of  one  of  tlie  saUne  purgatives  is  all  that  is  necessary. 


RICKETS. 


Definition.  —  Rickets,  or  rachitis,  is  a  nutritional  disease  of  childhood, 
consisting  in  a  general  perversion  of  the  processes  by  which  normal  growth 
takes  place.  It  is  chiefly  characterized  by  imperfect  osteogenesis.  The  ends 
of  the  bones  are  often  larger  than  normal,  and  there  is  faulty  growth  in  the 
cartilages,  muscles,  and  tendons, 

Etiology. — Two  factors  are  chiefly  concerned  in  the  production  of  rickets, 
namely,  dietetic  faults  and  bad  hygienic  surroundings.  Of  these  the  most 
important  are  errors  in  diet.  On  the  other  hand,  it  would  seem  that  in  some 
cases  at  leust  the  diet  may  be  correct,  yet  the  faults  in  nutrition  exist  because 
the  system  cannot  utilize  the  materials  which  are  ordinarily  employed  in 
the  production  of  normal  tissues  The  majority  of  children  suffering  from 
rickets  improve  as  soon  as  their  food  is  properly  adjusted. 

In  the  article  on  Scurvy  attention  has  been  called  to  the  fact  that  while 
rickets  affects  both  rich  and  poor,  it  is  chiefly  seen  in  tlie  latter  class,  whereas 
scurvy  in  infancy  is  frequently  a  disease  of  the  well-to-<lo.  In  many  cases, 
however,  scurvy  and  rickets  exist  simultaneously. 

'Ilie  most  common  fault  with  the  diet  consists  in  the  use  of  proprietary 
foofls  for  infants,  in  the  use  of  condensed  milk,  and  in  the  carrying  on  of 
lactation  until  the  period  is  past  when  the  child  can  obtain  sufficient  nutri- 
ment from  a  breast  which  is  secreting  a  poor  quality  of  milk. 

It  is  interestinff  to  note  in  this  connection  that  valuable  observations  have 
been  made  upon  young  anirnals  as  to  the  effect  of  depriving  them  of  ordinary 
diet  and  providing  tliem  with  one  not  suited  to  their  needs.  Thus,  Bland 
Sutton  fed  Vion  cubs  with  raw  meat  and  rickets  developed.  When  a  diet  of 
milk,  cod-liver  oil,  and  ]»owdered  lK>nes  was  given  thera  they  speedily  got 
well.     ExperimentvS  made  upon  otlier  animals  have  given  like  results, 

Edlessen  holds  that  the  disease  is  of  infective  origin.  Mendel  thinks  it 
depends  on  some  change  (atrophy)  in  the  thymus  and  has  formulated  a 
system  of  treatment  based  on  the  thymic  origin  of  the  malady.  Spillnian 
rejects  the  chemical  theory  and  holds  that  the  deficiency  in  lime-salts  is  a 
result  and  not  the  cause  of  rickets.  There  has  been  much  unprofitable  dis- 
cussion as  to  the  congenital  origin  of  the  disease.  Fede  and  Finizio  found, 
among  975  newborn,  4  that  might  have  been  called  cases  of  fetal  rickets; 
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but  most  of  the  cases  of  so-called  fetal  rickets  are  iostancea  of  achondro- 
plasia. 

Age  and  nationality  are  factors  of  some  importance  in  the  causation  of 
the  disease.  Holt  states  that  it  is  very  common  in  the  children  of  the  poorer 
class  of  Italians  found  in  all  our  large  cities,  and  it  Is  certtihily  very  common 
in  negro  children.  In  both  of  these  classes  the  race  has  not  so  mnch 
influence  as  poor  food  and  poor  surroundings. 

The  disease  is  rarely  met  with  in  children  over  three  yeiirs  of  age,  but  the 
signs  of  its  existence  often  persist  in  the  shape  of  bony  deformities  all  through 
Hfe,  Cases  of  rickets  have  been  re[M>rte*l  in  children  at  the  time  of  birth 
and  as  old  as  twelve  years.     Both  sexes  suffer  equally  severely  from  it. 

Diseases  which  impair  nutrition  may  pre<lispose  the  child  to  the  devel- 
opment of  rickets,  but  they  do  not  produce  it.  Thus,  congenital  syphilis 
may  act  as  a  cause,  but  is  not  directly  responsible. 
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lUehitic  epiphyiUla,  ahowintc  prollferntecl  oaUb  in  Ihe 
eplphyab.   (Oraupncr  And  Zfmnionnaa.) 


SjrphiUtic  epIphyvtUa. 


Morbid  Anatomy.— While  it  is  true  that  we  know  little  of  the  undorlyinj: 
cause  of  rickets,  we  have  very  clear  and  definite  knowledge  of  its  morbid 
anatomy.  In  healthy  children  the  bones  grow  longitudinally  by  the  devel- 
opment of  bony  materials  at  the  space  between  the  diapiiysis  and  the 
epiphysis,  and  in  breadth  by  the  deposition  of  bony  materials  by  the  iimer 
layers  of  the  periosteum.  The  medullary  canal  Is  increased  in  diameter 
by  the  grariual  absorption  of  the  adjacent  bone.  In  rickets  the  process 
b  abnormal  in  that  although  the  development  of  cells  at  the  points  of 
growth  may  be  carried  on  to  excess,  the  deposition  of  mineral  matter  to  form 
bone  is  inadequate.  The  resulting  structure  is  softer  in  texture  and  more 
vascular  than  normal,  that  is  the  osteoid  tissue  is  perverted  (Fig.  UH3).  It 
happens,  therefore^  that  wliile  the  length  and  breadth  of  the  bone  is  being 
abnormally  developed*  the  lomalla*  adjacent  to  the  medullary  cavity  are 
being  absorbed,  thus  leading  to  structural  weakness.     Under  these  condi- 
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tions  it  is  not  difficult  to  understand  why  it  is  that  the  bones  are  unable  to 
bear  the  normal  stress  and  rapidly  become  deformed  if  any  strain  is  placed 
upon  them. 

Again,  the  process  of  development  may  be  so  abnormal  that  areas  of  bone 
are  found  in  the  midst  of  cartilage  and  far  in  advance  of  the  edge  of  the 
normal  bone  growth,  or  the  reverse  holds  true,  and  in  the  midst  of  bone 
there  may  be  a  cartilaginous  mass  with  little  mineral  matter  in  it.  . 

Histologically  there  is  excessive  proliferation  of  the  cartilages  preliminary 
to  ossification  with  irregular  distribution  of  the  columns  of  cells,  excessive 
vascularity,  and  imperfect  calcification.  These  enlargements  seem  particu- 
larly marked  at  the  ends  of  the  long  bones  and  at  the  costal  ends  of  the  ribs 
and  consist  of  this  bone-like  (osteoid)  tissue,  which  later  solidifies  and 
perpetuates  deformities  of  which  it  was  originally  the  cause. 

In  addition  to  the  deformity  of  the  long  bones  produced  in  this  manner 
we  find  similar  changes  occurring  in  the  bones  of  the  head  and  pelvis.  Not 
only  do  the  fontanelles  remain  open  for  a  longer  time  than  is  normal,  but 
in  addition  the  surfaces  of  the  bones  are  found  to  be  soft  and  porous  and 
unduly  vascular.  In  some  places  the  occipital  bone  may  be  irregularly 
developed  and  spaces  exist  which  are  closed  by  membrane  alone.  This 
condition  is  called  "  craniotabes."  The  frontal  bones  are  often  large  and 
bulging,  forming  the  so-called  "bossy  frontals"  described  by  the  English 
clinicians. 

The  actual  deformities  which  result  are  bending  of  the  long  bones,  par- 
ticularly in  the  legs;  the  development  of  pigeon-breast,  with  an  increase  in 
the  anteroposterior  depth  of  the  chest,  and  the  pro<luction  of  spinal  curva- 
ture. A  very  constant  state  is  the  presence  of  swellings  or  enlargements  of 
the  ends  of  the  ribs  where  they  join  the  cartilages,  producing  the  knobs  or 
the  so-called  "  rachitic"  rosary.  The  spleen  and  liver  are  increased  in  size 
and  Mendel  thinks  this  is  compensatory  for  the  loss  of  thymic  function. 
Mettenheimer  and  Friedleben  describe  atrophy  of  the  thymus  in  rickets. 

Symptoms. — ^The  symptoms  of  rickets,  when  the  condition  is  well  devel- 
oped, are  very  characteristic  and  can  scarcely  be  overlooked  even  by  the  most 
careless  observer.  In  the  earlier  stages,  however,  the  manifestations  of  the 
disease  are  not  so  evident,  and  yet  they  are  important  in  that  they  should 
place  the  physician  in  a  position  in  which  he  can  prevent  further  advance 
of  the  malady.  These  early  symptoms  consist  in  sweating  of  ike  head,  so 
that  the  child's  pillow  is  wet  with  the  perspiration,  and  restless  sleep,  with 
grinding  of  the  teeth.  Partly  because  of  the  wet  pillow  and  partly  because 
of  lowered  vitality,  rachitic  children  are  very  prone  to  colds  and  often  suffer 
from  constant  catarrh  of  various  mucous  surfaces.  Constipation  is  usually 
a  marked  symptom. 

In  addition  to  these  symptoms  a  physical  examination  of  the  patient  will 
reveal  in  some  cases  in  the  early  stages  beading  of  the  ribs,  that  is,  enlarge- 
ment of  the  junctures  of  the  costal  cartilages  and  ribs,  the  so-called  **  rachitic 
rosary,"  The  forehead  may  be  full  and  large  from  the  bulging  of  the  frontal 
bones,  the  so-called  "bossy  frontals,"  already  referred  to,  and  the  beUy  is 
bidging  and  tumid. 

If  the  condition  is  far  advanced  all  these  signs  are  more  marked,  and  in 
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addition  there  may  be  found  wide-open  fontanelles   and  soft  spots  in  the 
skull  flue  to  craniotabcs.    This  state  of  craniotabes  is  much  more  marked  i 
in  those  cases  which  suffer  from  syphilis,  and  some  observers  have  asserted  ' 
that  it  only  occurs  in  children  who  have  inherited  this  malady.    Auscultation 
over  the  open  fontanelles  may  reveal  a  humming  murmur   s\Tichronous 
with  cardiac  systole.     Ana?mia  may  or  may  not  be  a  marked  symptom. 

The  nervoiwi  symptoms  consist  in  laryngeal  spasm  (spasmodic  croup)  and 
great  irritability.    Epileptoid  fits  or  tetany  may  develop. 

The  shape  <\i  the  thorax  is  also  modified  so  that  the  lateral  diameter  \s 
decreased  and  the  anteroposterior  diameter  increased.  This  gives  it  a 
somewhat  bulging  or  *' chicken-breast"  appearance.  In  the  neighborhood 
of  the  ensiform  cartilage  there  is  seen,  in  some  cases,  a  shallow  depres- 
sion of  the  costal  cartilages  and  ribs,  which  extends  outward  and  upward 
toward  the  axilla  on  both  sides.  This  depression  covers  the  space  of  from 
one  to  tliree  ribs  an*!  is  called  *'  Harrison's  groove.''  It  is  chiefly  due  to 
protrusion  of  the  lower  rilis,  which  are  pushed  outward  by  the  bulging  of 
the  abdominal  wall-  This  deformity  is  most  marked  in  children  who  suffer 
from  spasmodic  croup  and  obstruction  of  the  upper  respiratory  passages. 
Palpation  of  the  chest  wall  may  reveal  the  fact  that  it  is  abnormally  pliable 
or  yielding. 

If  the  child  is  old  enough  to  walk  the  long  bones  become  deformed  because 
they  bend  under  the  weight  of  the  body.  For  this  reason  the  hones  of  tlic 
legs  may  be  hctU  and  badly  curved  anteriorly  or  laterally.  Tliere  may  be 
posterior  cnri^ahtre  of  the  spine. 

Dentition  in  rachitic  children  is  usually  considerably  delayed,  and  is 
accompanied  by  gastrointestinal  disorders,  chiefly  l^ecause  a  tendency  to 
catarrh  of  these  parts  is  always  present.  The  teeth  when  cut  are  usually 
fairly  well  developed  and  do  not  readily  decay.  This  is  in  contrast  U)  the 
history  of  syphilitic  infants,  who  often  cut  their  teeth  abnormally  early  and 
then  promptly  sutYer  dental  decay. 

Several  of  the  symptoms  descril^cd,  while  often  found  when  rickets  is 
present,  are  by  no  me^ins  characteristic  of  this  disease,  and  occur  frequently 
in  other  conditions.  Tliese  are  the  craniotabes  of  syphilis,  the  laryngeal 
spasms,  the  systolic  cranial  murmur,  restless  sleep,  and  grinding  of  the 
teeth,  j 

Diagnosis.— Rickets  should  L>e  separated  from  scurvy,  with  which  disease 
it  is  very  nearly  related,  and  which  may  be  present  simultaneously.  In 
.scurvy  the  nutrition  uf  the  mucous  membranes  and  of  the  bloodvessels 
seems  to  be  chieHy  involved,  luematoma  and  purpuric  rashes  often  develop, 
and  bleetling  gums  are  seen.  These  lesions  are  practically  never  seen  in 
rickets.  There  is  great  muscular  soreness  on  moving  the  child,  an<l  para- 
plegia is  more  commonly  met  with  in  scurvy,  although  in  Imth  stales  this 
palsy  iTiay  be  present.  Again,  the  scorbutic  child  rapidly  improves  when 
given  fresh  orange-juice  and  beef-juice.  Palsy  may  be  due  to  acute  anterior 
poliomyelitis,  but  if  a  careful  study  of  the  case  is  made  it  will  be  found  in 
rickets  that  the  muscular  weakness  is  universal,  whereas  in  poliomyelitis  it 
is  limited  to  certain  groups  of  muscles  and  the  associated  racliitic  s^'nip 
toms  are  absent. 
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ProgBOsifl. — The  prognosis  as  to  life  is  good  so  far  as  the  rickets  itself  is 
concerned.  That  is  to  say,  death  is  never  due  to  rickets.  On  the  other 
hand,  a  child  with  rickets  is  a  fair  mark  for  every  infection  to  which  it  may 
be  exposed,  and  so  the  raortahty  of  these  cases  from  intercurrent  maladies 
is  high.  If  marked  tleforinities  exist  they  of  course  persist  lliroiigh  life, 
except  they  be  in  the  extremities,  when  they  can  be  corrected  by  surgical 
procef  lures. 

Treatment. — From  what  has  been  said  it  is  evident  that  the  first  thing  to 
be  done  in  a  case  of  rachitis  is  to  regulate  the  diet^  and  to  see  to  it  that  the 
patient  receives  foodstuffs  whicli  contain  all  the  ingre<lients  w^Iiich  are  neces- 
sary for  the  maintenance  of  normal  nutrition.  It  not  infrequently  happens 
that  the  milk  which  is  given  to  the  child  is  lacking  in  mineral  ingredients 
or  contains  such  an  excess  of  casein  that  the  child's  digestion  is  disordered 
and  assimilation  is  disturbed.  The  mere  fact  that  the  child  docs  not  sub- 
sist upon  market  milk,  but  upon  milk  which  is  obtained  by  keeping  a  cow 
for  the  sfwcial  purpose  of  providing  sustenance  for  the  infant,  is  more  indic- 
ative of  a  dietetic  cause  for  the  rickets  than  if  the  child  is  obtaining  milk 
which  is  given  by  a  number  of  cows,  for  it  not  infrequently  happens  that 
the  milk  of  a  single  cow  disagrees  with  tlie  child  or  does  not  contain  all  the 
materials  which  are  necessary  for  its  proper  growth.  If  the  child  has  been 
largely  fed  upon  proprietary  foods,  these  should  be  eliminated  from  the 
diet  list  and  fresh  milk  and  cereals  used  in  their  place.  In  some  instances, 
as  already  stateti,  the  rickets  does  not  depend  upon  a  lack  of  normal  ingre- 
dients in  the  foml,  but  upon  the  inability  of  the  child  to  utilize  these 
ingredients.  Tliis  may  depend  upon  digestive  disorder,  or  upon  a  disturb- 
ance of  trophic  function.  Under  these  circumstances  it  is  not  only  neces- 
sary to  investigate  the  diet,  but  to  administer  tonics  which  will  improve 
digestion,  such  as  small  doses  of  quinine.  \  to  ^  grain,  twice  or  tjirice  a 
day;  minute  dose^  of  nux  vomica,  or  small  quantities  of  the  hypophosphites 
or  the  more  modern  elixir  of  the  glycerophosphates.  Of  the  latter  10  to  25 
minims  may  be  given  twice  or  thrice  a  day.  In  other  instances  yj^j^  grain 
of  phosphorus  given  in  a  sugar-coated  pill  may  be  used  twice  or  thrice  a 
dav;  or  iu  its  place  we  may  administer  drachm  doses  of  cod-liver  oil,  or 
cod-liver  oil  in  the  form  of  a  well-made  emulsion. 

If  antemia  is  present  5  drops  of  the  syrup  of  the  iorlide  of  iron  may  be 
given  to  a  cliild  of  two  or  three  years  of  age  two  or  three  times  a  day.  As 
constipation  is  often  a  troublesome  symptom  in  rickets,  careful  attention 
must  be  paid  to  the  state  of  the  bowels.  They  may  be  moved  either  by  the 
use  of  a  little  calcined  magnesia  and  followed  by  a  few  teaspoonfuls  of 
orange-juice,  or  by  one  of  the  non-bitter  preparations  of  cascara  sagrada, 
such  as  aromatic  cascara  or  cascara  cordial. 

It  is  important  that  a  child  suffering  from  rickets  should  be  allowed  to 
have  exercise  without  bearing  weight  upon  its  long  bones.  Such  a  child 
should  not  be  encournged  to  walk,  but  sliould  be  placed  upon  a  rug  on  the 
floor,  where  it  can  crawl  and  roll  about.  An  eiuleavor  on  the  part  of  the 
parents  to  teach  such  a  child  to  walk  when  its  bones  are  unable  to  bear  its 
weight  results  in  deformities  which  may  be  so  severe  as  to  require  operative 
mejisures  for  their  relief. 
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It  13  hardly  necessary  to  add  that  fresh  air  and  sunshine  are  essential  in 
the  care  of  such  children.  A  few  weeks  at  the  seashore  will  often  cause  a 
remarkable  change  in  nutrition;  whereas  the  most  skilful  dietetic  and  medi- 
cinal treatment,  if  carried  out  with  unfavorable  hygienic  surroundings,  may 
produce  no  results  whatever. 

In  families  in  which  rickets  is  prone  to  occur  it  is  often  wise  to  administer 
to  the  mother  during  the  later  months  of  pregnancy  the  hypophosphites 
or  tlie  glycerophosphates,  and  other  nerve  and  bone  tonics,  as  by  this  means 
the  antenatal  nutrition  of  the  child  can  l>e  materially  influenced.  In  a  well- 
known  case  in  Philadelphia  the  first  three  pregnancies  resulted  in  the  destruc- 
tion of  the  mother's  teeth  antl  in  the  birth  of  children  which  speedily  showed 
rickets;  whereas,  the  last  three  pregnancies,  during  which  a  diet  rich  in 
mineral  ingredients  was  provided,  resulted  in  the  birth  of  children  which 
remained  perfectly  healthy. 

SCURVY. 


Definition. —Scurvy,  or  scorbutus,  is  a  disease  characterized  bv  more  or 
less  profoiiri<i  nutritional  changes  in  the  body  wliich  are  largely  dep»endent 
upon  the  use  of  certain  forms  of  unsuitable  food.  There  may  be  extrava- 
sations of  blood  into  the  subcutaneous  tissues,  under  the  mucous  mem- 
branes, and  about  the  joints,  and  there  is  often  great  spinal  tenderness  w*heii 
the  disease  occurs  in  infants. 

Etiology. — There  can  Ije  no  doubt  that  scurvy  is  due  entirely  to  the  use 
of  food  which  fails  to  provide  all  the  substances  needed  for  the  perfect  nutri- 
tion of  the  body.  Not  only  does  it  follow  the  continued  use  of  food  whicli 
is  bad  in  the  sense  that  it  is  unwholesome,  but  it  arises  in  those  who  are 
subjected  to  a  very  limited  diet  of  certain  kind  for  long  periods  of  time. 
Prior  to  the  introduction  of  steamships  it  was  a  prevalent  disease  upon 
vessebin  both  the  navy  and  in  the  mercantile  marine,  often  disabling  the 
crews  and  rendering  impossible  commercial  and  exploring  expeditions.  The 
use  of  steam  now  causes  short  voyages,  and  the  better  metliod  of  preserv- 
ing foodstuffs  provides  a  change  of  diet  almost  daily,  if  it  be  needed. 

In  certain  parts  of  Russia  scurvy  still  occurs  in  epidemics  and  is  thought 
to  be  infectious.  If  this  be  true  it  is  probably  only  because  lowered  vital 
resistance  permits  an  infection  to  take  place. 

Some  investigators  have  believwl  that  the  disease  arises  from  a  lack  of 
vegetable  acids  found  in  fruits  and  vegetables,  others  that  the  condition  is 
due  to  an  excess  of  sodium  chloride  in  the  blood,  and  still  others  that  it  is 
due  to  the  presence  of  certain  toxic  substances  developed  in  the  food.  Albc^- 
toni  has  recently  shown  that  in  scurvy  there  is  a  complete  absence  of  free 
hydrochloric  acid  in  the  gastric  juice  and  that  intestinal  putrefaction  is 
marked,  and  that  the  absorption  of  fats  and  carbohydrates  is  impaireij. 

Pathology  and  Morbid  Anatomy. — Anatomically  there  is  nutliing  charac- 
teristic. The  condition  of  the  hlootl  in  scurvy  resembles  that  of  (he  blood  in 
ordinary  secondary  an.nemia  with  a  decrease  in  the  color  index  which  is  quite 
marked.  If  the  case  is  studied  at  autopsy  hemorrhages  into  the  internal 
organs  and  upon  the  serous  surfaces  of  the  abdominal  and  thoracic  viscen 
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are  found  and  ulceration  of  the  small  and  large  bowel  may  be  present. 
Swelling  of  the  gums,  loosening  of  the  teeth,  enlargement  of  the  spleen,  and 
degenerative  changes  in  the  heart,  liver,  and  kidneys  are  found.  Subperi- 
osteal hemorrhages  may  detach  the  periosteum  over  the  shafts  of  the  long 
bones  and  hemorrhage  into  the  joints  may  also  occur. 

Symptoms. — The  symptoms  of  scurvy  in  adults  begin  with  a  sense  of  gen- 
eral wretcliednessy  paUor,  and  feebleness.  These  are  follo)\'ed  by  swelling  and 
spongiriess  of  the  gums,  which  may  bleed  if  pressed  upon  and  which  may 
partly  cover  the  teeth  by  a  process  of  granulation.  Tlie  teeth  become  loosened, 
the  mouth  becomes  foul,  the  salivary  glands  swell,  and  petechiw  appear  over 
the  surface  of  the  body.  The  skin  is  dry  and  badly  nourished,  and  exirava' 
saiions  of  blood  may  take  place  into  the  sheaths  of  the  muscles  and  joints 
or  beneath  the  periosteum  of  the  long  bones.  These  lesions  at  times  cause 
patches  of  hardness  or  induration  in  the  muscles  of  the  thighs  or  calves.  I 
saw  this  well  developed  in  a  case  which  I  had  in  the  wards  of  St.  Agnes' 
Hospital  some  years  ago. 

Infantile  scurvy,  sometimes  called  "Barlow's  disease,"  is  an  interesting 
result  of  modern  life.  As  seamen  have  escaped  the  disease  by  a  better 
diet,  babies  have  fallen  victims  to  it  as  a  result  of  feeding  them  with  artificial 
foods,  and  these  babies  are  not,  as  a  rule,  the  children  of  the  poor,  but  the 
offspring  of  the  rich. 

It  is  only  within  the  last  decade  that  the  possibility  of  scurvy  occurring  in 
young  children  has  been  generally  recognized  by  the  profession.  During 
this  period,  however,  evidence  has  been  presented  which  shows  very  clearly 
that  scurvy  is  by  no  means  a  very  rare  affection  in  early  life,  and  that  it 
often  manifests  itself  in  such  a  way  as  to  lead  the  physician  to  make  a 
very  erroneous  diagnosis  when  the  patient  is  first  brought  to  him. 

Perhaps  the  most  frequent  error  in  diagnosis  under  these  circumstances 
is  that  the  child  is  suffering  from  muscular  or  articular  rheumatism;  this 
decision  being  reached  by  reason  of  the  fact  that  the  child  seems  to  suffer 
great  pain  upon  movement,  and  sometimes  has  a  moderate  degree  of  fever. 

The  characteristic  symptoms  of  scurvy  in  a  young  child,  when  they  are 
well  developed,  are  so  pathognomonic  that  it  is  difficult  to  see  how  an  error 
in  diagnosis  can  be  made  if  the  physician  is  acquainted  with  tlie  possibility 
of  the  occurrence  of  this  disease.  Like  all  diseases,  however,  instances  are 
met  with  in  which  many  of  the  characteristic  symptoms  are  entirely  absent, 
and  it  is  not  uncommon  for  the  painful  manifestations  spoken  of  to  be  the 
only  evidence  of  the  malady.  In  still  others,  we  find  a  peculiar  spongy  state 
of  the  gums,  which  tend  to  bleed  when  lightly  touched,  and  which  are  fre- 
quently so  swollen  that  teeth  which  have  recently  broken  through  the  gum 
are  speedily  covered  in  by  the  overgrowth  of  the  mucous  membrane,  the 
edges  of  which,  about  the  teeth,  frequently  look  as  if  they  were  composed 
of  tiny  blebs  of  blood  of  a  dark  color.  Another  symptom  of  scurvy,  wluch  is 
by  no  means  as  constant,  and  yet  which  is  equally  characteristic,  when  it 
occurs,  is  the  development  of  petechia?  in  different  portions  of  the  body,  very 
frequently  about  the  ankles  and  feet.  In  still  other  cases  subperiosteal  hcsma- 
ioma  develops  with  surprising  rapidity,  and  as  pain  on  movement  and  the 
development  of  great  swelling  are  frequently  first  noticed  after  a  fall  or  a 
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blow,  it  not  rarely  occurs  that  the  physician  is  led  into  the  belief  that  trauma- 
tism is  the  cause  of  the  illness,  without  recognizing  the  fact  that  it  has  played 
but  a  small  part  in  causing  the  sudden  development  of  a  state  which  really 
indicates  grave  systemic  conditions.  It  is  true  that  these  subperiosteal 
hiematomata  have  been  chiefly  repwrted  by  French  clinicians,  and  have 
been  rarely  seen  in  this  country;  whereas,  on  the  other  hand,  considerable 
extravasations  of  bloody  serum  have  been  met  with  in  the  loose  tissues 
after  exposure  to  injuries  which  in  the  hwilthy  infant  would  produce  no 
symptoms  whatever.    Paraplegia  may  also  be  present. 

The  peculiar  characteristics  of  scurvy  in  infants  are  the  very  grave  appear- 
ance of  the  child  when  suffering  from  the  iHsease  in  its  severe  forms,  the 
rapidity  with  w'hicli  it  improves  under  proj>er  treatment,  and  the  rarity 
with  which  death  occurs  as  Uie  direct  result  of  the  malady,  since  a  fatality 
is  usually  produced  by  some  intercurrent  disease.  Reinert  has,  however, 
recorded  a  fatal  case  with  red  cells  at  976,000  and  hteraoglobin  at  17  per 
cent. 

Scorbutus  in  infancy  is  distinctly  a  disease  of  the  children  of  the  well-to-do 
in  distinction  from  rickets  which,  on  the  other  hand,  seems  to  be  a  diseasej 
of  the  poor.  Clinical  experience,  I  think,  indicates  that  scorbutic  cases  ar 
rarely  brought  to  hospital  dispensaries  while  racliitic  cases  are  constandv 
seen.  On  the  otlier  hand,  scorbutic  cases  are  not  uncommonly  met  with  in 
private  practice.  This  clinical  fact  seems  to  carry  out  certain  theories  which 
have  been  advanced  in  regard  to  rickets  in  a  w^ay  which  is  interesting.  It  is 
not  many  years  since  everyone  lu'Hevcd  that  rickets  was  due  to  a  deficient 
quantity  of  hone-forming  material  in  the  fdod  of  a  child,  but  since  that 
time  other  clinicians  have  stated  their  belief  that  more  commonly  it  depend? 
upon  inability  of  tlie  child  to  assimilate  and  utilize  the  ingri*<iient3  in  its  foo<] 
which  it  needs  for  proper  Innie  growtli.  Or»  in  other  words,  tlic  fault  lies  not- 
with  the  food,  but  witli  the  eliild.  .Among  (he  [HX)r  this  inability  is  probablTi 
due  to  ujiliealthy  surrtnindings  and  a  ^iMieral  lack  of  sanitation  which  inter- 
feres with  development.  On  the  other  lumd,  such  influences  are  not  at  work 
among  the  children  of  the  weII-to-<In,  hut  these  children  often  receive,  for 
long  periods  of  time,  the  various  arlitiiial  fofnis  which,  in  many  instances^ 
they  are  incapable  of  digesting;  an<l  luil  only  this,  l)ut  no  change  is  made  in  i 
their  diet  for  months,  either  in  tlie  (jiiantity  of  the  various  ingredients  which 
it  contains,  or  in  their  quality.  These  children,  therefore,  suffer  from  the 
nutritive  changes  which  come  on  as  a  result  of  a  limited  and  fixed  diet  ^vitli 
no  variation;  whereas,  the  children  of  the  poor,  who  often  have  to<.>  great 
a  variation  in  their  diet,  rarely  present  scorbutic  symptoms  and  often  do 
manifest  distinct  rachitic  symptoms. 

Physicians,  in  the  presence  of  obscure  illness  occurring  in  early  childhood. ' 
should  remember  the  possibility  of  either  one  of  these  affections  being  liie 
underlying  cause  for  the  nuinifestations  of  disease,  and  thoroughly  investigate! 
the  question  of  diet  before  administering  remedies,  such  as  the  salicylatesi 
for  rheumatism,  iron  for  the  blood,  or  bromides  for  nervous  irritation. 

Treatment. — ^The  treatment  of  scurvy  in  adults  consists  in  providing  good 
and  varied  food,with  plenty  of  oranges  or  lemons  and  green  vegetable-s.  Sun- 
shine and  fresh  air  are  also  essentials.    Arsenic  and  iron  may  be  given  as 
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hsematics.  If  digestion  is  impaired  it  should  be  aided  by  hydrochloric  acid 
and  pepsin  or  lime-juice  and  pepsin.  For  the  lesions  in  the  mouth  a  chlorate 
of  potash  and  myrrh  mouth-wash  (see  Stomatitis)  may  be  used. 

If  the  disease  occurs  in  a  child  it  is  to  be  treated  by  changing  the  food 
and  in  using  raw  milk  instead  of  sterilized  milk.  Beef-juice  squeezed  from 
a  half-cooked  steak  and  orange-juice  are  also  very  useful. 


OBESITY. 

Definition. — ^The  term  obesity,  or  adiposity,  is  used  to  describe  a  state  in 
which  an  individual  suffers  from  an  excessive  deposit  of  fat  in  those  parts 
of  the  body  where  a  moderate  amount  of  fat  is  found  in  health.  In  its 
advanced  forms  fat  is  also  deposited  in  parts  where  it  is  never  found  in  the 
normal  state. 

Etiology. — It  must  be  clearly  understood  that  the  mere  presence  of  an 
unusual  amount  of  fat  does  not  in  any  way  indicate  ill-health  or  that  the 
functions  of  the  body  are  perverted.  In  many  instances  a  considerable 
degree  of  obesity  exists,  because  it  is  the  natural  state  of  the  individual.  In 
others,  however,  the  deposition  of  fat  in  excess  is  a  manifestation  of  disease 
or  at  least  of  perverted  function. 

In  the  first  class,  of  what  may  be  called  nonnally  obese  persons,  the  con- 
dition arises  from  inherited  tendency.  It  is  in  this  class  that  we  find  indi- 
viduals who  have  never  been  heavy  eaters  and  who  for  years  have  deprived 
themselves  of  foods  of  which  they  are  fond,  but  still  gain  weight.  In  another 
class  it  develops  from  overeating  and  lack  of  exercise,  and  in  the  third  class 
it  is  due  to  disorders  of  metabolism,  whereby  foodstuffs  are  not  properly 
dealt  with  by  the  economy  after  they  are  ingested. 

These  three  types  are  worth  recalling,  because  when  a  patient  seeks  relief 
from  obesity  much  depends  upon  the  type  to  which  he  or  she  belongs,  as  to 
advice,  prognosis,  and  treatment. 

Symptoms. — It  is  not  necessary  to  describe  all  the  symptoms  of  obesity, 
for  the  manifest  increase  in  the  size  of  the  patient  determines  the  diagnosis 
of  an  excess  of  fat.  There  are,  however,  certain  other  symptoms  which  are 
of  importance,  not  only  because  they  are  part  of  the  symptom-complex  of 
obesity,  but  also  because  their  presence  determines  the  degree  to  which 
the  excess  of  fat  is  really  annoying  or  harmful.  A  symptom  usually  com- 
plained of  by  the  patient  is  dyspnceaon  exertion,  which  arises  from  the  fact 
that  the  heart  and  lungs  are  put  under  stress  because  great  muscular  activity 
is  needed  to  move  the  heavy  body.  This  dyspnoea  is  also  due  to  the  fact 
that  the  vascular  network  is  greater  in  the  obese  than  in  those  who  are  lean, 
and  therefore  the  heart  has  to  drive  the  blood  through  a  greater  number  of 
bloodvessels.  Thirdly,  the  heavy  deposits  of  fat  on  the  chest  walls,  in  the 
omentum,  in  the  mesentery,  about  the  diaphragm,  and  around  the  heart 
interfere,  mechanically,  with  the  free  action  of  the  respiratory  and  cardiac 
muscles.  In  many  cases  of  severe  obesity  the  layers  of  fat  are  projected 
between  the  cardiac  muscular  fibres,  and  thus  seriously  impede  its  move- 
ments, forming  the  so-called  "fatty  heart  of  the  obese,"  which  is,  of  course, 
53 
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a  very  different  state  from  the  true  fatty  heart  of  myocardial  degeneration. 
The  pulse  is  often  sTnall  and  rapid.  The  arterial  tension  b  also  lower  than 
normal,  as  a  rule. 

While  many  of  these  patients  are  mentally  and  physically  slow  and  some- 
what somnolent,  others  are  active  and  restless  and  even  unduly  wakeful. 

Next  to  the  dyspnaa  the  chief  complaint  is  of  constipation  or  indigeMion 
and  excessive  sweating.  Some  cases  of  obesity,  however,  have  a  digestive 
system  all  too  good. 

In  sotue  cases,  too,  there  is  an  excess  of  urates  in  the  urine,  and  these  cause 
vesical  irriiahiliiyj  chiefly  because  the  larger  surface  of  the  body  and  the  free 
perspiration  cause  a  great  loss  of  fluid,  anti  tliis  in  time  cjiuses  a  scarcity  of 
urinary  f!ow  witli  consequent  concentr.atioti  of  the  urinary  solids. 

Treatment. — The  first  point  in  treatment,  as  von  Noorden  has  said,  is  to 
determine  whether  we  shall  diminish  the  fat  already  present  or  content  our- 
selves with  the  prevention,  if  possible,  of  an  increase  in  the  obesity.  As  a 
rule,  the  patient  is  not  content  with  a  plan  of  treatment  which  does  not 
actually  diuunish  the  fat,  partly  because  he  has  delayed  consulting  a  phy?ii- 
cian  until  the  condition  is  far  beyond  what  she  desires.  This  is  partitrularly 
the  case  with  women  who  have  arrived  at  middle  life  and  who  begin  accu- 
mulating weight  at  the  time  of  late  childbearing,or  in  other  cases  immediately 
after  marriage.  These  patients  are  often  normally  fat — that  is  to  say,  their 
condition  is  physiological — and  they  should  be  content  in  the  majority  of 
cases  to  try  to  prevent  further  obesity,  rather  than  to  remove  fat  already  in 
existence.  Such  patients  are  often  not  unduly  fat,  and  in  their  desire  to  main- 
tain a  ''girlish  figure"  are  willing  to  resort  to  almost  any  measure  to  become 
thin.  Indeed,  women  in  the  fashionable  walks  of  life,  with  little  to  think 
about,  often  make  their  lives  miserable  and  destroy  good  health  of  mind 
and  body  by  eudeavoring,  on  the  one  hand,  to  get  thin,  or,  on  the  other 
hand,  to  get  stout. 

In  such  cases  the  physician  should  advise  against  severe  measures,  point 
out  that  the  phnnpness  is  natural,  and,  if  need  be,  assert  that  it  is  l>ctter  to 
be  in  good  lieaUh,  and  a  little  more  weighty  than  the  average  woman,  Hi&n 
to  be  in  bad  health  and  slender.  I  have  seen  several  splendid  specimens 
of  healthy  womanhood  made  physical  wTccks  by  ill-advised  efforts  to  get 
thin. 
'  The  great  difficulty  with  all  plans  of  treatment  for  the  reduction  of  fat,  in 
those  women  who  desire  to  be  slim  for  the  sake  of  vanity,  is  that  no  plan  can 
be  so  nicely  adjusted  as  not  to  remove  fat  from  where  its  presence  is  needful 
to  gooi!  looks.  With  the  decrease  in  the  Lulkiness  of  the  hips  and  waist  a 
hideous  leanness  of  the  chest  and  manunary  glands  ensues  and  leaves  these 
parts  covered  with  a  skin  thrown  in  wTinkles  by  disappearing  fat,  so  that  a 
well-preserved  woman  of  middle  age  is  soon  converted  into  a  hag.  Further 
than  this,  pads  of  fat  keep  organs  in  place,  and  those  who  wilfully  remove 
these  pads  may  subsequently  suffer  from  floating  kidney,  gastroptosis, 
uterine  disorders,  and  coitstipatiun. 

There  is  a  sad  lack  of  knowledge  on  our  part  as  to  the  metabolism  of 
obesity  and  nutrition  in  general,  aud  the  patient  and  physician  must  be 
careful  how  they  attempt  to  disarrange  processes  so  intricate  and  important 
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On  the  other  hand,  it  is  often  necessary  to  arrest  a  process  whicli  is  mani- 
festly excessive  and  in  need  of  control. 

In  young  persons  whose  nutritive  processes  are  still  in  a  formative  stage 
and  who  are  obese,  we  shouli!  not  reduce  weight  already  present,  but  simply 
try  to  prevent  an  abnormal  increase.  This  holds  true  of  those  persons  in 
later  life  who  give  a  history  f>f  liaving  always  been  fat.  It  is  very  unwise  to 
ignore  this  rule  if  advanced  years  are  already  upon  the  patient,  for  under 
these  conditions  the  effects  of  age  and  the  efforts  at  reduction  may  produce 
disastrous  nutritional  changes. 

The  most  favorai)le  perio<i  of  life  for  reduction  in  weight  is  from  twenty- 
five  to  fort}'  years  of  age. 

Before  ordering  a  diet  and  mode  of  life  the  patient  should  be  subjected 
to  a  ver}'  careful  physical  examination;  the  urine  should  be  re|>eatedly 
examined,  and  the  state  of  the  heart  and  vascular  system  carefully  noted. 
If  the  urine  contains  albumin  and  sugar  a  reduction  treatment  is  contra- 
indicated,  and  if  the  h«^art  is  weak  from  myocardial  degeneration  and  if  the 
vessels  are  fibroid  it  is  dangerous  to  institute  a  plan  of  this  sort. 

When  it  is  detcnnine<l  that  the  patient  is  in  normal  health  as  to  his  vital 
organs  the  trealnieiit  fur  the  prevention  of  increase  is  to  be  instituted,  the 
patient  being  informed  that  a  good  result  cannot  be  reached  by  a  sudden 
and  rapid  process,  and  that  patience  anil  persistence  are  necessary  for  really 
valuable  results. 

The  first  factor  b  exercise  taken  to  tlic  degree  of  niotlerate  fatigue.  Many 
patients  take  it  to  excess,  and  then  not  only  eat  and  drink  heavily,  but  lie 
down  and  rest  while  the  nervous  system  lazily  penults  vital  oxiflizing 
processes  to  go  on  too  slowly,  and  so  more  weight  is  gained  than  lost. 

In  many  case^  no  material  reduction  in  fat  can  be  attained  unless  the 
patient  can  lie  treated  in  a  sanatDrium,  or  at  least  in  some  place  wliere  an 
absolute  diet  can  be  maintained  for  a  long  jXTiod  of  time,  it  is  not  sufficient 
to  order  a  reduce<J  diet  and  but  little  to  ilrink  and  much  exercise.  Such 
aids  to  reduction  in  weight  will  not  in  the  ordinary  case  produce  much 
improvement,  because  the  patient  is  not  willing  to  persist  in  the  annoyance 
of  such  a  strict  diet  for  a  sufficient  length  of  time  to  establish  a  new  nutri- 
tional abscissa.  Unless  the  state  of  reduced  weight  is  maintained  for  a  long 
periotl  the  patient  often  gains  more  flesh  on  returning  to  the  ordinary  diet 
than  If  no  attempt  at  re<luction  had  been  nnide. 

Tlie  ortler  for  actual  reduction  of  weight  consists  in  cutting  from  the  diet 
list  all  sugars  and  sweet  articles,  all  fats  and  richly  preparetl  foods,  ant!  in 
the  prescribing  of  lean  meat,  ami  of  vegetables  which  are  bulky  but  contain 
little  starch.  Celery,  lettuce,  string-beans,  spinach,  cabbage,  cauliflower, 
au»i  limited  amounts  of  t*unatoes  mav  be  permitted;  whereas  potatoes,  bread, 
peas,  and  beans  are  to  be  forbidden.  All  alcoholic  drinks  are  to  be  avoided, 
because  the  alcohol  has  to  be  oxidized  in  the  body  and  so  prevents  an  active 
oxidation  of  tlie  foodstuffs  and  tissues.  Alcohol  is  also  contraimlicated, 
because  it  stimulates  the  digestive  organs  and  so  increases  the  desire  for 
fooih 

If  the  avoidance  of  the  fattening  foods  named  above  does  not  prevent 
an  increase  in  weight,  then  a  more  rigid  diet  must  be  arranged.    The  patient 
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is  not  to  be  given  all  the  food  he  desires,  but  must  suffer  from  privation 
and  hunger.  Instead  of  ordering  an  amount  of  food  which  tviII  give  the 
2500  to  3(K)0  calorics  necessary  for  comfortable  existence,  an  amount  cal- 
culated to  allow  about  21KX)  calories  or  less  must  suffice. 

For  breakfast  the  patient  is  allowed  3  ounces  of  lean  meat,  1  ounce  of 
bread  with  no  butter,  and  a  cup  of  tea  or  coffee  with  no  milk  and  no  sugar* 
the  sweetening  being  done  by  the  use  of  saccharin.  At  an  early  lunchf*on  a 
single  soft-boiled  egg  may  be  given  with  an  ounce  of  bread.  At  dinner  a  cup 
of  clear  soup,  such  as  consomm^  or  Julienne  (but  no  thickened  soup  or 
pur€e),  may  be  allowed,  followed  by  2  ounces  of  fresh  or  salt  fish,  and  this  by 
2  or  3  ounces  of  lean  meat.  At  this  meal  small  quantities  of  the  various 
green  vegetables  already  named  may  be  taken.  The  dessert  shouki  consist 
of  some  fresh  fruit,  such  as  an  apple,  an  orange,  a  grape  fruit,  or  a  pear.  In 
the  middle  of  the  afternoon  a  glass  of  milk  or  a  cup  of  tea  with  a  thick  water 
cracker  may  be  given,  and  at  supper-time  3  ounci-s  of  lean  meat,  some 
lettuce  with  oil  and  vinegar,  celery,  2  ounces  of  toasted  bread  or  Zwei- 
bach  or  crackers  may  be  given.  At  bedtime  a  biscuit  and  a  glass  of  milk 
may  be  allowed.  While  excessive  drinking  of  water  is  unwise,  the  patient 
should  not  be  deprived  of  water  to  such  extent  that  he  suffers  from  thirst 
or  has  not  sufficient  liquid  in  his  body  to  carry  out  to  the  full  every  physio- 
logical function.  Although  overfilling  the  tissues  witli  water  will  make  the 
patient  appear  fat,  a  certain  amount  of  fluid  is  necessary  to  healthy  life. 

In  the  way  of  drugs  there  is  but  one  remedy  which  exercises  a  great  influ- 
ence in  reducing  flesh,  and  that  is  the  thyroid  gland.  This  substance  does 
not  reduce  the  weight  of  all  cases  of  obesity,  and  often  fails  unless  it  is 
given  in  doses  which  are  so  large  as  to  cause  distinct  cardiac  feebleness. 
The  doses  usually  given  vary  from  2  to  6  grains  of  the  extract  of  the  gland 
once,  twice,  or  thrice  a  day.  It  is  important  to  give  a  large  amount  of  nitro- 
genous food  at  the  same  time,  for  the  thyroid  causes  a  loss  of  nitrog^'nous 
tissue  in  the  body  as  well  as  a  loss  of  fat.  Small  doses  of  strychnine  and 
of  digitalis  arc  also  useful  to  protect  the  heart  from  depression.  The  patient 
should  be  warned  against  severe  exercise  while  vmng  this  drug,  and  often 
will  do  best  if  confined  to  bed  and  given  massage  and  electricity. 


ADIPOSIS  DOLOROSA. 


Under  the  name  of  adiposis  dolorosa  my  colleague,  F.  X.  Dercum,  first 
described  in  1889  a  condition  in  which  masses  of  fat  are  deposited  in  differ- 
ent parts  of  the  body,  chiefly  on  the  chest,  arms,  buttocks,  and  legs.  These 
formations  are  usually  symmetrical,  and,  as  the  name  implies,  are  accom- 
panied by  neuralgic  pains  which  vary  from  slight  dartings  to  severe  suffering. 
The  disease  is  of  unknown  origin,  and  affects  women  in  or  past  mid<lle  life, 
as  a  rule.  The  deposits  on  the  extremities  are  usually  firm  and  even  brawny, 
but  they  may  be  so  soft  as  to  be  pultaceous  in  character.  So  far  the  best 
results  in  its  treatment  have  been  obtained  by  the  use  of  thyroid  gland  to 
the  point  of  tolerance.  The  condition  is  quite  uncommon,  but  a  consider- 
able number  of  cases  have  been  reported. 
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AOBOMEGALT. 

Definitioii. — ^Acromegaly  5s  a  slowly  developing  chronic  disease  of  nutri- 
tion characterized  by  an  overgrowth  of  the  extremities  and  head,  and,  to  a 
less  degree,  of  the  trunk,  with  associated  curvature  of  the  dorsal  and  cervical 
spine.  It  is  sometimes  called  "Marie's  disease,"  because  Marie  first  de- 
scribed it  in  1886. 

Etiology. — Many  theories  have  been  advanced  by  various  clinicians  with 
the  object  of  determining  the  causation  of  this  extraordinary  malady,  but 
none  of  them  are  adequate.  The  one  which  seems  most  probable  from  our 
present  knowledge  is  that  the  condition  arises  from  disease  of  the  pituitary 
body  and  that  the  enlargement  of  the  thyroid  gland,  which  is  often  present, 
is  an  effort  of  this  gland  to  supplant  its  function.  Acromegaly  rarely  appears 
before  the  thirtieth  year. 

Symptoms. — ^The  appearance  of  a  patient  suffering  from  this  disease  is 
so  peculiar  and  striking  that  there  is  no  difficulty  in  diagnosis,  if  the  malady 
is  well  developed.  The  massive  and  gigantic  appearance  of  the  head,  of 
the  features  of  the  face,  and,  on  closer  inspection,  the  enlargertient  of  the 
hands,  and  the  increase  in  the  length  of  the  long  bones,  combined  with  the 
kyphosis  of  the  spine,  make  the  clinical  picture  complete.  The  upper  part 
of  the  forehead  appears  low  because  of  the  abnormally  prominent  super- 
ciliary ridges,  and  this  effect  is  exaggerated  by  the  projection  of  the  lower  jaw. 
As  a  consequence,  the  shape  of  the  face  is  elliptical.  The  skin  of  the  face 
is  thick  and  sallow  and  greasy  in  appearance,  and  lies  upon  the  forehead 
in  heavy  transverse  creases.  The  cheeks  appear  sunken,  chiefly  because  of 
the  great  overgrowth  of  the  malar  bones.  The  nose  is  not  only  greatly 
enlarged,  but  often  increases  in  size  more  rapi<lly  than  the  other  features, 
so  that  it  seems  out  of  proportion  with  the  rest  of  the  head.  The  nostrils 
are  heavy,  thick,  and  immovable.  Not  rarely  the  superior  maxillary  bone 
fails  to  develop  as  rapidly  as  nearby  tissues,  and  as  a  consequence  the  upper 
jaw  may  seem  sunken,  an  effect  increased  by  the  enormous  nose  above  and 
the  overgrown  lower  jaw  below  it.  This  effect  is  also  increased  by  the  great 
enlargement  and  thickening  of  the  lower  lip.  An  examination  of  the  mouth 
will  reveal  the  fact  that  the  tongue  arid  uvtda  are  broader  and  thicker  than 
normal.  The  thorax  on  inspection  will  be  seen  to  be  greatly  increased  in  its 
anteroposterior  diameter,  which  is  in  excess,  as  compared  to  its  lateral  diameter. 
The  ribs  are  enlarged  and  the  clavicles  thickened,  but  the  abdomen  often 
appears  sunken  because  of  the  projection  forward  of  the  lower  part  of  the 
thorax.  The  muscles  may,  in  the  early  stages,  seem  increased  in  size  and 
in  power,  but  the  dominant  tendency  is  to  muscidar  atrophy.  No  changes 
of  importance  take  place  in  the  internal  viscera.    Blindness,  partial  or  com- 

Elete,  may  develop,  due  to  optic  neuritis.     Rarely  nystagmus  and  squint 
ave  appeared.    (See  Fi^rs.  108  and  109.) 

The  subjective  symptoms — that  is,  those  complained  of  by  the  patient — 
consist  in  headache,  dimness  of  vision,  and  pains  in  the  joints.  There  is 
usually  slovmess  of  thought  and  perhaps  actu(d  drowsiness. 
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Diagnosis. — Acromegaly  must  be  differentiated  from  gigantism,  leon- 
tiasis  ossea,  myxoedema,  arthritis  deformans^  osteitis  deformans,  and  pul- 
monary hypertrophic  osteoarthropathy.  Perhaps  the  most  frecjuent  error 
in  diagnosis  is  that  of  confusing  myxoedema  with  acromegaly,  hut  in  myx- 
cedema  there  is  never  any  actual  increase  in  the  size  of  the  bones.  The  face 
in  myxaviema  is  rouiul  and  full  instead  of  elliptical,  and  the  ends  of  the 
fingers  are  swollen  and  thickeneti  instead  of  the  whole  ham!  being  manifestly 
enlargetl,  as  in  the  disease  under  consideration.  Again,  in  myxoedema 
the  skin  is  pale,  puffy,  and  waxen  in  appearance,  devoid  of  hair  and  also  of 
wrinkles,  whereas  in  acromegaly  the  skin  upon  the  face  is  wrinkled  and 
there  is  no  markeii  falling  of  the  hair. 

Gigantism  is  separated  from  acromegaly  by  the  fact  tliat  there  is  a  sym- 
metrical overgrowth  all  over  the  body,  whereas,  as  has  already  been  pointed 
out,  the  enlargements  in  acromegaly  affects  chiefly  the  extremities  and  the 
tissues  of  the  face.  Further  than  this,  in  gigantism  the  ends  of  the  bones 
are  not  enlarged  to  such  an  extent  as  to  be  out  of  proportion  to  the  shaft, 
and  in  acromegaly  this  disproportion  is  quite  constant. 

Leontiasis  ossea  is  characterized  by  the  development  of  bony  tumors  or 
osteophytes  on  the  face  and  cranium  which  produce  great  deformity,  but 
there  is  no  marked  enlargement  of  any  one  feature  nor  of  the  extremities. 

Osteitis  deformans  is  differentiated  from  acromegaly  by  the  facts  that 
the  long  bones  are  chiefly  affected,  are  apt  to  be  curved,  and  so  produce 
great  deformity.  But  there  is  no  marked  enlargement  and  the  deformity 
is  very  apt  to  be  asymmetrical.  In  osteitis  deformans  the  facial  bones  are 
rarely  affected,  but  the  cranial  bones  are  involved  in  the  pathological  process; 
whereas,  in  acromegaly  it  is  the  facial  bones  which  are  affected,  the  other 
cranial  bones  being  but  slightly  diseased.  Finally,  and  perhaps  most  impor- 
tant, the  face  of  a  case  of  osteitis  deformans  is  broadened  in  its  upper  portion 
and  narrowed  in  its  lower  portion,  giving  it  a  triangular  appearance;  whereas, 
in  acromegaly  the  lower  part  of  the  face  is  broad,  and  therefore  the  general 
effect  is  elliptical. 

In  pulmonary  hypertrophic  osteoarthropathy  there  is  enlargement  of 
the  hands  and  feet,  but  no  etilargement  of  the  face,  and  there  is  always  found 
marked  chronic  pulmonary  lesions,  such  as  bronchiectasis,  empyema,  or 
other  serious  thoracic  disease.  A  close  examination  of  the  hands  and  feet 
will  show  that  the  enlargement  is  confined  cliiefly  to  the  joints,  and  that  the 
whole  hand  is  not  thickened  and  increased  in  size  as  in  acromegaly. 

Treatment. — No  plan  of  treatment  is  of  any  value. 


OSTEITIS  DEFORMANS. 


Osteitis  deformans  is  sometimes  called  "Paget's  disease."  It  is  charac- 
terized by  enlargement  and  softening  of  the  shafts  of  the  long  bones,  by  pain 
and  deformity.  The  bones  of  the  face  are  not  affected,  but  the  bones  of  the 
rest  of  the  head  are  often  involved.  A  careful  examination  of  the  long  bones 
in  a  case  of  this  kind  reveals  the  presence  of  a  rarefying  osteitis  associated 
with  the  development  of  new  but  imperfect  lamellie  in  the  bones.    The  face 
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has  a  curious  triangular  appearance  because  of  the  broadening  of  the 
upper  portion  and  the  narrowness  of  the  chin.  By  the  yielding  of  the 
bones  under  pressure,  not  only  the  tibiie  but  the  femurs  also  undergo  great 
deformity,  so  that  an  extreme  degree  of  bow-legs  develops.  Occasionally. 
the  bending  of  these  bones  is  forward  or  backward.  There  is  also  some 
spinal  curvature.  Osteitis  deformans  rarely  develops  before  the  fiftieth 
year.     No  treatment  which  has  yet  been  discovered  is  of  any  value. 


HTPERTROPHIO  PULMONARY  OSTEO-ARTHROPAXHT. 

This  is  a  condition  first  recognized  by  Bamberger,  but  the  name  was 
given  by  Marie.  It  does  not  affect  the  bones  of  the  head  or  of  the  face,  nor 
the  long  bones  of  the  arms  or  leg.  In  every  instance  it  develops  in  associa- 
tion with  chronic  pulmonary  disease,  such  as  chronic  bronchitis,  bronchi- 
ectasis, fibroid  lung,  and  chronic  empyema. 

The  symptoms  consist  in  the  enlargement  of  the  hands  and  feet,  particu- 
larly about  the  small  joints.  The  growth  of  the  nails  is  often  influenced  so 
that  they  are  thickened  and  incurvated. 


LEOMTIASIS  0S8EA. 

Leontiasis  ossea  is  a  disease  in  which  there  is  a  development  of  multiple 
osteophjies  or  symmetrical  enlargement  in  the  bones  of  the  cranium,  and 
sometimes  in  those  of  the  face.     It  is  a  very  rare  affection. 


SCLERODERMA. 

Scleroderma  is  a  chronic  disease  characterized  by  locaUzed  or  general 
stiffening  or  rigidity  of  the  skin,  which  is  usually  pigmented,  and  which 
seems  to  be  bound  over  the  tissues  beneath  it  in  much  the  same  manner 
that  a  leather  bimling  is  sometimes  placetl  over  a  wooden  or  metal  object. 
In  some  instances  the  sclerodermatous  process  is  sharply  circumscribed. 
In  other  cases  it  shades  off  into  the  surrounding  tissues,  and  may  have  a 
slightly  reddened  edge. 

The  first  symptom  usually  noticed  by  the  patient  is  stiffness  of  the  part 
affected,  wliich  gra<lually  increases  until  movement  may  become  almost 
impossible.  The  skin  undergoes  atrophic  changes,  and  becomes  silvery 
and  shiny  in  appearance,  with  a  certain  amount  of  yellowish  or  light-brown 
discoloration.  When  the  disease  affects  the  skin  of  the  extremities,  it  may 
cause  much  interference  with  the  movement  of  the  large  joints,  and  be 
followed  by  atrophy  of  the  muscles  underlying  the  area  involved.  The 
lesions  most  commonly  take  place  in  the  skin  of  the  neck,  in  the  neighbor- 
hood of  the  shoulders,  and  over  the  back  and  chest.  It  not  infrequently 
attacks  the  skin  of  the  face.  The  general  health  is  not  seriously  impaired. 
There  may  be  some  local  discomfort,  with  a  sense  of  formication,  or  ting- 
ling.   The  skin  is  exceedingly  dry,  and  rarely  sweats. 
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Treatment. — ^In  the  way  of  treatment  thyroid  extract  has  been  highly 
recommended  by  certain  clinicians.  Locally  the  parts  should  be  treated 
by  massage  and  the  local  application  of  oils,  which  should  be  of  a  sedative 
character.  Occasionally,  however,  if  the  process  is  exceedingly  chronic,  it 
may  be  advisable  to  apply  turpentine  diluted  with  six  times  its  amount  of 
sweet  oil.  Even  with  the  best  of  treatment  the  prognosis  is  anything  but 
favorable  as  to  cure,  although  the  spread  of  the  malady  may  be  delayed. 


AIKHUM. 

Ainhum  is  a  peculiar  trophoneurotic  disease,  commonly  affecting  the 
feet  of  negroes  and  other  dark-skinned  races.  It  is  widely  distributed  in 
Africa,  particularly  along  the  west  coast,  and  it  occurs  in  India,  and  Brazil. 
It  is  a  rare  affection  among  negroes  in  the  United  States.  The  disease 
usually  begins  in  the  little  toe  of  one  foot  or  both  feet,  as  a  narrow  fissure 
or  groove,  on  the  plantar  surface  at  the  junction  of  the  toe  and  foot.  The 
groove  gradually  surrounds  the  toe  and  slowly  deepens  until  eventually  it 
is  amputated.  Microscopic  examination  shows  that  the  constricting  band 
consists  of  dense  fibrous  tissue.  As  it  tightens,  the  toe  becomes  very  much 
enlarged,  and  disorganized  before  it  finally  separates.  As  a  rule,  the  dis- 
ease is  confined  to  the  one  toe,  although  other  toes  may  be  successively 
attacked  and  the  disease  may  even  appear  in  the  leg. 

The  cause  of  this  condition  has  not  been  determined.  It  has  been 
ascribed  to  traumatism,  such  as  frequent  cuts  from  blades  of  grass.  By 
some  writers  it  has  even  been  regarded  as  an  expression  of  a  very  much 
attenuated  form  of  leprosy.    It  is  evidently  a  trophic  disturbance. 

Iteatment. — ^The  treatment  is  surgical,  and  consists  in  free  division  of  the 
constricting  bands  in  recent  cases  and  amputation  in  advanced  cases. 
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ALCOHOLISM. 

Definition. — By  alcoholism  is  meant  a  condition  in  which  the  patient  suffers 
from  the  effects  of  alcohol  when  taken  in  sufficient  quantities  to  act  as  a 
poison. 

Etiology. — An  idea  exists  among  the  laity  that  chronic  alcoholism  is  a 
manifestation  of  an  inherited  tendency  in  many  instances,  and  this  is  some- 
times offered  as  an  excuse  by  a  patient  for  his  unlimited  libations.  There  is 
no  such  disease  as  alcoholism,  nor  does  an  alcoholic  have  any  justification 
in  this  excuse.  The  tendency  to  consume  alcohol  is  not  an  inheritance. 
The  inheritance  is  a  lack  of  self-control,  a  cowardly  inability  to  meet  the 
hard  sides  of  life,  and  a  willingness  to  escape,  if  only  for  a  time,  by  drown- 
ing sensation  in  the  stupor  of  a  narcotic.  In  many  cases,  therefore,  we  may 
not  only  have  to  combat  a  habit,  but  a  state  of  degeneracy  which  permits 
a  habit  to  exist. 

Symptoms. — Alcoholism  may  be  divided  for  readiness  of  consideration 
into  the  acute  and  chronic  form. 

Acute  Alcoholism. — The  symptoms  of  the  acute  form  are  familiar  to 
everyone  who  sees  life  in  the  town  or  city,  and  consist  in  disorderly 
conduct  due  to  removal  of  the  inhibitory  functions  of  the  brain,  so  that 
every  silly  thought  or  foolish  idea  is  carried  out  in  action.  Later,  as  the 
drug  affects  the  muscle  sense,  and  consequently  disorders  co-ordination, 
the  individual  staggers  and  perhaps  falls,  and  finally,  if  the  quantity  of  the 
drug  is  adequate,  passes  into  a  deep  sleep,  or  coma,  from  which  he  wakes 
more  or  less  confused,  with  depression  of  the  nervous  system  and  a  disordered 
digestive  tract.  In  cases  where  the  dose  has  been  very  large,  death  may  be 
caused  by  depression  of  all  the  vital  functions,  of  which  the  one  most  involved 
is  probably  that  of  bodily  heat,  the  death  being  in  part  due  to  cold.  In  the 
majority  of  cases,  however,  in  which  death  follows  acute  alcoholism,  it  is 
due  not  directly  to  the  depressing  effects  of  the  alcohol,  but  to  the  fact  that 
the  lowering  of  temperature  and  the  disorder  of  vital  function  in  the  various 
organs  permits  infection  by  the  pneumococcus  to  take  place  so  that  pneu- 
monia causes  death,  or  some  complication  such  as  acute  hephritis  is 
developed. 

The  symptoms  of  profound  acute  alcoholism  are  pallor  of  the  face,  dulness 
of  the  eyes,  widely  dilated  pupils,  profound  unconsciousness,  stertorous 
hreathing,  and  a  temperature  several  degrees  below  normal.  Occasionally 
convulsive  attacks  may  develop. 
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Although  the  symptoms  of  acute  alcoholism  are  so  familiar,  there  is  no 
state  so  often  confused  with  conditions  of  disease  or  with  the  results  of 
injury.  This  is  due  to  the  fact  that  the  symptoms  of  acute  alcoholism  are 
much  like  those  of  cerebral  congestion,  apoplexy,  unemia,  or  hemorrhage 
from  a  meningeal  artery,  or  fracture  of  the  skull.  It  is  also  due  to  the  fact 
that  alcohol  often  causes  all  these  states  directly  or  indirectly,  and  as  there 
is  a  history  of  alcoholism  or  an  odor  of  alcohol  on  the  breath,  it  is  natural 
to  make  a  diagnosis  of  alcoholism  without  recognizing  that  another  condi- 
tion is  present.  Again,  it  not  rarely  happens  that  an  alcoholic  takes  a 
poisonous  dose  of  opium,  and  so  suffers  and  dies  from  the  effect  of  this 
drug.  The  raised  temperature  in  apoplexy  is  in  contrast  to  the  lowered 
temperature  of  alcoholism,  as  is  also  the  full-l)ouiiding  pulse  as  compared 
to  the  rapid-running  pulse  of  alcoholic  poisoning.  Again,  apoplexy  is  char- 
acterized by  hemiplegia  and  facial  palsy.  Opium  poisoning  is  characterized 
by  pinpoint  pupils,  slow  breathing,  and  a  warm  skin,  as  oppo3e<l  to  the 
nonnal  or  relaxed  pupils,  the  cool,  moist  skin,  and  the  normal  or  rapid 
breathing  of  alcoholism. 

Treatment. — Thetreatmentofacutealcoholism consists  in  the  administration 
of  an  emetic  to  empty  the  stomach  of  any  alcohol  still  unabsorbed.  Apomor- 
phine  is  probably  the  best  drug  for  this  purpose,  as  it  can  be  given  hypoder- 
mically,  acts  promptly,  is  sedative  in  its  influence,  and  is  safe  in  a  moderate 
emetic  dose  of  J  grain.  In  other  cases,  or  after  the  emetic  has  acted,  au  active 
cathartic,  such  as  30  grains  of  compound  jalap  powder  or  15  grains  of  com- 
pound extract  of  colocynth,  may  be  used  to  unload  the  bowels  and  the  portal 
system,  and  decrease  cerebral  congestion.  If  circulatory  feebleness  is  present, 
the  aromatic  spirit  of  ammonia  in  drachm  doses,  diluted  with  water,  may  be 
given.  In  other  cases  the  physician  must  give  full  doses  (^u  grain)  of  strych- 
nine by  the  mouth,  or  by  the  hypodermic  needle  if  depression  is  marked, 
and  hot  bottles  must  l)e  applied  to  maintain  body  heat.  Strong  black  coffee 
by  the  mouth  or  by  the  rectum  may  be  given  if  active  stimulation  seems 
needful.  The  effL*cts  manifested  on  the  next  day  are  to  be  removeil  by  the 
use  of  calomel,  followed  by  a  saline  purge  and  the  administration  of  elixir 
of  celery  and  guarana,  or,  if  the  patient  is  very  nervous,  by  the  use  of 
guarana  and  bromide  of  sodium,  5  grains  of  tlie  extract  of  the  former  and 
30  grains  of  the  latter  at  a  dose. 

Subacute  and  Ohronic  Alcoholism. — Chronic  alcoholism  is  dimible  into 
three  classes.  In  one  the  patient  suffers  from  a  prolonged  alcoholic  debauch 
lasting  over  days,  or  even  weeks,  during  which  time  he  is  never  com- 
pletely sober.  In  the  other  type  he  is  never  drunk,  hut  always  under  the 
influence  of  the  drug  to  an  extent  which  eventually  produces  a  train  of 
symptoms  even  more  grave  than  those  which  follow  a  debauch.  Those 
who  have  made  a  special  study  of  alcoholism  also  recognize  that  there  b  a 
certain  class  of  persons,  of  the  first  division  just  named,  who  take  no  alcohol 
for  a  comparatively  long  period,  varying  from  weeks  to  months,  and  then  go 
on  a  terrific  debauch,  the  so-called  "  periodical  drunkard."  It  isthe  individual 
who  takes  alcohol  up  to  the  stage  of  intoxication  for  several  da^'S  consecu- 
tively, and  who  has  often  used  alcohol  in  large  quantities  for  weeks  before 
the  acute  exacerbation,  who  most  commonly  develops  delirium   tremens; 
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while  the  constant,  moderate  "soaker"  is  more  prone  to  hepatic  cirrhosis 
and  affections  of  the  peripheral  nerves.  Delirium  tremens  is  very  prone  to 
develop  in  persons  who  are  the  subjects  of  subacute  or  chronic  alcoholism 
if,  perchance,  they  suffer  from  a  severe  injury,  surgical  operation,  or  great 
shock.     Not  rarely  the  onset  nf  an  acute  illness  may  precipitate  an  attack. 

Morbid  Anatomy. — The  morbid  changes  produced  by  the  continuous  use 
of  alcohol  in  excess  are  chiefly  found  in  t!ie  organs  by  which  the  drug  gains 
access  to  and  egress  from  the  bo<iy;  that  is»  the  stomach,  the  liver,  and  the 
kidneys.  Next  to  the  effect  of  the  drug  upon  these  organs  it  expends  its 
deleterious  influences  upon  the  circulatory  system.  The  passage  of  a]ci:>hol 
directly  to  the  liver  from  the  stomach  through  the  portal  vessels  causes  con- 
gestion, irritation,  and  finally  atrophit  cirrhosis  of  this  oi^n.  (See  Hepatic 
Cirrhosis.)  By  rea.son  of  the  direct  effect  of  the  drug  upon  the  stomach,  and 
the  indirect  effect  protluced  by  the  impairment  of  its  blood  supply,  which 
arises  from  the  hepatic  changes,  chronic  gastric  catarrh  develops.  The 
changes  found  in  the  kidneys  in  very  chronic  alcoholism  consist  in  a  con- 
dition practically  identical  with  that  found  in  contracted  kidney,  and 
with  this  state  an  arteri(xrapillary  fibrosis  develops,  just  as  it  does  in  cases 
of  cardiovascular  change  arising  from  other  causes.  The  most  common 
change  in  the  kidneys,  however,  consists  in  a  hypostatic  congestion,  or 
stasis,  which  causes  them  to  be  swollen,  cyanotic,  and  to  be  functionally 
inactive.  Not  rarely  these  patients  develop  acute  tuberculosis,  because  of 
their  lowered  vital  resistance.  An  alcoliolic  multiple  neuritis  may  develop, 
and  atrophy  of  the  optic  nerve  may  occur. 

STmptoma. — The  symptoms  of  delirium  tremens  are  great  ner\*ous  rest- 
lessness and  apprchenswn  with  an:tieiy,  and  finally  dehisions  of  pcrseeufion 
and  terror.  The  delusions  are  largely  those  connected  with  vision,  and  all 
sorts  of  hideoxt^  objects  are  descril>cd  as  crawling  alxiut  the  patient.  Because 
of  these  delusions  the  -patient  is  often  violent  and  difficult  to  control,  but  is 
rarely  offensive  unless  he  believes  that  the  attendant  is  in  league  with  the 
'•objects  of  e\nl"  about  him.  The  pulse  is  usually  rapid  and  feeble,  the  skin 
relaxed^  and  the  longue  exceedingly  foul.  The  bowels  arc  constipated  and 
the  urine  scanty.  Hypostatic  congejtiion  of  the  lungs  and  congestion  of  fke 
kidneys  are  very  commonly  developed,  and  these  states  often  contribute  to 
the  death  of  the  patient 

It  is  not  to  be  forgotten  that  acute  croupous  pneumonia  at  the  apex  not 
rarely  is  associated  with  an  acute  delirinm  not  unlike  that  of  delirium  tremens. 

In  that  form  of  chronic  alcoholism  in  which  the  patient  is  never  drunk, 
but  always  has  alcohol  in  his  body,  the  chief  symptoms  are  irritability  of 
temper,  gradual  mental  deterioration,  localized  sensory  and  motor  palsies, 
and  finally  dementia. 

Treatment. — The  treatment  of  this  state  consists  in  the  use  of  an  active 
cathartic,  as  already  advised  for  acute  alcoholism,  and  the  use  of  full  doses 
of  morphine  hypo<lermically,  if  the  kidneys  are  not  diseased,  to  produce 
nervous  rest  if  the  patient  is  l)ecoming  exhausted  by  his  lack  of  sleep  or 
struggling.  Care  must  be  taken  that  more  than  a  few  doses  are  not 
given,  for  such  a  patient  may  become  a  morphine  habitud  very  quickly. 
Strychnine  and  atropine  are   to  be  used  hypodermically  if   any  signs  of 
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pulmonary  congestion  arise,  and  tber  most  be  ^r^a: 
should  Ije  appHf:d  to  the  back  of  the  cbesc  a::jd  H::£x] 
useful  as  a  rapidly  acting  diifusible  stimizlazit.     £-r^ 
taken  to  disperse  and  prevent  the  congestion,  vtic^  if 
degree,  means  the  death  of  the  patient. 

The  question  as  U>  the  medicinal  use  of  aloobo)  ia  ibsst 
In  i\iip9/t  who  an;  not  accustomed  io  its  constant  iise,  a=kd  -« 
intoxicat/^l  for  but  a  few  days,  it  is  not  necessarj  to  xrr 
the  patient  has  Ijeen  in  the  habit  of  taking  alcobo]  Ln  crjcx 
prior  Up  his  acute  alcoholic  outbreak,  whisker  must  be-  :23 
casf^  if  signs  of  great  ner\'ousness  develop.  Aside  frrjc 
renal  complications  the  most  frequent  one,  and  a  rsost  i 
of  nervous  tension  in  which  the  symptoms  are  those  of  m 
with  stiffness  of  the  liml^>s  and  neck.  This  sXsl^  of  tDG> 
is  precederl  by  mutUfring  delirium,  with  periods  of  wak 
hallurnnations  may  make  the  patient  difficult  of  control 
contract'^J  and  the  pulse  rapid  and  feeble.  The  temp 
high  as  103^  or  even  104°,  and  not  rarely  hypostatic  congf 
can  l>e  found  if  the  basc*s  are  examined.  Marked  hv] 
skin  usually  exists.  Patients  with  these  manifestations 
they  may  nrcrf>ver  after  a  prolonged  illness  lasting  se^ 
experience  is  in  accr>r<l  with  that  of  Dana,  that  if  there 
cer\'ical  musrrles  the  patient  usually  dies.  This  condidc 
true  meningitis,  but  tr>  a  toxaemia  with  serous  effusion  u 
Dana  and  others  have  given  the  name  "wet  brain"  to  tl 

The  diet,  if  Uhh\  can  J)e  given  to  the  patient,  should  < 
stimulating  liquid  nourishment,  such  as  highly  seasoned 
tonizcfd  milk,  to  which  capsicum  and  salt  have  been  adde 
dig^'stion  to  a<:tivity.    The  various  highly  seasoned  broths 

The  treatment  of  the  alcoholic  who  continually  takes  tb 
day  out  pres<;nts  grave  difficulties.  Those  who  have  been 
drug  evi^ry  ilay  for  many  years  are  rarely  willing  to  put  uf 
fort  which  follows  abstinence,  and  after  a  few  days  almost 
to  the  use  of  alcohol.  The  only  treatment  which  is  of  a 
cas(*s  is  it}  s^md  tlic  patient  to  some  isolated  region  w 
removed  from  the  grog-shop  to  be  able  to  obtain  alcoh< 
for  it  arisc?s,  an<l  to  take  care  that  he  does  not  pro\ide  hi 
with  aIcohr>l  to  Ix?  xmnl  during  the  trip.  Usually,  if  the  i 
several  wwks  or  months  of  hunting  in  isolated  regions,  an< 
of  someone  who  dovs  not  drink  alcohol  and  has  considen 
will  \)c  the  best  means  of  cure. 

For  those  who  take  alcohol  more  or  less  constantly 
intoxication,  either  this  measure  can  be  employed  or  th< 
placed  in  a  private  room  in  a  hospital,  where  he  is  undei 
of  the  nurses  and  physicians  attached  to  the  institution 
can  then  be  immediately  stricken  off  the  list  of  permissi 
his  condition  is  one  of  feebleness,  it  can  be  gradually  dimi 
the  end  of  a  week  he  is  getting  none  of  it.    In  the  great  maj 
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it  \s  utterly  futile  to  attempt  home  treatment  of  these  cases.  Even  if  the 
family  can  prevent  the  man  from  getting  alcohol,  home  life  lacks  the  disci- 
pline which  is  necessary  for  the  control  of  the  ])atient,  not  only  in  the  sense 
of  preventing  him  from  procuring  alcohol^  but  in  the  sense  of  making  a 
powerful  mental  impression. 

In  those  cases  in  which  removal  of  alcohol  causes  nervous  excitation  and 
evidences  of  threatened  delirium  tremens,  it  is  occasionally  permissible  to 
administer  full  (loses  of  chloral  antl  the  bromides  to  produce  nervous 
cjuiet  at  night.  Small  doses  of  these  drugs  practically  have  no  inHucnce 
whatever,  and  if  the  heart  is  at  all  feeble  full  doses  of  chloral  are  danger- 
ous. Morphine  possesses  the  disadvantage  that  the  alcoholic  is  very  prone 
to  develop  the  morphine  habit  in  addition  to  his  alcoholism.  This  drug  is, 
however,  exceeilingly  valuable  if  used  on  (hose  occasions  when  the  violence 
of  the  patient's  nervous  sytujjtoms  demand  sedation.  It  should  not  be  given 
day  after  day,  but  only  occasionally,  when  insomnia  is  so  pressing  that  the 
consequent  exhaustion  demands  relief. 

Within  the  last  few  years  very  strong  claims  have  been  made  for  the 
use  of  hyoscine  for  the  purpose  of  relieving  the  nervous  irritation  and  craving 
for  alcohol.  The  drug  must  be  given  in  sufficiently  large  tloses,  hypoder- 
mically,  to  place  the  patient  deeply  under  its  influence.  If  necessary  as  much 
as  yj^  of  a  grain  every  two  hours  may  l)e  given  hypodermically  until  the 
patient  sleeps  or  is  nesting  quietly.  These  doses,  of  course,  produce  the  foil 
physiological  action  of  hyoscine  and  often  cause  great  dryness  of  the  mouth 
and  talkative  delirium.  They  may  be  continued  for  several  days  and  then 
gradually  remitted  until  the  patient  is  no  longer  taking  either  alcohol  or 
hyoscine. 

If  the  circulation  fails  in  these  cases  strychnine  and  digitalis  may 
l>e  administered.  For  the  purpose  of  combating  signs  of  acute  collapse 
IIotYraiiun's  anodyne  and  strychnine  are  valuable,  as  is  also  die  aronuUic 
spirit  of  ammonia.  Another  <lnig  which  has  bet-n  highly  praised  in  this 
condition  is  apomorphine  given  in  the  dose  of  -^^  o\  agrain  hypodermically 
as  a  nervous  sedative,  the  emetic  effect  of  the  drug  not  being  desiretl.  In 
some  instances  larger  doses  have  to  l)e  given  and  may  be  used  without  pro- 
ducing eraesis. 

It  must  be  constantly  borne  in  mind  that  tlie  most  important  portion 
of  the  treatment  consists  In  the  isolation  of  the  patient,  and  in  a  com- 
plete control  of  his  methods  of  life  for  the  peritx]  covering  several  weeks. 
Drugs  are  of  little  value  except  to  support  him  through  the  period  when  his 
system  lacks  his  customary  doses  of  alcohol.  If  the  patient  is  unwilling  or 
unable  to  resort  to  this  fonn  of  treatment,  the  employment  of  drugs  is  usually 
worse  than  useless. 

Careful  attention  to  the  digestive  system  is  needful  in  all  these  cases.  The 
liver  should  be  unloa^led  by  blue  mass,  followefl  by  a  saline  purge,  every 
few  days,  and  bitter  tonics,  such  as  gentian  with  bicarbonate  of  sodium,  are 
advantageous. 
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MORPSINiaM. 

Chronic  morphinism,  or  the  morphine  habit,  is  usual! 
result  of  the  employment  of  this  drug  for  the  purpose  of  i 
Sometimes  the  insomnia  is  due  to  neurasthenia,  but  moref  re 
is  one  who  primarily  suffers  from  sleeplessness  due  to  pain 
producing  the  pain  is  continued  over  any  considerable  f 
patient  finally  becomes  so  dependent  upon  the  use  of  moq 
sedative,  that  he  cannot  sleep  without  it,  and  so  even  altl 
longer  continues  he  resorts  to  the  drug  for  the  nervous  q 
obtiuned  only  under  its  influence.  Not  infrequently  thest 
the  use  of  the  morphine  long  after  the  physician  intends 
stopped,  and  so  develop  the  habit  of  taking  the  drug  with 
of  the  physician  who  has  first  prescribed  it.  Because  ol 
this  occurrence  he  should  only  prescribe  that  quantity  c 
is  absolutely  essential  for  the  relief  of  pain  upon  a  p 
and  if  he  writes  a  formal  prescription  ordering  the  drug  f 
this  prescription  should  contain  the  words  **Do  not  re 
patient  will  not  be  able  to  continue  taking  the  drug  a 
believes  that  he  has  stopped  it. 

In  a  certain  number  of  cases  of  morphine  habit,  the  empl 
rests  upon  the  fact  that  the  patient  is  a  degenerate  witl 
mental  and  nervous  vigor  to  meet  the  vicissitudes  of  life 
he  is  one  who,  in  the  presence  of  any  condition  which  pre 
turbation  or  distress,  at  once  resorts  to  some  sedative  tc 
system,  instead  of  dominating  it  by  his  will  power  and  com 
sion  with  a  knowledge  that  any  yielding  either  to  that  d* 
desire  for  a  drug  is  certain  in  the  end  to  wreck  his  m 
condition.  This  is  an  important  factor  to  be  taken  into  c< 
ever  a  morphine  habitu^  is  to  be  treated.  This  condition  i 
or  it  may  be  acquired.  Not  rarely,  when  it  is  acquire* 
physical  condition  of  the  patient  has  been  impaired  I 
business  worry,  illness,  or  other  cause.  When  the  morpl 
for  any  length  of  time  this  veiy  fact  tends  to  increase 
stamina  on  the  part  of  the  patient. 

Symptoms. — One  of  the  most  noteworthy  symptoms 
great  irritability  of  the  nervous  system  so  that  slight  ca 
otUbreaks  of  rage,  or,  on  the  other  hand,  a  lacrymose  state 
some  instances,  where  the  drug  has  been  used  for  a  long 
only  a  loss  in  mental  power,  but  the  patient  develops  rru 
sions  closely  resembling  those  seen  in  an  ordinary  case  oj 
the  mental  degradation  is  so  complete  that  intellectual  pr 
impaired,  the  patient  develops  a  slyness  quite  different 
frank  methods  of  life  when  in  health.  In  association  witl 
is  always  developed  a  skill  at  prevarication  or  lying  whic 
able.  Persons  who  previously  have  been  regarded  as  emi 
the  most  skilful  falsehoods,  and  in  such  a  way  that  the  1 
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of  their  truth.  As  a  rule,  these  falsehoods  are  never  so  clever  as  when  they 
are  intended  to  result  in  the  obtaining  of  the  drug  which  is  desired,  the 
patient  resorting  to  every  possible  means,  honest  and  dishonest,  in  order 
that  he  may  obtain  the  nervous  quiet  which  his  system  craves. 

Tre^ment. — It  may  be  asserted  with  truth  that  it  is  useless  to  attempt  to 
treat  a  patient  who  is  suffering  from  the  morphine  habit,  with  the  idea  of 
curing  him  of  his  taste  for  the  drug,  unless  he  or  she  is  willing  to  enter  a 
private  room  at  a  hospital  and  be  placed  under  the  constant  supervision 
of  a  night  and  day  nurse.  This  isolation  is  necessary  not  only  because  it  is 
a  form  of  discipline  which  is  advantageous  for  the  mental  condition  of  the 
patient,  but  it  is  the  only  way  in  which  the  physician  can  be  assured  that 
the  patient  is  not  surreptitiously  continuing  his  daily  dose  of  the  narcotic. 
It  must  be  remembered  that  the  most  pious  individuals,  when  they  become 
addicted  to  this  drug,  develop  an  extraordinary  ability  to  tell  lies  which  are 
so  like  the  truth  that  they  can  deceive  the  most  cautious.  In  one  breath, 
the  patient,  with  tears  running  down  his  face,  will  beseech  the  physician  to 
cure  him  of  the  habit  which  is  destroying  his  happiness,  and,  at  the  next 
moment,  he  will  use  every  form  of  deceit  and  cleverness  to  obtain  the  drug 
which  he  craves.  Even  when  the  patient  is  under  the  observation  of  trained 
nurses  night  and  day,  any  sudden  improvement  in  his  condition  after  with- 
drawal of  the  morphine,  or  failure  to  develop  symptoms  produced  by  its 
withdrawal,  should  make  the  physician  believe  that  in  some  unknown  way 
the  drug  has  been  obtained.  In  some  instances  the  patient  enters  the  hos- 
pital with  the  morphine  carefully  sewed  in  the  hem  of  the  night-dress;  in 
othera,  a  friend  or  servant  is  bribed  to  bring  the  drug  each  day  in  some 
article. of  food.  Nothing  but  ceaseless  watchfulness  can  possibly  prevent 
these  patients  from  obtaining  morphine.  This  being  so,  it  can  readily  be 
understood  that  home  treatment  can  rarely  succeed. 

Having  obtained  special  control  of  the  patient,  the  method  of  treating 
him  should  consist  in  one  of  two  plans  which  have  found  general  accept- 
ance. The  first  of  these  is  the  gra<lual  diminution  of  the  morphine  so  that 
at  the  end  of  three  or  four  days,  or  a  week,  none  of  the  drug  is  permitted. 
If  this  method  is  carried  out  the  patient  usually  develops  after  a  few  days, 
or  sooner,  great  restlessness  and  irritability,  not  infrequently  active  purging, 
and  profound  mental  and  physical  depression.  Cramps  in  the  extremi- 
ties also  add  to  the  suffering.  Under  these  circumstances  it  is  necessary  to 
support  the  patient  by  the  use  of  hot,  stimulating  foods,  such  as  broths  highly 
seasoned  with  pepper  and  salt,  the  use  of  digitalis  and  strychnine  if  the  cir- 
culation fails,  and  the  employment  of  hyoscyamus  or  hyoscine  to  diminish 
irritability  of  the  nervous  system.  The  employment  of  alcohol,  coca  wine, 
or  similar  stimulants  for  the  purpose  of  aiding  the  patient  at  this  time  is 
unwise,  because  he  is  prone  to  develop  the  alcohol  or  coca  habit.  If  the 
diarrhoea  is  so  violent  as  to  require  control,  aromatic  sulphuric  acid  with 
a  vegetable  astringent,  like  the  fluid  extract  of  hsematoxylon,  may  be  used. 
Hot  compresses  may  be  applied  about  the  painful  limbs.  Great  mental  excite- 
ment may  be  relieved  by  chloral,  but  the  danger  of  producing  the  chloral 
habit  is  not  to  be  forgotten.  In  place  of  chloral,  sulphonal  or  trional  may 
be  used.  Occasionally  nerve  quiet  can  be  produced  by  wrapping  the  patient 
54 
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in  a  hot,  wet  blanket^  care  being  taken  that  the  hot  paclf 
so  long  as  to  produce  cardiac  depression. 

A  second  method  of  treatment  is  one  which  has  been 
in  the  last  few  years,  and  for  which  we  are  chiefly  ind 
physician,  Dr.  Lott.  This  consists  in  putting  the  patie 
have  him  under  absolute  control,  and  in  the  administratic 
hyoscine  hypodermically,  giving  him  as  much  as  ^hr  ^^  • 
hours,  if  need  be,  until  a  condition  of  nervous  quiet  is  | 
writer's  experience  these  large  doses  fail  to  produce  sleep, 
a  condition  in  which  the  patient  lies  awake  but  stupefied 
bles  continuously.  Curiously  enough  the  mouth  does  n< 
as  one  would  expect  from  the  administration  of  such  a 
these  large  doses.  Should  the  circulation  seem  at  all  feebl 
also  be  given.  The  idea  in  employing  hyoscine  is  to  i 
which  is  necessary  to  keep  the  patient  under  control,  and 
ing.  These  doses  may  be  continued  for  a  number  of  di 
which  time  they  are  gradually  diminished  and  the  patiei 
return  to  his  normal  condition  as  the  effects  of  the  hyc 
By  this  means  the  acute  mental  and  physical  suffering  cau 
withdrawal  of  morphine  is  avoided,  and  in  some  instj 
actually  seems  to  be  cured  of  his  malady,  although,  of  coi 
danger  in  every  case  of  his  speedily  returning  to  its  use,  ] 
nervousness  or  mental  stress  is  experienced.  So  common  L 
to  go  back  to  the  employment  of  this  drug  habit  that  ma: 
ience  have  gone  so  far  as  to  assert  that  no  case  of  the  morj 
permanently  cured.  This  view  is,  however,  undoubtedl; 
writer  has  seen  a  number  of  cases  in  which  permanent  ci 
place. 

AR8ENI0AL  POISONZNa. 

Arsenical  poisoning  occurs  in  two  forms,  the  acute  and  < 
after  the  first  stage  of  acute  poisoning,  if  the  patient  surviv 
a  second  subacute  stage  due  to  the  effects  of  the  retaine 
poisoning  usually  follows  the  ingestion  of  "Rough  on  Ri 
or  Scheele's  green.  The  symptoms  are  those  of  sevei 
with  vomiting  and  purging,  followed  by  death  in  collaps 
is  the  hydrated  sesquioxide  of  iron  with  magnesia.  Whei 
vives  the  acute  stage  he  suffers  from  secondary  lesions  in 
intestines,  kidneys  and  liver.  Widespread  fatty  degenei 
and  peripheral  neuritis  may  be  present.^ 

The  causes  of  chronic  arsenical  poisoning  are  almost 
are  those  of  lead  poisoning.  It  may  find  its  way  into  \ 
the  lungs  from  the  air  of  a  room  the  walls  of  which  are  a 
heavily  laden  with  arsenical  dyes;  it  may  enter  in  beer  m 
prepared  by  the  use  of  iron  pyrites  contaminated  with  t 
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recent  celebrated  epidemic  in  England;  or  it  may  be  given  in  moderate 
poisonous  dose  for  a  long  time  with  homicidal  intent,  as  in  a  case  recently 
trie<]  in  the  Philadelphia  courts. 

Not  verj'  rarely  a  inil<!  form  of  chronic  arsenical  poisoning  is  met  with 
in  cases  to  which  a  physician  has  found  it  necessary  tn  ^ive  lart^  doses  of 
arsenic  for  long  {)erioiis,  as  in  chorea,  in  leukiruiiu,  and  Hwigkin's  disease. 

Symptoms. — Chronic  arsenical  poisoning  manife,sts  itself  chiefly  in  the 
form  of  a  widespread  peripheral  7icuritu^^  with  the  development  of  a  secondary 
degeneration  of  the  epilhflluni  of  the  kidtwifs.  The  cliiff  symptoms  are 
tingling  and  pairj.?  in  the  hnil>s,  followetJ,  after  a  time,  by  pfiralysvf  winch 
affects  the  distal  portions  of  the  Ixxiy  much  more  than  it  does  the  nerves  and 
muscles  of  the  thighs  or  arms.  AiTophj  of  the  muscles  supplied  by  the 
paralyzed  ner\es  soon  takes  place.  Other  trophic  changes  also  develop, 
such  as  kerpdic  eruptions  resciubling  those  of  herpes  zosier  or  pemphigus^ 
and  glossiness  of  the  skin  sometimes  su|>ervenes.  At  times  curious  deposits 
of  pigmetU  take  place  in  the  skin.  As  in  lead  poisoning,  the  nerve  supply  to 
the  extensor  muscles  suffers  chiefly,  but  in  addition  the  small  flexor  muscles 
are  also  afTectetl  much  more  comnioidy  than  they  are  in  neuritis  due  to  alco- 
hol or  lead.  The  lower  limbs  are  atTeetei!  as  much  as  the  upper  limbs, 
whereas  in  lead  poisoning  it  is  the  upper  extremities  which  suffer  most. 
Again,  arsenical  neuritis  alTects  the  sensory  and  motor  fibres,  and  for  this 
reason  pain  as  well  as  anaesthesia  is  often  met  with.  The  pulse  is  quickened 
and  the  mind  confused  in  some  cases.  Because  of  the  involvement  of  the 
sensory  and  motor  fibres  of  the  peripheral  nerves  the  patient  may  present 
symptoms  of  tabes  dorsalis  {arsenieal  pseudotabes).  The  Argyll-Robertson 
pupil  is  a  useful  differential  factor,  for  if  it  is  present  the  cause  of  the 
disordered  gait  is  probably  due  to  true  Iocom4»tor  ataxia. 

Prognosis. — The  prognosis  in  such  cases  depends  upon  the  severity  of 
paralysis  and  tlie  state  of  the  kidneys.  If  the  latter  organs  are  affected  the 
outlook  is  more  grave  than  if  tliey  are  intact.  Even  when  the  symptoms  of 
neuritis  are  severe,  remarkable  recovery  may  ensue  if  the  patient  is  removed 
from  the  exposure  to  the  drug. 

Treatment. — The  treatment  consists  in  the  removal  from  exposure,  the 
use  of  the  iodide  of  potassium  to  aid  in  the  elimination  of  the  poison,  the 
administration  of  strychnine  in  full  doses  if  the  nerves  are  not  irritable,  and 
in  the  application  of  massage  and  electricity  to  improve  the  nutrition  of 
the  affected  parts.    Iron  may  be  used  to  combat  the  anaemia. 
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LEAD  POISONINO  OR  PLUMBISM. 


Acute  lead  poisoning  is  not  of  frequent  occurrence.  Its  consideration  is 
distinctly  toxicological  in  character,  and  for  this  reason  it  is  not  discussed 
in  these  pages. 

Chronic  lead  poisoning,  on  the  other  hand,  is  of  exceetiingly  common 
occurrence,  not  only  in  those  who  are  exposed  to  the  poison  by  reason  of 
their  occupation,  but  in  persons  who  have  sufferetl  no  such  exposure  but 
have  absorbed  the  lead  from  sources  in  which  its  presence  would  not  be 
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suspected.  Further  than  this,  lead  poisoning  in  its  chronic  form  may  pro- 
duce the  most  varied  symptoms,  which  are  oftentimes  so  unusual  that  no 
thouglit  of  lead  as  a  cause  is  entertained.  In  speaking  of  the  nen-ous  mani- 
festations which  are  often  present,  a  well-known  teacher  was  wont  to  say: 
"When  you  cannot  explain  a  curious  train  of  nervous  symptoms,  always 
suspect  syphilis,  hysteria,  or  lead  as  the  cause." 

Etiology. — It  is  the  insoluble  rather  than  the  soluble  salts  of  lejid  which 
usurtlly  cause  chronic  lead   poisoning.     The  most  frequent  sufferers  are  . 
workers  in  manufactories  where  paint  is  made,  and  house  painters  whal 
are  continually  engaj^ed  in  the  handling  of  lead  paint.    In  rarer  insiancea-l 
the  patient  is  poisoiie<l  by  the  use  of  water  which  in  passing  through  newi 
lead  pipes  dissolves  some  of  the  lead;  or  lead  is  present  in  a  hair-dye  or 
cosmetics  and  is  absorbed  by  the  skin;  or,  again,  it  has  occurred  that  a  miller 
has  filled  holes  in  his  grindstones  with  lead,  which  has  then  been  ground 
with  the  Hour  and  eaten  in  bread.     In  one  instance,  in  Pennsylvania,  a 
peddler  sold  a  large  number  of  crocks  to  farmers'  wives.     In  tiiese  was 
placed  apple  butter,  and  as  the  acid  in  the  fruit  eroded  the  lead  gla/jng 
which  lined  the  jars,  a  widespread  epidemic  of  chronic  lead  poisoning  de- 
veloped.    Perhaps  the  most  notorious  illustration  of  how  lead  may  cause 
poisonino;  in  unsuspecting  persons  is  the  celebrated  "chrome-yellow  cases'* 
in  Philadelphia,  in  which  a  wholesale  druggist  sold  chrome  yellow  to  a 
number  of  confectioners,  who  saveil  the  cost  of  eggs   by  coloring  their 
cakes  with  this  substance.     As  a  result  a  large  number  of  men,  women,  and. 
chiklren  died,  and  a  much  larger  number  suffered  from  chronic  poisoning] 
for  montlis  before  the  source  of  the  trouble  was  discovered.     An  extraor-J 
dinary  cause,  however,  is  the  habit  of  chewing  silk  thread  weighted  with 
lead.    At  least  two  cases  of  chronic  poisoning  from  this  cause  have  been  met 
with  in  seamstresses. 

The  fact,  therefore,  that  no  history  of  exposure  to  lead  is  to  be  found  in  a 
given  case  does  not  negative  the  diagnosis  of  lead  poisoning. 

Prevention. — Chronic  lead  poisoning  is  to  1^  prevented  in  workers  in  lead 
by  the  exercise  of  the  greatest  possible  cleanliness  as  to  their  hands,  which 
should  be  thoroughly  washed  before  food  is  touched,  as  otherwise  lead  may  i 
be  taken  in  small  amounts  and  finally  cause  poisoning.  If  the  workman 
is  employed  in  grinding  lead,  he  must  wear  a  mask  to  prevent  the  poisoD  | 
from  being  inhaled  in  dust.  The  use  of  vessels,  the  glazing  of  which 
contains  lead,  for  holding  food  should  be  avoided.  Small  amounts  of 
dilute  sulphuric  acid  to  form  insoluble  sulphates  in  the  mouth  and  stomach 
may  be  resorteil  to»  and  purgation  every  few  days  by  sulphate  of  mag- 
nesium is  advantageous. 

Pathology  and  Morbid  Anatomy. — There  is  no  othex  poison  from  the  mineral 
kingdom  which  taken  into  the  body  produces  sucli  widespread  changes  in 
dillerent  organs  as  does  lead  in  the  chronic  form  of  poisoning.  Even  alcohol, 
that  most  ubiquitous  poison,  does  not  cause  such  a  multitude  of  changes. 
The  nervous  system  is  the  portion  of  the  body  which  bears  the  brunt 
of  the  attack,  and  it  is  the  peripheral  nerves  that  suffer  most.  In  them 
the  lead  produces  a  toxic  neuritis.  In  advancetl  cases  there  is  segmentation 
of  the  myelin  and  breaking  up  of  the  axis  cylinder,  with  a  proliferation  of 
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the  nuclei  in  the  sheath  of  Schwann.  The  early  changes  in  the  nerves 
affect  chiefly  the  medullary  sheath,  which  is  affected  in  patches  at  irregular 
intervals — the  so-called  periaxial  neuritis  of  Gombault.  Although  the 
lesions  are  more  severe  as  the  distal  end  of  the  nerves  is  approached, 
D^jerine  has  found  them  even  in  the  anterior  roots.  Conspicuous  changes 
in  the  spinal  cord  are  almost  never  seen,  but  Oppenheim  states  that  he  has 
found  alterations  in  the  anterior  cornua,  and  Gowers  asserts  that  in  some 
cases  the  cells  in  these  cornua  are  degenerated.  No  constant  lesions  are 
found  in  the  brain,  even  in  those  cases  in  which  severe  cerebral  symptoms 
are  present,  except  those  dependent  upon  vascular  lesions  which  are  part 
of  &e  general  vascular  disease  produced  by  the  poison. 

It  is  to  be  especially  noted  that  the  sensory  fibres  of  the  nerves  are  not 
affected,  and  that  the  musculospiral  is  the  nerve  chiefly  involved  in  those 
cases  which  have  peripheral  neuritis.  As  a  result  of  the  neuritis,  produced 
by  the  lead,  atrophy  of  a  severe  character  may  develop  in  the  muscles 
suppUed  by  the  affected  nerves.  Fatty  degeneration  of  the  muscles  does 
not  ensue.  The  second  portion  of  the  body  to  feel  the  effect  of  the  lead  is 
the  kidneys,  which  are  not  rarely  the  seat  of  chronic  interstitial  nephritis, 
and  with  this  renal  lesion  a  process  of  arteriofibrosis  develops,  which  asso- 
ciated conditions  often  cause  the  death  of  the  patient. 

Sailer  has  recently  shown  that,  in  some  cases  at  least,  there  is  an  absence 
of  hydrochloric  acid  in  the  gastric  juice. 

Bymptoms. — From  what  has  been  said  of  the  changes  in  various  organs 
caused  by  lead,  it  is  evident  that  the  symptoms  may  be  very  varied.  Paraly" 
sis  of  the  extensor  muscles  of  the  forearm,  causing  wrist-drop ^  is  the  most  con- 
stant symptom.  This  paralysis  is  nearly  always  bilateral,  but  occasionally 
but  one  arm  is  affected.  The  supinator  longus  muscle  and  the  short  extensor 
of  the  thumb,  however,  usually  escape,  which  is  curious  in  view  of  the  fact 
that  the  supinator  longus  muscle  receives  its  nerve  supply  from  the  musculo- 
spiral nerve.  In  atypical  cases  Oppenheim  states  that  the  supinator  longus, 
the  biceps,  and  even  the  deltoid  are  involved. 

In  the  legs  palsy  is  far  less  frequent  than  in  the  forearms,  and  the  muscles 
involved  are  the  peroneal  group,  but  the  tibialis  anticus  is  not  affected. 

Although  motor  paralysis  is  present  sensory  disturbances  are  rare. 

Palsy  of  the  ocular  muscles  producing  squint  may  be  due  to  lead,  as  may 
also  optic  neuritis.  In  very  rare  cases  of  severe  plumbism  cerebral  symp- 
toms develop,  consisting  in  epileptiform  convulsions,  or  coma.  This  state 
is  called  "  encephalopathia  satumina." 

Tremor  of  the  forearms  is  sometimes  present  in  lead  poisoning. 

Chronic  lead  poisoning  greatly  aids  in  producing  gouty  lesions,  probably 
by  forming  a  urate  of  lead  in  the  tissues  about  the  joints.  Others  believe 
that  the  lead  decreases  the  alkaUnity  of  the  blood  and  so  permits  the  pre- 
cipitation of  urates  to  occur. 

There  still  remain  to  be  considered  several  symptoms  of  chronic  lead 
poisoning  which  are  so  constant  in  their  appearance  and  so  characteristic 
that  they  are  most  valuable  aids  in  diagnosis.  The  first  of  these  is  the  blue 
line  in  the  edges  of  the  gums  next  the  teeth,  formed  by  the  deposit  of  sul- 
phide of  lead  in  the  capillaries  of  the  part.    This  sign  is  often  absent  in  those 
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who  are  cleanly  in  the  care  of  the  mouth.  The  second  is  the  characterisdc 
pain  in  ike  belly ^  which  is  exceedingly  severe  in  the  region  of  the  umbilicus, 
and  is  described  as  a  pain  due  to  twisting  the  bowels  around  a  stick.  This 
b  called  "painters'  colic,"  or  "colica  pictonum."  The  latter  term  is  given 
to  this  state  because  it  was  frequently  met  with  in  Picton  at  one  time.  A 
third  symptom  of  chronic  lead  poisoning  is  anosmia,  which  is  in  part  due  to 
the  direct  effect  of  the  lead  and  in  part  to  the  renal  changes  induced  by 
this  agent.  Microscopic  examination  of  the  blood  will  often  reveal  a  granu- 
lar degeneration  of  the  erythrocytes. 

Diagnosis. — In  a  case  in  which  the  blue  line  on  the  gum  is  present  the 
diagnosis  is  easy.  When  wrist-drop  is  present  it  must  be  separated  from 
that  due  to  pressure,  as  by  resting  the  head  on  the  arm  when  sleeping  or 
by  the  pressure  of  a  crutch.  As  a  rule,  pressure  palsy  is  unilateral  and  lead 
palsy  bilateral,  but  this  is  not  so  invariably,  and  the  history  of  the  patient 
may  be  necessary  to  decide  the  diagnosis.  When  the  palsy  is  distributed 
in  various  parts,  particularly  if  it  affects  the  legs,  it  must  be  separated  from 
acute  poliomyelitis  Lead  poisoning  is  rare  in  children  and  acute  polio- 
myelitis is  common.  In  adults  chronic  lead  poisoning  is  more  frequent  ihan 
is  acute  poliomyelitis.  Poliomyelitis  in  its  acute  form  has  a  history  of  sudden 
onset  with  fever,  and  the  onset  of  lead  palsy  is  rarely  so  abnipt  and  is  usually 
not  febrile.  The  history  of  exposure  to  lead  will  aid  in  deciding  the  diag- 
nosis. In  chronic  poliomyelitis  the  only  way  to  determine  the  question  is 
by  the  history  and  the  frequent  examination  of  the  patient's  urine  for  lead. 
Often  lead  will  not  be  found  in  the  urine  unless  iodide  of  potassium  is  given 
to  set  it  free  from  the  tissues  where  it  has  been  deposited. 

Saturnine  epilepsy  must  be  separated  from  true  epilepsy  by  the  history 
of  the  patient  and  by  the  association  of  other  signs  of  plumbbm.  It  must 
also  be  separated  from  urseraic  convulsions,  if  possible,  by  the  urinary 
examinations,  but  this  may  be  impossible  because  the  lead  may  at  once 
cause  encephalopathia  saturnina  and  lu^mia  through  its  efiFects  on  the 
cerebral  vessels  and  the  kidneys. 

Prognosis. — ^The  prognosis  as  to  the  duration  of  life  in  chronic  lead  poison- 
ing is  good  unless  cerebral  symptoms  are  present,  or  renal  changes  are  well 
marked.  The  prognosis  as  to  the  paralysis  depends  largely  upon  the  general 
nutrition  of  the  patient  and  the  stage  to  which  the  neuritis  has  advanced. 
If  the  muscles  involved  have  lost  all  reaction  to  electrical  stimulation,  the 
prognosis  must  be  bad  as  compared  with  that  in  a  case  in  which  the  palsy 
has  lasted  for  but  a  short  time.  Even  when  the  reactions  of  degeneration  are 
present  the  outlook  is  not  hopeless,  because  if  the  patient  is  no  longer  exposed 
to  the  poison  recovery  sometimes  ensues,  particularly  in  young  persons. 

Treatment. — The  treatment  of  chronic  lead  poisoning  consists  in  remov- 
ing the  patient  from  continued  exposure  to  the  poison.  If  he  is  an  artisan 
he  must  cease  working  in  lead.  If  he  has  been  poisoned  by  the  metal  through 
some  accident,  the  source  must  be  discovered  and  he  must  no  longer  be 
exposed  to  it. 

The  second  duty  of  the  physician  is  to  eliminate  the  lead  already  in 
the  body  as  rapidly  as  possiple.  For  this  purpose  the  iodide  of  potas- 
sium should  be  given  in  full  doses,  with  the  object  of  forming  double 
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bluble  iodides  with  the  lead.  Not  only  have  we  every  reason  to  believe, 
from  a  chemical  standpoint,  that  this  raedtcinal  treatment  is  advantageous, 
but  it  is  a  well-known  clinical  fact  that  chemical  examination  of  the  urine 
in  a  case  of  lead  poisoning  will  fail  repeatedly  to  show  lead,  and  will  at  once 
indicate  its  presence  after  iodiile  of  potassium  is  administered,  proving  that 
by  this  means  lead  is  carried  to  the  kidneys  and  speedily  passed  out  of  the 
body.  It  must  also  be  remembered  that  the  liver  eliminates  lead  freely  in 
the  bile. 

Tlie  third  indication  is  to  improve  the  patient's  general  health  not 
only  by  the  use  of  such  tonics  as  iron  an<l  strychnine^  but  also  by  ordering 
an  out-door  existence,  with  as  much  sunshine  as  it  is  possible  for  the  patient 
to  find  in  the  twenty-four  hours. 

Tlie  paralysis  of  chronic  lead  poisoning  is  to  be  treaterl  by  the  adminis- 
tration of  full  doses  of  strycluiine  and  the  simultaneous  use  of  large  doses 
of  iodide  of  potassium.  The  paralysis  of  the  extensor  muscles  of  the  arms 
and  legs  is  to  l^  treated  not  only  l>y  the  use  of  strychnine^  but  by  the  employ- 
ment of  the  slowly  and  rapidly  interrupted  faradic  current.  In  those  cases 
in  which  cerebral  symptoms  develop,  the  patient  should  receive  full  doses 
of  iodide  of  potassium,  with  tlie  object  of  getting  rid  of  the  lead  as  rapidly 
as  possible.  If  the  symptoms  are  acute,  and  if  a  convulsion  is  already  present, 
the  patient  should  receive  a  hot  pack  in  order  that  the  sedative  effect  of  this 
therapeutic  measure  may  be  exercised  upon  the  nervous  system,  in  order 
that  the  bloorl  may  be  drawn  away  from  the  congested  brain,  and  with  the 
hope  that  by  increasing  tiie  action  of  the  skin  the  convulsions  may  be  re- 
lieved of  some  of  the  work  which  they  would  otherwise  be  forced  to  perform. 
In  other  respects  the  convulsions  should  be  treate<lt  as  are  all  other  con- 
vulsions, l>y  the  use  of  nitrite  of  amyl  inhalations,  and  by  the  employment  of 
full  doses  of  chloral  and  the  bromides  to  quiet  the  brain  and  spinal  cord. 

Painters*  colic  with  its  attendant  constipation  is  not  to  l>e  treated  by  the 
use  of  purgatives,  but  by  the  use  of  morphine  given  hypodermically.  This 
drug,  which  so  often  causes  constipation  in  the  ordinary  patient,  often  pro- 
duces active  purgation  in  these  cases,  by  (juleting  the  intestinal  irritation 
and  spasm  and  simultaneously  relieving  the  pain. 
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Bromatotoxisiaufl. — S}Tnptoms  of  poisoning  produced  by  the  ingestion  of 
food  which  is  impuri'  by  reas<in  of  faulty  preparation,  or  the  changes  due  to 
decomposition,  are  occasionally  met  with.  It  is  rather  remarkable,  consider- 
ing the  long  period  of  time  during  which  many  hiods  are  kept  after  they  are 
prepared  for  the  table,  that  more  cases  of  p()isoningd()  not  ensue.  Much  of 
the  information  given  in  this  article  is  obtained  from  the  excx.'llent  sunmiary 
of  this  subject  which  can  be  found  in  Vaughan  and  Novy's  Cellular  Toxins, 

Poisoning  may  be  pro<luced  by  the  use  of  grains  which  have  become  infected 
by  poisonous  fungi.  Animals  may  eat  substances  which  may  render  their 
milk  or  flesh  or  both  poisonous.  Tiie  flesh  of  certain  animals  also  becomes 
poisonous  at  certain  stages  of  their  life  history.    Foods  may  also  become 
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infected  by  the  discharges  of  human  beings;  the  flesh  of  animals  may  suffer 
from  some  specific  disease  which  may  be  transmitted  to  man,  and  milk  may 
carry  the  disease  of  an  animal  to  man  or  may  be  infected  by  the  discharges 
of  man,  and  so  convey  specific  germs  to  other  individuals.  Food  may  also 
contain  micro-organisms  which  in  their  process  of  development  pitxluce 
poisonous  symptoms  in  man. 

The  term  sAotoxismus  is  applied  to  poisoning  by  vegetable  foods  which 
are  infected  by  moulds  or  bacteria. 

The  most  familiar  form  of  poisoning  by  grains,  or  vegetable  food,  is 
Ergotism  due  to  the  eating  of  rye  flour  made  from  rye  which  has  been  infected 
by  the  fungus  Claviceps  purpurea.  This  ergot  is,  of  course,  largely  employed 
in  medicine.  Several  poisons  are  found  in  ergot,  such  as  ergotinic  acid, 
sphacelinic  acid,  and  cornutin.  The  first  of  these,  however,  seems  to  be 
poisonous  only  when  it  is  injected  hypodermically.  Sphacelinic  acid,  on  the 
other  hand,  is  supposed  to  be  responsible  for  the  gangrene  and  cachexia 
which  sometimes  develop  in  persons  who  have  eaten  infected  rye.  On  the 
other  hand,  cornutin  seems  to  be  the  poison  which  affects  the  nervous  ^stem 
and  produces  spasms  and  convulsions. 

M]rtilotozismu5. — Under  the  name  of  mytilotoxismus  is  described  the 
symptoms  of  poisoning  which  are  produced  by  eating  poisonous  mussels. 
These  symptoms  consist  in  some  cases  in  violent  gastromtestinal  irritation 
with  purging,  but  in  the  majority  of  instances  the  manifestations  of  the 
poisoning  are  nervous  in  character.  A  rash  resembling  urticaria  and  finally 
becoming  vesicular  may  develop  over  the  body,  and  the  eyeUds  may  be  so 
swollen  as  to  prevent  vision  by  extravasation  of  the  serum  into  their  tissues. 
There  is  often  difficulty  in  breathing,  apparently  due  to  intense  hypenemia 
of  the  bronchial  mucous  membrane.  Convulsions  and  coma  may  develop 
and  death  may  be  due  to  this  cause. 

Treatment. — ^The  treatment  of  mytilotoxismus  consists  in  the  use  of  an 
active  saline  cathartic  to  sweep  the  poisonous  material  from  the  alimentary 
canal,  and  in  the  use  of  ether  as  a  diffusible  stimulant. 

IchthyotOXisillllS. — When  fish  produces  poisonous  symptoms  the  term 
ichthyotoxismus  is  used  to  describe  the  condition.  As  b  well  known,  cer- 
tain fish  are  unfit  to  eat,  and  other  fish  become  poisonous  during  the  ^ason 
at  which  they  are  spawning.  In  still  other  instances  fish  suffer  from  bacte- 
rial infections  which  render  their  flesh  unsuitable  as  food.  The  ingestion 
of  poisonous  fish  so  seldom  occurs,  at  least  in  this  country,  that  the  symp- 
toms produced  need  not  be  described. 

Poisoning  from  the  flesh  of  fish  which  has  undergone  decomposition  is 
often  very  violent  in  its  manifestations.  The  most  common  symptoms  are 
dilatation  of  the  pupils,  nausea,  vomiting,  and  severe  abdominal  pain,  fol- 
lowed by  the  development  of  a  scarlatinal  rash  all  over  the  body-  In  such 
cases  a  purge  to  sweep  out  the  offending  materials  and  also  stimulants  are 
needed. 

Kreotozismus. — The  word  kreotoxismus  is  applied  to  poisoning  result- 
ing from  the  ingestion  of  meat  unfit  for  food,  because  of  the  presence  of 
bacterial  or  animal  poisons.  Perhaps  the  most  frequent  instance  of  this 
is  in  so-called  sausage  poisoning.    Sausages  are  often  made  from  what 
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may  be  called  the  refiise  following  the  butchering  of  animals  ordinarily 
employed  as  food,  and  the  treatment  of  this  material  is  such  that  early 
decomposition  changes  may  readily  set  in.  In  most  instances  the  process 
of  cooking  destroys  the  poisons,  but  when  cooking  is  not  resorted  to  the 
symptoms  which  are  induced  are  exceedingly  severe,  and  death  may  ensue. 
There  is,  in  many  cases  of  sausage  poisoning,  difficulty  in  breathing  and 
swallowing,  violent  vomiting,  severe  abdominal  pain,  hoarseness,  dimness 
of  vision,  and  delirium.  In  other  cases  the  mind  remains  clear.  From  some* 
of  these  forms  of  food  ptomaines  have  been  isolated.  In  other  instances 
certain  bacteria  have  been  found  which  have  been  considered  responsible, 
either  directly  or  indirectly,  for  the  symptoms.  Meat-pie  poisoning  and 
poisoning  by  mince-meat  are  essentially  similar  to  sausage  poisoning. 

Tyrotozismus  and  CkJactOtozismas. — Under  the  name  galactoioxismns 
is  described  the  poisoning  which  results  from  the  ingestion  of  impure  milk. 
When  poisoning  follows  the  use  of  bad  cheese  it  is  called  tyrotoxismus.  Thb 
term  is  also  applied  to  the  poisoning  produced  by  impure  ice-cream.  The 
symptoms  are  sometimes  exceedingly  severe,  and  consist  in  evidences  of 
gastroenteritis  followed  by  collapse.  To  a  substance  which  Vaughan 
states  he  is  able  to  isolate  from  cheese  and  ice-cream  he  gave  the  name 
of  "tvrotoxicon." 

PELLAGRA  (BCAIDISMnS). 

Definition. — Pellagra  is  a  chronic  intoxication  due  to  eating  fermented 
maize.  It  is  characterized  by  gastric  and  intestinal  symptoms,  by  marked 
motor,  sensory,  and  psychical  disturbances,  and  by  a  constant  skin  eruption. 

Hlfftory- — Pellagra  has  been  known  for  about  two  hundred  years.  From 
that  time  until  now  it  has  been  seen  in  various  countries  of  Europe,  particu- 
larly in  Spain,  Portugal,  and  Central  Italy.  In  the  Province  of  Venice  343 
cases  occurred  in  the  year  1901,  and  in  the  marshes  of  Umbria  and  Tuscany 
the  cases  are  very  numerous.  In  1881  the  number  of  cases  in  Italy  was 
officially  estimated  at  104,607,  or  0.36  per  cent,  of  the  entire  population. 
The  disease  occurs  in  Hungary,  in  certain  departments  of  Southern  France, 
in  Egypt  and  in  Algiers.  On  this  continent  it  is  found  in  Mexico  (Yucatan 
and  Campeachy), 

Etiology. — ^Pellagra  is  primarily  dueto  eating  unsound  maize  or  its  products. 
Thus,  whiskey  prepared  from  such  maize  may  give  rise  to  pellagra  just  as 
corn-mush,  corn-pap  (polenta),  or  corn-bread  may  convey  it.  The  cause 
of  the  fermentation  of  the  maize  is  harvesting  in  unfavorable  years,  before 
the  grain  has  thoroughly  ripened,  and  storing  in  damp  cellars  or  granaries. 
With  respect  to  the  specific  changes  in  the  grain,  there  is  some  conflict  of 
opinion  as  to  their  exact  nature,  Lombroso  isolated  a  watery  extract,  an 
alcoholic  extract,  and  an  oil  with  which  he  could  produce  the  symptoms  of 
pellagra  in  man  and  animals.  Ceni  and  Besta  have  recently  extracted,  with 
ether,  from  the  spores  of  AapergUlits  fumigatus  and  Aspergillus  flavescens 
a  body  which  produced  all  the  symptoms  of  pellagra.  They  have  further 
shown  that  these  organisms  are  constantly  present  in  smutted  maize. 

Both  sexes  are  equally  attacked.     All  ages  are  subject  to  the  disease 
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although  the  majority  of  cases  occur  in  later  adult  life.  Bad  food,  priva- 
tion, and  malaria  predispose  to  the  development  of  pellagra.  Alcoholism 
is  a  very  prominent  factor  in  the  etiology  of  the  disease.  Some  writers, 
indeed,  consider  it  to  be  the  principal  cause. 

Pathology. — The  post-mortem  changes  observed  in  pellagra  are  extreme 
emaciation,  with  loss  of  the  subcutaneous  fat  and  extensive  wasting  of  the 
muscles.  The  heart,  liver,  spleen,  and  kidneys  are  atrophied.  Marked 
pigmentation  is  seen  in  the  liver,  spleen,  heart,  and  spinal  ganglia.  In  the 
central  nervous  system  various  changes  are  met  with,  principally  chronic 
inflammation  of  the  meninges  with  exudation,  and  occasionally  hemorrhages. 
The  spinal  cord  shows  marked  sclerosis  of  the  posterior  and  posterolateral 
columns.    The  peripheral  nerves  are  degenerated. 

Symptoms. — In  pellagra  there  is  first  of  all  an  ill-defined  prodromal  stage. 
The  patient  feels  ovi-^j-soris  and  shows  marked  disinclination  to  work.  He 
has  dyspeptic  symptoms  and  complains  of  constant  pain  in  the  head  and 
spiTie.  At  this  early  stage  insomnia  is  common  and  there  may  even  be  some 
degree  of  mental  disturbance.  These  symptoms  continue  throughout  the 
winter,  until,  with  the  advent  of  spring,  the  first  marked  symptoms  of  pellagra 
present  themselves  in  an  erythematous  rash  and  marked  gastrointestinal  dis- 
turbances. The  rash  appears  on  the  exposed  surfaces  of  the  body,  particu- 
larly on  the  backs  of  the  hands,  the  extensor  surfaces  of  the  forearms,  and 
on  the  face  and  neck.  It  persists  several  weeks,  when  desquamation  occurs, 
leaving  a  thickened  patch  of  scurfy  skin.  The  gastrointestinal  symptoms 
consist  in  severe  dyspepsia;  there  are  fkUidence,  eructations,  and  anorexia. 
Diarrhoea  is  commonly  present,  sometimes  approaching  dysentery  in  severity. 
These  symptoms  persist  throughout  the  spring.  With  the  advent  of  summer 
the  patient  becomes  very  much  better  and  continues  in  a  fair  state  of  health 
until,  with  the  next  succeeding  spring,  a  recrudescence  takes  place.  Thus, 
from  year  to  year  a  cachectic  state  is  developed,  with  marked  nervous  phe- 
nomena. 

The  motor  symptoms  are  spastic  paralysis  of  the  legs,  vHisting,  and  oon- 
tracture.  The  superficial  reflexes  are  normal,  the  deep  reflexes  increase.  The 
sensory  symptoms  are  severe  pain  in  the  head  and  spine,  with  intolerable 
burning  and  itching,  referred  to  various  skin  areas.  Girdle  pains  are  com- 
mon. Disorders  of  vision  and  taste  occur.  Psychical  symptoms  are  extremely 
common,  and  a  large  percentage  of  cases  end  in  permaTient  insanity.  In  all 
Italy,  out  of  every  100  insane  patients,  10  are  sufferers  from  pellagra.  In 
Venice  the  proportion  is  35  out  of  every  100.  The  common  type  of 
insanity  is  melancholia,  with  delusions  of  persecution  and  impul^  to 
self-destruction,  particularly  by  drowning.  Mania  occurs  in  a  small  pro- 
portion of  cases  and  dementia  is  a  common  ending  of  all  of  them. 

In  long-standing  cases  pronounced  cachexia  develops,  with  profound 
aTKBmia  and  marked  em^aciation.  Alpago-Novello  calls  attention  to  the 
evidences  of  premature  senility  in  these  patients.  They  become  prema- 
turely bald,  prematurely  gray,  a  marked  arcus  senilis  may  be  present,  and 
early  atheroma  is  frequently  observed.  The  disease  is  very  chronic  and  may 
last  from  ten  to  fifteen  years.  Cases  that  have  had  more  than  three  or  four 
attacks,  in  succeeding  springs,  are  regarded  as  hopeless. 
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Itefttment. — ^Treatment  consists,  first  of  all,  in  the  interdiction  of  unsound 
maize  as  an  article  of  food,  and  the  prohibition  of  alcohol  as  a  beverage. 
Vfiih  respect  to  medicinal  treatment,  Lombroso  recommends  large  doses 
of  arsenic.  Wurzel  confirms  the  value  of  arsenic  and  also  advises  the  use 
of  quinine  and  strychnine  in  large  doses.  For  the  nervous  jsymptoms  massage, 
electricity,  and  salt-water  baths  are  of  service.  The  patches  of  erythema 
should  be  kept  moist  and  supple  with  oily  ointmente  to  which  cocaine, 
carbolic  acid,  salicylic  acid,  or  chloral  may  be  added  to  control  the  itching. 

The  prophyhxis  of  the  disease  includes  education  of  the  people  in  the 
infected  area  of  the  danger  of  fermented  maize  as  an  article  of  food.  Maize 
should  only  be  harvested  when  ripe  and  should  only  be  stored  in  dry,  well- 
ventilated  granaries.  When  maize  is  a  staple  article  of  import  it  should  be 
rigorously  inspected  at  the  first  port  of  entry  and  all  spoiled  grain  rejected. 


LATHTBI8M  (OHIOKFEA  DISEASE;  LUPINOSZS). 

Definition. — Lathyrism  is  a  chronic  intoxication  characterized  by  spastic 
paralysis  of  the  lower  limbs  without  disturbance  of  sensation.  It  is  caused 
by  the  use  of  various  species  of  lathyrus  as  food.  That  the  vetches,  or  chick- 
peas, were  capable  of  producing  a  disease  of  this  type  was  known  in  the  time 
of  Hippocrates. 

History. — ^The  disease  was  exceedingly  common  in  Italy  and  France  dur- 
ing the  seventeenth  and  eighteenth  centuries.  It  was  first  accurately  studied 
by  Irvin  in  1859.  The  present  geographical  distribution  is  France,  Italy, 
Algiers,  and  British  India. 

Etiology. — Lathyrism  is  due  to  the  use  of  different  varieties  of  lathyrus 
as  foods;  chiefly  Lathyrus  sativTis,  Lathyrus  cicera,  and  Lathyrus  clymenum 
(the  common  vetch,  or  chickpea).  In  time  of  famine  and  want  the  seeds  of 
&ese  legumes  are  ground  and  mixed  with  flour  and  other  meal  and  used  in 
bread-making.  Observation  has  shown  that  they  must  be  eaten  for  some 
length  of  time,  several  weeks  or  a  month,  before  symptoms  begin.  The 
poison  Ues  in  the  peas  themselves,  and  mustiness  or  fermentation  is  not  a 
Factor  as  in  pellagra.  It  is  stated  that  "Teora"  {Lathyrus  sativus)  in  India 
only  causes  the  disease  when  baked;  when  boiled  it  is  said  to  be  innocuous. 
As  immediate  exciting  causes  for  the  outbreak  of  the  disease,  exposure  to 
cold,  rain,  and  damp  weather  are  recognized.  Consequently  men,  being 
much  more  exposed  to  climatic  changes  in  their  daily  avocations,  are  more 
frequently  attacked  than  women.  Cattle  eating  the  peas  also  develop  the 
dis^i3e. 

Symptoms. — ^There  may  be  prodromal  symptoms,  such  as  fever,  dyspepsia^ 
and  diarrhcea.  Usually  the  disease  begins  suddenly,  after  exposure  or  a 
wetting.  There  is  pain  in  the  loins,  legs,  and  knees,  with  weakness  and 
tremors.  From  this  point  on  there  is  a  gradual  and  continuous  development 
of  a  spastic  paralysis  of  both  legs  with  marked  spasms,  particuarly  of  the 
adductor  muscles  of  the  thighs.  The  reflexes  are  exaggerated.  Sensation 
b  not  impaired.  The  bladder  and  rectum  are  not  involved,  as  a  rule,  except- 
ing in  severe  cases,  when  the  paralysis  may  include  the  sphincters.    The 
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upper  limbs  are  not  involved.  The  course  of  the  disease  is  exceedingly 
chronic  and  the  paralysis  is  usually  permanent. 

Death  from  lathyrism  itself  is  very  rare.  In  one  patient  who  died  of  an 
intercurrent  malarial  infection  Grandjean  found  a  softened  area  in  the  cord 
extending  6  cm.  above  the  lumbar  enlargement.  The  clinical  symptoms 
point  to  a  degeneration  of  the  lateral  columns. 

Treatment. — Treatment  consists  in  the  withdrawal  of  lathyrus  from  the 
patient's  food,  and  the  education  of  the  masses  to  the  danger  that  lies  in  the 
use  of  these  products.  Scheube  reports  good  results  from  sharp  counter- 
irritation  over  the  lumbar  vertebra. 


ATRIPLIOISM. 

Atriplicisra  ("intoxication  par  Tarroche")  is  an  intoxication  due  to  eating 
the  coast  orach,  and  is  characterized  by  marked  local  disturbances  of  sensi- 
bility, by  local  oedema  and  trophic  disorders.  This  disease  was  first 
reported  by  Matignon  in  1898,  from  North  China.  He  ascribes  it  to  eating 
Atrijdex  attgustisaima  and  Atriplex  serrata  of  the  order  Chenopodiacece,  bo^ 
common  weeds  in  China.  They  are  eaten  baked  or  fried  in  dough,  or  raw 
as  a  salad. 

Within  ten  to  twenty  hours  after  eating  the  orach  there  is  tingling  and 
cold  in  the  thumbs,  fingers,  and  back  of  the  hand,  followed  by  itching  and 
cedema,  which  spreads  over  the  back  of  the  hand  and  forearm  and  ends 
sharply  at  the  elbow.  Later,  swelling  and  itching  of  the  face  occur.  The 
parts  are  cold,  the  nose  and  finger-tips  cyanotic.  The  oedema  persists  from 
two  to  ten  days.  After  it  subsides  the  skin  is  exfoliated.  In  severe  cases 
large  blebs  may  form  which  subsequently  ulcerate.  Matignon  reports  one 
case  in  which  gangrene  of  the  fingers  occurred.  The  disease  superficially 
resembles  erythromelalgia. 

Treatment. — Treatment  consists  in  free  purgation  at  the  beginning  of  the 
disease  and  the  application  of  sedative  lotions  locally. 


LACQUER  P0I80NIN0. 

This  is  a  troublesome  poisoning  of  the  skin  obsei'ved  in  China  and  Japan 
among  workers  in  lacquer.  Lacquer  is  derived  from  the  balsamic  exudate 
from  the  lacquer  tree  {Rhus  vemicif6ra).  The  poisoning  is  limited  to  the 
skin  and  is  entirely  analogous  to  that  produced  by  the  varieties  of  rhus,  so  com- 
mon in  America,  excepting  that  it  is  much  more  severe.  The  infection  takes 
place  not  only  through  contact  with  the  raw  lacquer,  but  Scheube  states  that 
it  may  be  conveyed  from  the  vapors  arising  during  the  evaporation  of 
lacquer,  and  that  susceptible  individuals  may  even  acquire  it  by  visiting 
lacquer  warehouses  where  there  are  newly  lacquered  articles.  The  attack 
begins  a  few  hours  after  exposure,  with  intense  itching  of  the  skin  of  the 
face  and  limbs.  The  skin  becomes  oedematous;  numerous  papules  appear, 
which  later  become  vesicular  and  are  filled  with  a  yellow  seropus.    The 
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vesicles  may  coalesce  and  form  large  blebs.  The  disease  is  limited  to  the 
amis,  legs,  face,  and  genitals.  When  the  face  is  severely  affected,  the  adjacent 
mucous  membrane  shares  in  the  disturbance,  and  there  may  be  a  sharp 
febrile  reaction. 

Treatment. — ^Treatment  consists  in  soothing  local  applications.  Lead- 
water  with  or  without  opium  and  lime-water  are  principally  used. 

The  gingko  tree  (Gingho  bUoba)  causes  a  dermatitis  exactly  like  lacquer 
poisoning  excepting  that  it  is  not  so  severe.  The  question  of  gingko 
poisoning  is  of  some  little  interest  in  the  United  States  at  present.  The 
tree  is  a  native  of  China,  but  has  recently  been  introduced  in  America  as 
an  ornamental  foliage  plant. 


DISEASES  DUE  TO  ANIMAL  PAEASITES. 


MALARIAL  INFECTION. 


Definition. — By  malarial  infection  we  refer  to  a  condition  produced  by  the 
entrance  into,  and  development  in,  the  blood  of  specific  micro-organisms 
known  as  the  Plasmodium  malarios,  the  hsematozoon  of  malarial  fever,  or, 
more  correctly  speaking,  the  Hcem^mosba  malarics. 

The  infection  is  manifested  by  four  different  types:  First,  the  so-called 
intermittent  type,  in  which  the  patient  has  recurring  attacks  which  are 
characterized  by  a  chill,  a  fever,  and  a  sweat.  These  recurrences  com- 
monly take  place  daily,  on  alternate  days,  or  on  every  third  day,  and  are 
called  quotidian,  tertian,  or  quartan.  Second,  a  type  in  which  there  is 
present  continued  fever  with  remissions  in  its  course,  the  so-called  remit- 
tent malarial  fever.  Third,  a  type  in  which  the  infection  is  of  a  malig- 
nant or  pernicious  form  with  profound  toxtemia.  Fourth,  that  form  in 
which  more  or  less  subacute,  or  chronic,  and  profound  cachexia  is  present, 
associated  with  marked  anaemia  and  enlargement  of  the  spleen,  and  often 
of  the  liver.  The  first  is  due  to  the  tertian  or  quartan  parasite,  the  second 
and  third  to  the  sestivo-autumnal  parasite,  while  the  fourth  form  may  be  due 
to  any  one  of  the  three  parasites. 

HistOTy. — Malarial  fever  was  recognized  as  a  distinct  disease  as  long 
ago  as  five  hundred  years  before  Christ,  and  Hippocrates  divided  it  into  the 
quotidian,  tertian,  and  quartan  types  we  recognize  to-day.  Empedocles 
(500  B.C.)  recognized  the  relationship  of  the  disease  to  stagnant  water  and 
stopped  an  epidemic  by  draining  stagnant  pools;  but  it  was  not  until  1880 
that  Laveran,  a  French  army  surgeon,  first  recognized  the  specific  oi^nism, 
and  in  1886  Marchiafava  and  Celli  described  it  more  fully.  In.  the  same 
year  Grolgi  showed  that  the  malarial  attack  occurred  simultaneously  with 
the  sporulation  of  the  parasite,  but  not  until  1898  did  Manson  and  Ross, 
of  England,  and  Grassi  and  Bignami,  of  Italy,  prove  that  the  infection  b 
spread  from  man  to  man  by  a  certain  species  of  mosquito  known  as  the 
Anopheles.  In  the  United  States  excellent  work  has  been  done  by  a 
number  of  investigators,  of  whom  the  most  noteworthy  are  Osier,  Thayer, 
and  Hewetson  in  Baltimore,  James  in  New  York,  Craig  of  the  U.  S.  Army, 
and  Dock  in  Texas. 

Diatrfbntion. — Malarial  infection  is  more  widely  diffused  throughout 
the  tropical  and  temperate  zones  than  any  other  disease.  It  is,  as  a 
rule,  prevalent  and  severe  in  direct  proportion  to  the  proximity  to  the 
equator  and  is  rare  in  far  northern  latitudes.    Certain  parts  of  the  world, 
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which  at  one  time  suffered  severely  from  the  disease,  are  now  free  from  it 
Forty  or  fifty  years  ago,  for  example,  the  valleys  of  the  Delaware  and 
Schuylkill  Rivers  near  Philadelphia  suffered  greatly,  whereas  at  present 
cases  of  the  disease  are  rarely  met  with  in  these  localities.  On  the  other 
hand,  it  is  very  prevalent  on  the  shores  of  the  Chesapeake  Bay,  which  i» 
not  more  than  one  hundred  miles  away.  At  present  the  disease  appeal 
in  its  mild  forms  in  France,  Germany,  and  England,  and  in  the  Middle 
Atlantic  an«l  Central  United  States,  and  in  its  severe  forms  in  the  Southern 
States,  particularly  in  certain  lower  portions  of  the  Mississippi  Valley.  The 
virulent  forms  are  cliiefly  met  with  in  Africa,  in  certain  parts  of  India,  and 
in  the  tropics,  as  in  the  West  Indies  and  in  the  Phihppincs,  and  in  the 
tropica!  parts  of  South  America.  On  the  Pacific  coast  of  the  United  States 
the  disease  is  rare.  So  far  as  season  is  concerned,  it  may  be  said  that  the 
greater  proportion  of  cases  occur  in  July,  August,  September,  October,  and 
November  in  semi-tropical  or  temperate  regions. 

The  frequency  of  malarial  fever  varies  greatly  and  depends  entirely  upon 
the  prevalence  of  the  Anopheles,  the  sources  for  its  infection,  and  the  clima 
which  permits  of  the  growth  of  the  mosquito.     In  the  United   States  the 
greatest  prevalence  of  this  disease  is  in  the  States  bordering  the   Gulf  ( 
Mexico  ami   that  tier  lying  immediately  north  of  them.    The  death  rat6< 
from  malana  in  this  area  is  about  30  per  1000  deaths  from  known  causes 

Etiology.  The  Mosquito. — There  is  but  one  direct  etiological  factor  in 
the  dissemination  of  malarial  fever  in  man,  namely,  that  form  of  mosquito 
known  as  Anopheles,  Many  species  of  the  genus  Anopheles  have  been 
described,  but  only  three  have  so  far  been  found  to  be  present  as  malaria- 
bearing  hosts  in  the  United  States,  namely,  the  Anopheles  quadrimacuicUus, 
which  is  the  most  common,  the  Anopheles  punctipennis,  and  the  Anopheles 
crucians.  In  Europe  the  infection  is  always  borne  by  the  Anopheiet^ 
claviger,  sometimes  called  Anopheles  macidipennis.  Fortunately,  the  nn 
pheles  is  not  universally  distributed,  the  culex  being  the  genus  which  is 
most  commonly  met  with,  at  least  in  the  temperate  zones,  and  this  mos- 
quito seems  to  be  incapable  of  carrying  the  infection.  The  anopheles  can 
be  readily  differentiated  from  the  culex  by  the  fact  that  when  it  rests, 
upon  a  plane  surface  its  body  is  held  at  right  angles,  or  at  an  angle 
forty-five  degrees,  whereas  the  body  of  the  culex  lies  parallel  to  the  plane. 
Again,  the  wings  of  the  anopheles  show  very  distinct  mottling,  as  its  names 
punctipennis  or  quadrimaculatus  indicate.  Most  of  the  culex  species  lay 
their  eggs  in  rafts  or  bottle-shaped  masses,  which  remain  intact  until  the 
larvro  are  discharged.  The  eggs  of  the  anopheles  are  laid  in  groups  that 
are  readily  broken  up  and  scattered.  Any  stagnant  or  semi-stagnant  accu- 
mulation of  water  is  a  suitable  breeding-ground. 

The  indirect  factors  in  the  causation  of  malarial  infection  are,  therefore, 
stagnant  or  semi-stagnant  water  in  which  this  mosquito  can  breed,  and 
the  presence  of  a  source  from  which  it  can  obtain  the  parasite  so  that  it 
can  transmit  it  to  a  healthy  individual;  for  even  if  the  Anopheles  he 
present,  it  cannot  inoculate  a  human  being  with  malarial  fever  unless 
it  has  first  bitten  a  person  whose  blood  contains  the  hapmamceba.  No 
more  interesting  experiments  proving  these  facts  can  be  adduced  than 
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those  made  by  Patrick  Manson  on  his  son,  who  had  never  had  malarial 
infection.  Bignami  and  Bastianelli  sent  Manson  in  England  relays  of 
mosquitoes  which  in  Italy  had  been  fed  upon  the  blood  of  patients 
suffering  from  pure  benign  tertian  malaria.  These  mosquitoes  were 
allowed  to  bite  the  younger  Manson,  and  as  a  result  he  developed  the 
same  form  of  malarial  fever  as  that  suffered  by  the  Italian  patients,  and 
the  same  parasite  was  found  in  his  blood. 

The  R£Mam(EBa  Malarije  in  Man. — The  parasite  itself  passes  through 
two  cycles  of  existence,  namely,  one  which  is  carried  out  in  the  body 
of  man,  and  another  in  the  body  of  the  mosquito.  It  appears  in  three 
distinct  forms,  namely,  as  the  tertian  parasite,  the  quartan  parasite,  and 
the  sestivo-autumnal  parasite.  Each  of  these  live  in  the  red  cells  of  the 
blood  and  to  some  extent  exist  in  the  plasma  as  well. 

Marchiafava,  Celli,  Bignami,  and  Grassi,  of  Italy,  have  endeavored  to 
show  that  several  species  of  the  sestivo-autumnal  parasite  exist,  but  their 
views  have  not  been  generally  accepted,  and  recently  they  have  admitted 
that  there  are  not  sufficient  grounds  for  advocating  this  proposition. 

In  certain  cases  the  patient  suffers  from  a  mixed  infection  in  which  the 
tertian  and  testivo-autumnal  parasite  are  both  present  at  the  same  time. 

The  young  tertian  parasite  is  a  small  colorless  and  hyaline  body  which 
occupies  a  small  space  in  the  corpuscle.  When  in  a  state  of  quiescence  it  is 
round,  but  if  the  specimen  under  tlie  microscope  is  fresh  and  the  temperature 
suitable  it  manifests  active  amoeboid  movements.  As  the  parasite  grows, 
reddish-brown  granules  develop  in  its  interior.  These  pigment  granules 
move  rapidly,  and  are  often  seen  in  the  amoeboid  projections  of  the  para- 
site, so  that  it  may  appear  that  several  parasites  are  in  one  corpuscle.  As 
the  growth  continues  the  infected  red  cell  becomes  more  and  more  pallid 
and  swells  up  or  expands,  the  amoeboid  movements  of  the  contained  para- 
site diminish  in  activity,  and  the  pigment  granules  arrange  themselves 
about  the  periphery  of  the  parasite.  At  this  time  the  corpuscle  is  nothing 
more  than  a  shell  of  its  former  self.  Later  the  pigment  granules  accu- 
mulate near  the  centre  of  the  body,  and  as  they  do  so  the  process  of  seg- 
mentation begins;  radial  lines  divide  the  parasite  into  twelve  to  twenty 
segments  arranged  around  the  central  mass  of  pigment.  Each  segment 
has  a  nucleus,  and  as  soon  as  the  process  of  segmentation  is  completed 
these  segments  break  out  of  the  corpuscular  shell  and  float  freely  in  the 
blood  plasma,  where  they  speedily  attack  and  enter  fresh  red  cells.  The 
evolution  and  segmentation  require  about  forty-eight  hours,  and  the  chill 
and  other  acute  manifestations  of  illness  in  the  patient  develop  at  the  time 
of  segmentation.  In  some  instances  the  parasite  becomes  unusually  large, 
the  pigment  bodies  become  stationary  without  aggregation  in  the  centre, 
vacuoles  develop  in  it,  and  the  parasite  seems  to  die.    (See  Plate  V.) 

The  tertian  parasite  is  the  one  which  produces  that  form  of  intermittent 
fever  in  which  the  paroxysm  occurs  every  second  day.  If  the  attack  occurs 
daily,  it  is  due  to  a  double  infection,  in  which  one  set  of  parasites  sporulates 
on  one  day  and  the  other  set  on  the  next  day. 

The  following  distinctions  serve  to  separate  the  tertian  from  the  sestivo- 
autumnal  parasite:  The  nuclear  body  and  chromatin  mass  of  the  young 
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tertian  parasite  are  achromatic  to  methylene  blue,  whereas  the  nucleus  of 
the  eestivo-autumnal  parasite  is  densely  stained  by  this  agent  (Ewing). 
The  tertian  ring  is  coarse  and  granular,  whereas  the  eestivo-autumnal  ring 
is  a  perfect  circle  and  more  delicate.  The  tertian  ring  is  usually  pigmented 
before  the  chromatin  becomes  subdivided,  while  in  the  sestivo-autumnal 
parasite  the  chromatin  is  subdivided  before  pigmentation  appears.  There 
are,  however,  exceptions  to  this  rule.  Lastly,  the  infected  red  blood  cor- 
puscle is  usually  distended  or  swollen  as  soon  as  it  is  attacked  by  the  tertian 
parasite,  whereas  it  is  shrunken  in  appearance  when  the  sestivo-autumnal 
parasite  enters  it. 

The  qttartan  parage — that  is,  the  organism  that  causes  an  attack  every 
third  day — ^resembles  the  tertian  organism  just  described,  but  differs  from 
it  in  the  following  respects:  In  the  early  stages  it  occurs  as  a  hyaline  body 
which  is  smaller  than  the  tertian  parasite.  It  speedily  develops  a  sharper 
outline,  it  is  more  refractive,  and  the  amoeboid  movements  are  slower.  The 
pigment  granules  are  larger  and  darker,  less  active,  and  lie  near  the  edge  of 
the  parasite.  Again,  it  is  noteworthy  that  the  red  cell  does  not  swell  as  do 
those  containing  the  tertian  parasite,  but  grows  smaller,  darker,  more 
refractive  and  metallic  looking.  The  quartan  parasite  reaches  its  growth 
in  from  sixty-four  to  seventy-two  hours,  and  then  appears  as  occupying 
nearly  the  entire  red  blood  cell,  or  it  seems  to  float  free  in  the  blood  serum. 
As^he  time  for  the  paroxysm  approaches  the  pigment  granules  at  the 
periphery  flow  toward  the  centre  in  radial  lines,  so  that  it  becomes  arranged 
in  stellate  form  and  the  protoplasm  divides  into  from  six  to  twelve  pear- 
shaped  segments,  each  of  which  has  a  refractive  centre.  These  segments 
escape  and  infect  new  cells.  Some  of  the  parasites  do  not,  however,  go 
on  to  this  development,  but  fail  to  sporulate  and  become  sexual  bodies 
or  gametocytes. 

The  third  form  of  parasite,  the  csstivo-aviumnal  form,  is  smaller  than 
the  tertian  and  quartan  organism,  and  presents  a  ringed  appearance.  It 
contains  much  less  pigment  and,  moreover,  it  soon  causes  the  corpuscle 
into  which  it  enters  to  become  shrivelled  and  brassy  looking.  After  a  time, 
possibly  a  week,  the  parasite  increases  in  size,  becomes  refractive,  crescentic, 
or  round,  or  ovoid  in  form,  and,  in  the  centre,  masses  of  dark  pigment  accu- 
mulate. It  is  these  latter  bodies  which  are  indicative  of  infection  by  the 
fiestivo-autumnal  type,  and  it  is  to  be  remembered  that,  as  a  rule,  they 
are  not  constantly  present  in  the  peripheral  circulation  but  only  in  the 
blood  of  such  internal  organs  as  the  liver,  spleen,  and  in  the  bone-marrow. 
Because  of  their  small  size,  slow  development,  and  the  difficulty  of  obtain- 
ing blood  from  deeply  situated  organs,  they  are  less  readily  discovered  than 
the  other  two  types.  It  appears  established  that  the  crescentic  and  ovoid 
bodies  do  not  undergo  segmentation  or  sporulation,  but  correspond  to  the 
sexual  bodies  described  above,  the  gametocytes.  These  crescentic  and  ovoid 
bodies  do  not  continue  their  development  in  the  human  being,  sporulation 
being  the  human  cycle.  The  fertilization  of  the  female  by  the  male  body 
occurs  in  the  extracorporeal  or  intermediate  cycle.     (See  Plate  VI.) 

The  three  forms  of  malarial  parasite  as  they  appear  in  man  have  now 
been  described.    The  mosquito  cycle  of  its  existence  is  as  follows; 
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The  itrawiiif^s  wi-n-  inailr  willi  ^n-al   cire  ami  ^kill  In    Mr.   Ma\    ItronJcl,  wtili   iIil» 
astjino<^  of  the  ramtra  liu  iil;i,  Imin  >|>«fliiietis  nt  tnsli  MoihI.      \   \\  inkii  iiurrtiscoiM-, 
bjerlivc.   1    14  (oil-iinnii'r4<uii.  lu-nUir,    t.   was  ust*d. 


I 


igs. 


4.  13.  U.«.  21. 


i-aiiitTu  lur-iiln. 


il    \2  ul    PLiIr    V.    were  ilrauFi  \um\  Irish  hUjod,  williuiit  the 


IM-ATE  V. 


a 


The  Parasite  of  Tkrtiax  Fe\-t:k. 


I. — .\onnai  ml   (orniisrU 

2,  3.  4. —  Vounjc  hyatiiir  limns.    In  4  a  cdrpusrli'  ronluiii^  thr<'<*  (listinit  parasites. 

5,  21.—  lli'giiiiiinn  '»f  iiipii'Milatinij.  The  panisitf  was  uhs<TV<'(i  to  Inrui  a  Inu'  riiij; 
by  the  coufluruc*'  oi'  twt>  p>«iulo[iiKiia.  iHiriii^  dhstrvatidii  the  hodv  luirsl  Irnia  ihf  f(»r- 
pu!*<'le,  whirli  lK>i-iiiiir  iU'i't»U>ri/A*d  and  disapix-urpil  from  vifw.  'Chi^  piimsite  hfrainc, 
uhno^it  inmi*'(lialtly,  lU'l'tirnuHl  uikI  tuition  less,  iis  nhowii  in  Ti^c,  21. 

U.  7,  H.      Partly   di\<*lnpiMl  pipnvcntoil  I'orms, 

i».  -FuU-yrowii  l>od> . 

10-14. — Scjcmciit  inn  Itcdu'f^. 

15. — IX'gfnfruliw  Inrin  .-*iiiiulatinjr  :i  t*CKinenting  hotly. 

Iti,  17.-  PrtM-oi'i<ms  siKJiifiitaUon. 

IS,  10,  2i).  —  Karjce  swulUnx  and  fraginenttng  extmcvlluiar  bodies. 

22.— Kla^t'Ihitf  ImmIv, 

23,  24. — Ue^a:**IK'^^livt'  (tmns  showing  vacimlntion. 


Thk  Pauasitk  mf  c^i'ArtTAX  Fever.' 

25. — Normal  r*tl  corpiisilc. 

26. — Yoiiiijj   In  aliTii"    rurin. 

27-34.-  (InnUial  dt'VflntpintMil  'if  Uir  iiitracor])us<uhir  imdicH. 

35.— Fnli-irrovvn  h<Mly.      The  Milistann-  ot   ihc  n-d  Ktrpusrlo  i.s  not  vinihlf  in  the 

^f^f'sh  spccinii'ii. 
30-3U.  -  ScjrnKMiliu^  bodir?*. 
4(1.— Largf  HWdlhn  r\tr:ir(4hilar  tonii. 
41.— FJailf^UuU'  hiuiy. 
42. — DegmtTativ*'  fV>nn  f*lii»wine:  varuolation. 


platp:  VI. 

The  P.VIIASIT15  OP  .E.HTivo-AirrrMNAL  Fever  (Iltrmaiotoon  faltipfirum). 

1,  2. — Sinall   rt'lraotivp  ping-liki'  lM>dirs. 

3-0. — LarptT  disk-hkc  and  aMni'hoid  forms. 

7. — Itiiig-hkt*  hudy  with  a  frw  pi^iirni  praiitdfH  in  a  brussy,  shrvuiktn  t-orpusde. 

S,  9,   10,   12.     Similar  pipiiiiitrd  bodios. 

11.- -Ainu'boid  l>ody  wnh  ])i^mfMit. 

13. — ^HimIv  witli  a  rciitral  i-hmii>  i>l"  piptnrnt  in  h  i'nrpM**r'lp  shnwinR  a  retrartion  of 
the  hirnxoghibin-cniitainiim  .>*ubHti*n( f  nbniu    Uu'  [lani-ilc 

14-20.- -H(Hbf.s  \\n\i  o'litral  pigmiMH  thnnp.s  ur  lilucks.     Presefctuenting  fomis. 

2!-2l.  IjirRfT  b«di*'H  wifh  crnind  pi^mpot  bhtrks.  Pres»egnifnt!MK  hndi«'8.  Seen 
in  thr  pcriplwral  rircniatinn  thirinn  a  sf-vt-rr  paroxysm. 

25-2S.  Si^jinirnlinp  bodies  from  Ihf  sph'rn.  Fip».  25-27  repri'si-fit  ftnr  budy  wltrrt? 
thr  ontir*'  pnHM»*w  (»f  •*f^lnpn(nli^^n  wa-^  oliM'rvcd.  The  soemonl;*,  eighteen  in  nund^er,  were 
acrtiraiely  t*onnt*'d  bi-lon'  yparatitwi.  as  in  FtR.  27.  The  ^'nddf*n  separutioti  of  the  aeg- 
inem:^.  oefurrii»K  as  ihfnijrh  some  retainitvp  nu-nd^rane  were  rnplureil.  was  ob^epved. 

2!)-37.— Cn'seenls  ami  o\nid  biidies.  Fii*'^.  34  and  'i.'i  represent  nne  body  which  was 
iHeen  to  extnnle  sli»\vlv,  and  later  to  withdraw,  two  roninled  protnisions. 

38,  39. —  lloimd   biHlie.**. 

40. — P.sen(hip*iurnalir»n.   frapinentalion. 

41. — Vacnohit imi  of  n  rre.tcent. 

42-14.  — KlaffeUation.  The  ficnn'>  represent  one  orjjanisni.  The  Idood  wa.<^  taken 
fnim  the  ear  at  4.15  cm.:  at  4.17  the  bodv  was  as  represented  in  Fig.  42.  At  4.27  the 
flafcella  appeared:  at  4.33  two  uf  the  flagella  had  already  broken  away  from  the  mother 
IkkIv. 

45—10. — PhaRoeytosiw.     Traced  with  the  eaniera  hieida. 

*  Th^ie  |i|At4*4  ure  lakpn  hy  |H*nni'c«it>n  from  Thayrr  on»l  IlewetanB's  clasalcBl  report  uitlieJoAnj 
Hojtktnn  HoMpiiol  Rnuvt^,  vul.  v..  IKO.S.  Voiir  tiBturi'"^  vii  ,  Fig!*,  21.  22.  23,  utui  24— have^  b**eii  ihltied  to 
Plat«»Vl..an«l  nrp  nU'i  fri>ni  th*»  drawinjJts  >*(  Wt    \\t%x  Br«KMlp|. 

^  Th«  color  of  tlie  piffment  in  the««  figures  of  the  quart ao  parasite  baa  too  much  of  a  re<ldiab  lint. 
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Toe  HiEMAM(EBA  Malari.*:iv  the  Musquito. — A  mosquito  of  the  genus 
Anopheles,  when  it  sucks  blood  from  an  individual  in  whom  the  parasite  has 
developeil  sexual  forms,  receives  into  its  stomach  bocjies  ready  for  the  sexual 
process;  in  other  words,  garaetocytes.  The  male  bodies,  or  microgameto- 
cytes,  develop  long,  actively  moving  flagellai  called  microgametes,  which 
break  loose  from  the  organism  and  penetrate  and  fertilize  the  larger  female 
bodies  or  macrogametes,  these  botlies  being  simply  macroganietocytes 
which  have  extnuliHl  from  their  niieleur  substances.  Tlie  impregnated 
female  now  penetrates  the  wall  of  the  mosquito's  stomach,  witfiin  which 
further  development  occurs.  Within  forty-eight  hours  there  may 
be  seen  encapsulated  in  the  muscular  wall  of  the  mosc|nitos 
stomach  small,  round,  refractive,  and  granular  botlies  which  have 
in  them  pigment  granules  much  like  those  present  in  the  parasite 
existing  in  the  red  blood  corpuscles.  At  the  end  of  a  week  the  parasite 
has  grown  consiilerably,  and  it  is  fonnd  to  be  marked  by  radial  striations 
forming  sporobla^its.  When  this  stage  is  completed  the  mother  body, 
sometimes  called  the  oocyst,  bursts,  and  so  sets  free  in  the  ccrlomic  cavity 
of  the  mosquito  a  multitude  of  sporozoids.  These  sporozoids  gain  access 
to  the  veneno-salivary  glands  of  the  mosquito,  and  thence  to  the  veneno- 
saHvary  ducts,  from  which  they  are  ejected  into  the  human  l>eing  bitten 
by  that  mosquito.  No  soonei  are  tiie  sporozoids  deposited  in  the  blood  of 
man  than  they  speedily  become  parasites  which  attack  blow]  cells.  Blood 
cells  are  therefore  attacked  in  two  ways:  by  parasites  formed  during  the 
asexual  or  human  cycle,  and  by  parasites  produced  in  tlie  sexual  or 
mosquito  cycle. 

Prevention. — The  prevention  of  malarial  fever  consists  in  (a)  protection 
from  the  bites  of  the  anopheles  by  the  use  of  mosquito  bars,  particularly 
at  night;  (h)  in  the  removal  of  all  marshes  by  filling  them  in  or  draining 
them  so  that  the  breeding-place  of  the  mosquito  is  destroyed;  (c)  in  the 
destniction  of  the  larvie  of  the  mosquito  by  difl'using  coal-od  over  the  surface 
of  pools  or  ponds,  an<i  [d)  by  not  permitting  a  patient  who  has  the  parasite 
in  his  blood  to  mingle  with  his  fellows  when  the  anopheles  are  present,  for 
from  him  Ihey  tlerive  their  supply  of  infection.  The  latter  measure  can 
often  only  be  carried  out  in  private  houses  and  barracks.  Such  patiti.ts 
shouhl  always  sleep  under  a  niosf|uito-proof  canopy.  Finally,  it  is  a  well- 
recognized  fact  that  by  the  use  of  small  doses  of  quinine  taken  daily  (6 
grains)  it  is  often  possil)le  to  prevent  infection. 

Patholo^  and  Morbid  Anatomy. — The  changes  produced  in  the  body  by 
the  presence  of  the  malarial  parasite  are  nnich  less  pronounces]  if  the  tertian 
and  quartan  parasite  is  present  than  if  tlie  testivo-autumnal  is  the  offend- 
ing body.  In<leed,  in  many  cases  the  morbid  changes  are  so  slight  that 
they  are  speedily  overcome  by  the  natural  processes  of  repair,  and  hence 
rarely  cause  death.  For  this  reason  our  knowledge  of  the  acute  changes 
pnxluced  in  i[iternal  organs  is  very  limited.  These  changes  may,  however, 
for  Uie  sake  of  study,  Ije  divided  into  two  forms,  the  acute  and  chronic.  In 
the  acute  type  the  parts  of  the  body  which  suffer  chiefly  are  the  blood,  the 
liver,  the  spleen,  the  kidneys,  and  the  alimentary  canal. 

The  changes  in  the  blood  consist  in  a  distinct  decrease  in  the  number  of 
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red  cells  which  are  destroyed  primarily  by  the  growth  of  i 
possibly  secondarily  by  poisons  produced  by  them.  That 
b  active  seems  to  be  proved  by  the  granular  degeneratioi 
which  is  present  in  severe  cases,  and  in  the  polychromj 
met  with  in  celb  into  which  the  parasite  has  not  entered 
diminution  in  the  color-index,  that  is,  of  the  individual  ric 
in  hasmoglobin.  The  white  blood  celb  are  usually  incp 
portion  of  mononuclear  leukocytes.  Pigmented  leukocyte 
and,  if  the  infection  has  been  severe,  large  white  celb  (i 
to  be  seen  heavily  loaded  with  pigment.  In  some  insti 
pigment  are  seen  floating  in  the  blood  senmi,  having  been 
blood  celb  destroyed  by  the  parasite. 

The  liver,  besides  showing  great  congestion,  may  preseni 
and  the  capillaries  may  be  found  filled  with  a  multitude  o 
all  degrees  of  growth.  The  capillaries  of  the  liver  may  i 
pigment  particles. 

The  kidneys  are  enlarged  and  congested.    They  may  ^ 
deposited  pigment,  and  their  capillaries  may  be  filled  by  leul 
pigment.    The  number  of  parasites  found  in  the  renal  vc 
compared  to  those  found  in  the  hepatic  masses,  b  small, 
diffuse  nephritis  may  be  manifest. 

The  spleen  b  swollen,  soft,  and  its  pulp  b  very  dark, 
blood  celb  which  it  contains  are  inhabited  by  the  parasit 
often  in  the  stage  of  sporulation.    So  intense  may  be  the  ! 
gestion  of  the  spleen  that  it  may  be  ruptured  by  sudden  stn 

The  mucous  membrane  of  the  stomach  and  bowcb  b 
capillaries  often  contain  the  plasmodium. 

If  the  bone-marrow  is  examined  it  b  found  to  be  filled 
parasites  and  with  pigment.  The  crescentic  parasites  ai 
numerous  in  these  areas. 

The  chronic  changes  consbt  in  profound  anaemia, 
diminution  in  red  celb  and  in  haemoglobin  and  by  the  pres" 
red  cells.  The  liver  b  deeply  pigmented,  often  slaty  in  cc 
being  deposited  in  the  endothelial  lining  of  the  capillaries 
celb  of  Kiipffer,  that  is,  the  perivascular  celb.  The  hep 
commonly  granular  and  a  certain  degree  of  hepatic  cirrh 
present. 

The  spleen  also  becomes  markedly  increased  in  siz 
from  the  contained  pigment  and  later,  due  to  increase  ii 
it  becomes  very  firm,  the  "ague  cake." 

The  kidneys  are  abo  markedly  pigmented,  and  m 
chronic  diffuse  nephritis.  In  certain  cases  of  the  cerebra 
sites  may  be  found  in  the  vesseb  of  the  brain  and  a  mah 
been  described.  As  in  the  acute  form,  the  bone-marro 
mented  and  the  normal  marrow  may  be  replaced  by  red  ] 
normoblasts  and  megaloblasts  are  present  in  the  majori 
these  changes  are  the  result  of  aestivo-autumnal  infection. 

The  blood  b  to  be  examined  for  the  malarial  organbm  i 
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microscope  with  an  oil-immersion  lens  and  by  the  use  of  the  following 
methods  r 

"There  are  two  methods  of  examining  the  blood  for  plasmodia,  in  fresh 
preparations  and  in  stained  smears.  Both  require  considerable  training,  as 
the  artefacts  produced  by  imperfect  technique  have  often  been  mistaken  for 
oi^nisms. 

"The  Examination  of  Fbesh  Blood. — ^To  examine  the  fresh  blood,  a 
puncture  is  made  in  the  pulp  of  the  finger  and  a  perfectly  clean  cover-glass  just 
touched  to  the  top  of  the  drop  of  blood  which  exudes  from  the  puncture. 
The  cover  is  then  dropped  without  pressure  on  a  clean  slide.  The  diameter 
of  the  drop  on  the  cover-glass  should  never  exceed  2  mm.,  because  if  more  be 
taken  the  corpuscles  cannot  spread  out  in  a  perfectly  thin  layer,  but  will 
overlap  each  other,  and  the  preparation  will  be  useless.  The  search  for  the 
organism  should  be  made  with  a  -^  oil-immersion  lens  and  a  moderate 
illumination.  The  organisms  are  best  recognized  by  the  actively  motile 
pigment  in  the  clear,  highly  refractile  cell  body. 

"The  Examination  op  Blood  after  Fixation. — If  the  examination 
cannot  be  made  at  once,  stained  preparations  may  be  made.  The  smear  should 
be  made  on  a  slide  or  large  cover-glass.  It  is  best  fixed  in  a  mixture  of 
formalin  and  strong  alcohol  for  one  minute.  The  proportions  are  2  c.c.  of  a 
10  per  cent,  solution  of  formalin  to  100  c.c.  of  strong  ethyl  alcohol.  The 
organisms  are  most  easily  found  and  studied  in  preparations  colored  with 
thionin.  The  formula  for  the  stain  is  20  c.c.  of  a  saturated  solution  of 
thionin  in  50  per  cent,  alcohol,  added  to  100  c.c.  of  2  per  cent,  aqueous  solu- 
tion of  carbolic  acid.  The  stain  requires  several  days  to  ripen,  and  then 
keeps  indefinitely.  Its  action  is  rapid,  requiring  only  about  fifteen  seconds 
to  color  the  malarial  organisms  deeply. 

"  In  order  to  demonstrate  the  nuclear  chromatin  of  the  malarial  parasites, 
it  is  necessary  to  use  special  stains,  the  most  useful  being  a  modification  of 
that  originally  devised  by  Romanowski  for  this  purpose  and  improved  by 
Giemsa.  Two  substances  are  necessary:  First,  an  aqueous  solution  of 
'methylene  azure  II,  Grubler,*  8  dgm.  to  the  litre;  and  second,  an  aqueous 
solution  of  eosin, '  extra  water-soluble,  Hochst.*  These  two  stock  solutions  are 
permanent  if  kept  in  dark-colored  bottles.  The  smears  to  be  stained  are 
fixed  in  methyl  alcohol  for  about  ten  minutes.  The  staining  mixture  is  pre- 
pared by  adding  1  c.c.  of  the  methylene  azure  II  to  10  c.c.  of  the  eosin  solu- 
tion. The  staining  mixture  is  poured  into  a  Petri  dish  and  the  slide  immersed 
in  the  fluid  with  the  blood  side  down.  The  process  is  complete  in  from 
fifteen  to  thirty  minutes.  The  slide  is  washed  off  for  about  ten  seconds 
with  a  strong  stream  of  distilled  water,  dried  in  the  air  without  heat,  and 
embedded  in  dammar  dissolved  in  xylol.  A  simpler  method  has  recenlty 
been  published,  which  is  better  adapted  for  clinical  work.  The  smear  is 
fixed  for  two  minutes  or  more  in  methyl  alcohol,  then  stained  for  ten  seconds 
with  a  1 :  1000  aqueous  eosin  solution,  the  latter  allowed  to  run  o£f  the  slide, 
and  the  smear  again  covered  with  a  few  drops  of  a  J  per  cent,  solution  of 

>  Tb«M  direotioiu  ve  iakeo  from  th«  last  ecUtioa  of  Pathology  and  Morbid  Anatomy,  by  Delafiald 
•adPrnddMi. 
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methylene  azure  II.  In  about  from  fifteen  to  thirty  seconds  the  stoning  is 
complete.  The  slide  should  be  washed  in  distilled  water,  dried,  and  exam- 
ined directly  with  an  oil-immersion  lens,  no  cover-^ass  being  necessary." 

Symptoms. — ^The  symptoms  of  malarial  infection  may  be  divided  into 
two  classes:  those  due  to  the  tertian  or  quartan  parasites,  which  are  much 
alike,  and  those  due  to  the  sestivo-autumnal  parasites,  which  are  very  different 
from  those  produced  by  the  more  benign  forms. 

The  Symptoms  of  Tertian  and  Quartan  Infection. — ^The  pre- 
dominant symptoms  of  infection  by  these  parasites  are  the  development  at 
r^ular  intervals  of  a  chill  followed  by  a  fever,  and  this  in  turn  by  a  sweat. 

The  stage  of  onset  begins  with  a  feeling  of  malaise,  in  which  headache  and 
a  general  sensation  of  wretchedness  are  present.  Patients  who  have  had 
previous  attacks  are  often  able  to  recognize  the  fact  that  they  will  have  a 
paroxysm  in  a  few  hours. 

After  the  lapse  of  from  one  to  five  hours  the  chVl  develops  and  is 
often  in  the  form  of  a  severe  rigor,  in  which  the  teeth  actually  chattel 
and  the  patient  is  entirely  unable  to  control  his  muscular  quivering. 
At  this  time  the  skin  is  cold,  the  face  is  pinched  and  often  anxious  in 
expression;  but  while  the  patient  complains  of  being  cold  and  presents 
all  the  external  signs  of  a  lowering  of  body  temperature,  his  actual 
internal  temperature  is  raised  so  that  fever  is  really  well  developed  while 
the  so-called  cold  stage  is  still  manifest.  Thus,  it  is  not  uncommon  for  the 
rectal  temperature  to  be  as  high  as  105^  while  the  patient  is  shivering  and 
trying  to  "get  warm."  Associated  with  this  part  of  the  paroxysm  the 
patient  is  usually  nauseated  and  may  actually  vomit,  so  that  to  the  depression 
of  the  chill  is  added  the  relaxation  and  semi-collapse  of  excessive  nausea. 
Headache  of  the  congestive  type  is  also  severe.  The  urine  b  copious  in 
quantity  and  light  in  color,  and  the  pulse  small,  rapid,  and  of  high  tension. 

This  stage  of  chill  lasts  from  a  few  minutes  to  an  hour  or  more,  and  is 
followed  by  the  true  febrile  stage,  in  which  the  surface  of  the  body  becomes 
flushed  and  hot.  In  place  of  the  cold,  pinched  expression  the  face  now 
appears  hot  and  flushed,  the  eyes  may  be  brightened  by  the  fever,  and  the 
pulse,  which  has  hitherto  been  small  and  tense,  becomes  full  and  bounding. 
Headache,  however,  still  persists,  and  active  delirium  may  develop,  but  the 
actual  temperature  of  the  patient  is  rarely  higher  than  during  the  stage  of 
chill;  indeed,  it  may  be  a  little  lower.  The  so-called  febrile  stage  is  not 
therefore  any  more  febrile  than  the  stage  of  apparent  codlness,  but  the  intense 
sensation  of  heat  in  the  skin  at  this  time  when  the  physician  touches  the 
patient  is  noteworthy.  This  stage  lasts  from  thirty  minutes  to  several 
hours  and  comes  to  an  abrupt  ending  by  the  development  of  the  stage 
of  sweat,  in  which  the  temperature  drops  to  normal;  the  surface  of  the 
patient  becomes  bedewe<l  with  sweat,  which  may  be  so  profuse  that  it  is 
truly  a  "dripping  sweat."  The  headache  and  general  wretchedness  now 
disappear  and  the  patient  drops  to  sleep  exhausted  bv  the  violence  of  his 
attack,  but  otherwise  not  ill. 

The  accompanying  charts  (Figs.  110  and  111)  show  the  typical  temp- 
erature changes: 

As  in  all  diseases,  so  in  this  one,  it  must  be  recalled  that  all  cases  do  not 
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go  through  these  stages  in  exactly  the  same  manner.  Some  individuals  suffer 
from  a  very  moderate  chill  and  an  equally  moderate  fever  and  sweat.  Some 
suffer  the  paroxysm  for  twelve  hours  and  some  for  a  much  shorter  space  of  time. 
There  are  three  important  physical  signs  which  may  be  demonstrable  in 
many  if  not  all  these  cases.  The  spleen  is  found  on  palpation  and  percus- 
sion to  be  distinctly  enlarged,  extending  below  the  level  of  the  ribs;  some 
bronchial  rales  are  usually  to  be  heard  in  the  chest,  and  the  lips  are  apt  to 
be  affected  by  herpes  at  the  close  or  after  an  attack. 

Fig.  110 


Chart  showing  daily  paroxysm  due  to  double  tertian  infection.     One  set  of  parasites  seKxnentsd 
at  8  P.M.  and  the  second  set  at  4  p.m.    Paroxysm  stopped  by  quinine  on  fourth  day. 


Fia.  Ill 


Chart  showing  paroxysms  of  tertian  fever,  the  s^craentation  of  the  organism  occurring  at 
about  12  o'clock  every  other  day. 

The  severity  of  all  the  signs  depends,  of  course,  upon  the  resistance  of 
the  patient  and  the  virulence  of  the  malarial  infection. 

TTiere  yet  remains  to  be  considered  the  periodicity  of  these  attacks. 
They  may  occur  daily,  in  which  case  they  are  called  quotidian;  or  every 
other  day,  when  they  are  called  tertian;  or  every  third  day,  when  they  are 
called  quartan.  The  tertian  type  is  due  to  the  tertian  parasite,  which  sporu- 
lates  every  forty-eight  hours,  so  that  the  next  paroxysm  develops  at  the 
banning  of  the  third  day;  hence  the  term  tertian,  or  third.  When  the 
attack  occurs  daily  it  is  due  to  the  fact  that  a  double  infection  of  the  tertian 
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parasite  has  taken  place,  so  that  a  different  set  of  organ] 
day;  in  other  words,  it  b  a  "double  tertian  infection."  T 
frequently  seen  in  the  United  States  than  any  other  type, 
occurs  at  the  end  of  every  third  day — ^that  is,  after  the  laj 
hours,  which  is  really  therefore  on  the  beginning  of  the  foi 
time — it  is  due  to  the  quartan  parasite.  Sometimes,  how< 
with  this  parasite  is  a  double  one,  the  sporulation  in  eacl 
place  separately,  in  which  case  the  attacks  occur  on  twi 
with  a  free  day  following.  In  still  other  cases  a  triple  quar 
cause  a  daily  or  quotidian  manifestation  of  the  disease, 
attack  may  therefore  be  due  to  a  double  tertian  or  a  triple  < 

On  the  days  free  from  paroxysm  the  patient  is  entirelj 
fever,  or  sweats,  and  except  for  some  impairment  of  strength 
well  as  ever.  It  is  for  this  reason  that  the  disease  is  called  "  it 

Diagnosis  of  Intermittent  Fever. — ^The  diagnosis  of  this 
fever  is  easy  in  the  majority  of  cases,  but  the  physician  sh 
this  conclusion  until  he  has  carefully  excluded  several 
cause  a  similar  temperature  curve.  These  states  are  tu 
lungs  with  chills,  fever,  and  sweats;  septicaemia  and  ulcen 
with  the  same  train  of  symptoms,  and  typhoid  fever  with 
distinct  character.  The  number  of  poor  human  beings  \ 
nauseam  with  quinine  for  malaria  when  they  have  tubercu 
The  history  of  the  case,  the  physical  signs  in  the  lungs,  anc 
attacks  of  chills  and  fever  do  not  cease  if  quinine  is  given,  p 
is  not  the  cause  of  the  illness.  Careful  examination  of  thi 
discover  sepsis  by  the  finding  of  a  definite  focus  of  pus,  ai 
ulcerative  endocarditis  can  be  discovered  by  the  changes  in 
Typhoid  fever  can  be  discovered  by  the  state  of  the  toi 
bowels,  the  rose  rash,  and  the  Widal  test  of  the  blood.  I 
an  absolute  diagnosis  is  the  dbcovery  of  the  malarial  pan 
by  the  use  of  the  microscope.  Unfortunately,  this  is  onl 
expert.   (For  examination  of  the  blood  for  the  parasite  see 

Prognosis  of  Intermittent  Fever. — Intermittent  malarial 
considered  a  self-limited  disease.  It  is  true  that  individ 
it  recover  without  medication  if  they  are  otherwise  healthy 
able  surroundings,  but  it  is  notorious  that  they  are  very  lia 
outbreaks  of  the  disease  when  for  various  reasons  their  ^ 
impaired  or  the  system  is  affected  by  change  of  climate, 
means  unusual  for  patients  seemingly  well  of  the  infection 
paroxysms  on  going  to  a  higher  altitude.  If  quinine  is  us< 
further  infection  is  avoided,  complete  recovery  usually 
complication  arises. 

Treatment  of  Intermittent  Fever. — In  the  treatment  of  inte 
fever  the  fact  is  always  to  be  borne  in  mind  that  in  quinin 
specific  for  the  disease  in  that  this  drug,  even  in  exceed 
tion,  is  capable  of  causing  the  death  of  the  malarial  paras: 
is  the  cure  produced  by  the  proper  administration  of  this  d 
form  of  remedial  measure  can  be  considered  until  after  i 
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full  opportunity  to  do  its  work.  But,  on  the  other  hand,  it  must  not  be  for- 
gotten that  quinine  cannot  destroy  the  malarial  parasite  until  it  (the  quinine) 
has  entered  the  blood,  that  it  cannot  enter  the  blood  until  it  is  absorbed, 
and  that  it  is  impossible  for  it  to  be  absorbed  if  the  gastroduodenal  and 
hepatic  circulation  is  so  disturbed  that  catarrh  of  the  stomach  and  bowels 
is  present,  making  it  impossible  for  the  quinine  to  be  taken  up  by  the  circu- 
lation. It  b  therefore  essential,  in  almost  every  case  of  intermittent  fever, 
that  the  bowels  shall  be  thoroughly  unloaded,  preferably  by  full  doses  of 
calomel  of  which  not  less  than  5  nor  usually  more  than  20  grains  are  required, 
this  in  turn  being  followed  by  a  saline  purge.  If,  in  addition  to  these  meas- 
ures, it  is  insisted  upon  by  the  physician  that  the  patient  shall  rest  in  bed 
during  the  time  that  the  quinine  is  being  given,  it  is  surprising  how  little 
quinine  is  needed  to  destroy  the  parasites;  whereas,  if  these  precautions  are 
not  taken,  enormous  doses  may  be  given  with  no  curative  effect. 

Quinine  may  be  administered  at  two  periods  in  connection  with  the 
paroxysm  of  intermittent  malarial  fever.  One  method  is  to  administer  the 
drug  several  hours  before  an  expected  paroxysm,  with  the  hope  that  it  may 
prevent  sporulation,  or  at  least  destroy  the  spores  as  soon  as  they  escape. 
This  plan  is  always  to  be  resorted  to  when  the  physician  is  confident  that 
an  attack  is  threatened  and  that  a  sufficient  time  will  elapse  to  make  it 
possible  for  the  quinine  to  be  absorbed.  The  other  method  consists  in 
administering  the  drug  in  the  sweating  stage  of  a  paroxysm,  for  the  purpose 
of  destroying  the  young  parasites  which  have  just  escaped  from  the  red 
blood  corpuscles,  in  the  hope  that  they  may  be  destroyed  before  they  can 
attack  new  cells.  It  is  evident,  therefore,  that  neither  of  these  plans  is 
contradictory,  but  are  to  be  resorted  to  according  to  the  period  at  which 
the  physician  sees  the  patient.  It  should  always  be  the  endeavor  of  the 
physician  to  have  the  quinine  in  the  blood  an  hour  or  two  before  an  expected 
paroxysm,  and  this  means  that  it  should  be  given  several  hours  before 
when  taken  by  the  stomach. 

'When  the  attack  is  quotidian  quinine  must  be  given  daily,  when  it  is 
tertian  it  must  be  given  every  other  day,  and  when  it  is  quartan  a  full  dose 
of  quinine  should  be  given  on  the  day  of  the  expected  attack  and  smaller 
doses  on  the  off  days.  If  it  is  a  double  quartan  infection  the  quinine  should 
be  given  on  the  two  consecutive  days  and  only  a  small  dose  on  the  third  day. 

The  quantity  of  quinine  which  is  required  varies  of  course  with  the  severity 
of  the  infection  and  the  rapidity  of  the  absorption.  Ten  to  15  grains  are 
usually  sufficient  in  the  milder  types,  but  in  the  more  severe  types  30  to  60 
grains  are  often  required,  although  a  larger  quantity  is  usually  needless  if 
attention  is  given  to  the  processes  of  absorption.  The  quinine  should  be 
given  in  powder  in  soft  capsules  easily  dissolved. 

So  far  as  the  attack  itself  is  concerned,  aside  from  the  use  of  quinine,  the 
physician  may  modify  to  some  extent  the  effects  of  the  paroxysm  by  the  use 
of  stimulants  to  support  the  circulation,  and  prevent  congestion  by  using 
hot  compresses  or  hot  foot-baths.  If  the  alimentary  canal  is  overloaded 
with  food  or  fecal  matter,  the  stomach  should  be  emptied  by  an  emetic 
and  the  intestine  by  a  purge  or  a  large  enema.  Alcoholic  stimulants,  as  a 
rule,  are  not  advantageous.    If  the  attack  is  exceedingly  severe,  a  dose  of 
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morphine  may  be  given  hypodermically,  or  deodorized  tincture  of  opiutn 
may  be  used.  During  the  fever  the  patient  may  he  relieved  by  a  tepid 
sponging,  but  usually  antipyretic  measures  are  entirely  unnecessary,  and 
coal-tar  products  ought  never  to  be  employed.  The  vomiting,  if  excessive, 
may  be  controlled  by  hourly  doses  of  a  grain  of  oxalate  of  cerium  with  5 
grains  of  bismuth,  and  by  counterirritation  over  the  epigastrium.  There  is 
some  evidence  to  prove  that  methylene  blue  has  a  destructive  influence  upon 
the  malarial  parasite.    It  may  be  given  in  the  dose  of  1  to  4  grains  in  capsules. 

The  Sjnnptoms  of  Astivo-automnal  Infection  or  Remittent  Fever. — From 
the  standpoint  of  severity  and  danger  to  the  individual  attacked,  this  typei 
of  malaria!  infection  is  by  far  the  most  important,  although  it  is  not  at' 
widely  distributed,  and  therefore  not  as  commonly  met  with  as  the  tertian 
and  quartan  forms,  except  in  certain  localities  which  are  usually  tropirul 
or  serai-tropical  The  terra  "aestivo-autumnal  fever,'*  applied  to  it  6rst  by 
the  Italian  investigators,  Marchiafava  an<I  Celli,  indicates  that  it  occurs 
most  commonly  in  the  summer  and  fall  months. 

The  symptoms  of  this  type  of  infection  differ  markedly  from  the  inter- 
mittent type  of  the  disease  in  a  number  of  particulars.  Thus,  it  is  not  char- 
acterized by  an  interniittence  of  the  ]ever  and  of  the  other  signs  of  illness,  but 
instead  is  fypicalli/  remittent;  that  is  to  say,  the  fever  and  associate<l  symp- 
toms diminish  in  severity  at  times,  but  they  do  not  entirely  disappear.  On 
the  contrary,  they  persist  in  some  cases  to  such  a  degree  that  the  amount 
of  remission  is  very  slight  indeed. 

As  the  gaslroinlestinal  disturbance  due  to  this  infection  is  very  prone 
to  be  marked,  and  as  the  liver  is  usually  much  affected,  this  type  of  the 
disease  is  sometimes  called  "bilious  remittent  fever"  or  '* bilious  fever." 
Vojniiingt  which  may  be  very  persistent,  and  which  may  be  markedlv 
hiiious,  is  a  common  symptom. 

The  remissions  just  spoken  of  may  occur  regularly,  but  in  the  majority  of 
cases  they  are  very  irregular.  lx>th  as  to  the  time  of  their  occurrence  and  to  the 
degree  of  their  individual  severity.  In  some  instances  the  chiUs  and  sweats  arc 
distinct;  in  others  they  are  so  ill-defined  as  to  be  scarcely  noticeable^  Further 
than  this,  the  febrile  movement,  which  is  so  sudden  in  onset  and  which  ends 
so  sharply  by  crisis  in  the  intermittent  fonn,  is  usually  gradual  in  onset  and 
equally  deliberate  in  its  full  in  the  remittent  type.  The  temperature  falk 
by  lysis,  not  by  crisis,  in  each  paroxysm.  This  lack  of  sharply  defined 
waves  of  temperature  may  deprive  the  physician  of  one  of  the  most  imptirtant 
means  of  recognizing  that  the  illness  is  really  due  to  the  a*stivo-autumnal 
parasite,  and  may  mislead  him  into  the  diagnosis  of  typhoid  fever,  to  whirh 
conclusion  he  b  aided  by  the  heavily  coated  tongue,  the  somewhat  apathetic 
face,  the  enlarged  spleen,  the  tympanitic  belly,  and  the  state  of  the  l»owek, 
which  are  lax  in  some  instances  and  constipated  in  others,  just  as  they  are 
in  typhoid  fever.  As  many  cases  of  typhoid  fever  have  chills  and  sweats, 
the  confusion  is  all  the  more  readily  made,  particularly  as  a  subacute  bron- 
chitis can  often  l)e  discovered  on  ausculting  the  chest,  just  as  it  can  be  found 
in  typhoid  fever. 

The  severity  of  the  symptoms  varies  over  a  wide  range.  In  some  instances 
the  patient  is  only  moderately  ill;  in  other  cases  he  is  manifestly  suffering 
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from  a  severe  malady.  Delirium  may  be  marked,  and  the  menial  stupor  mAy  be 
very  noticeable.  The  pulse  varies  from  90  to  1 10,  as  it  does  in  typlioid  fever. 
There  still  remains  to  be  discussed  that  form  of  jestivo-autiimnal  infection 
which  is  so  violent  in  its  course  that  the  term  ^*  pernicious  malarial  ftn'or** 
has  been  applied  to  it.  Pernicious  malarial  fever  is  very  rare  except  in  the 
tropics  and  in  a  few  isolated  places  not  far  removed  from  these  areas.  It 
manifests  itself  in  two  forms: 

(a)  The  comatose  form,  in  which  a  patient  is  seized  with  symptoms 
resembling  intense  cerebral  congestion  or  apoplexy,  or  develops  acute 
c/^/j'r/ww  followed  bv  semi-consciousness  or  coma.  The  fever  is  usuallvverv 
high  and  the  skin  intensely  hot.  The  patient  may  die  in  twenty-four  hours 
without  regaining  consciousness,  but  if  he  survive  so  long  a  remission  in 
the  symptoms  sometimes  appears  and  recovery  takes  phice;  or,  instead,  a 
second  paroxysm  comes  on  in  which  death  is  likely  to  occur.  These 
cerebral  symptoms  are  due  in  part  to  the  profound  systemic  disturbance 
caused  by  the  infection,  but  chiefly  to  the  formation  of  thrombosis  of  the 
cerebral  vessels  by  a  host  of  the  parasites. 

(b)  The  algid  or  cold  form.,  in  which  the  febrile  movement  is  absent  or 
very  mild,  and  in  its  place  signs  of  collapse  and  exhaustion  appear,  with 
great  coldness  of  the  surface  of  the  body  and  a  complaint  of  feeling  cold  on 
the  part  of  the  patient.  With  these  symptoms  of  profound  depression 
g<X8irointesti.n/d  disturbances,  which  are  choleraic  in  type,  may  develop. 
There  may  be  violent  vomiting  and  active  serous  diarrhcea,  the  patient  being 
at  death's  door  by  reason  of  the  exliaustion.  Here  again  the  centralization  of 
the  symptoms  about  the  intestines  is  due  apparently  to  the  accumulation  of 
vast  numbers  of  the  parasites  in  the  capillaries  of  the  intestinal  mucosa. 

Oomplications  and  Sequelsa  of  JEstivo-automnal  Infection.— Tlie  most  serious 
complication  of  infection  by  the  a»stivo-autuinnal  para^site  is  the  develop- 
ment of  bloody  urine^  which  is  of  two  forms,  namely,  a  true  ha?maturia  with 
free  blooiJ  cells  in  the  urine,  and  a  true  kannoglobinuria  in  which  only  the 
coloring  matter  of  the  blood  is  present.  The  former  is  obviously  the  result 
of  a  solution  of  continuity  in  the  renal  vessels,  and  the  latter  is  equally 
obviously  due  to  a  destruction  of  a  large  number  of  red  cells  in  the  blood 
itself.  This  "black-water  fever,"  as  it  is  sometimes  called,  is  practically 
unknown  except  where  the  ffstivo-autumnal  parasite  is  fountl.  It  occurs 
I  chiefly  in  certain  of  the  Southern  United  States  and  in  Africa  and  in  Greece. 
I  The  symptoms  associated  with  the  development  of  the  bloody  urine  are 
those  which  are  often  manifested  by  ordinary  cases  of  severe  remittent 
malarial  fever.  If  the  blcHxl  is  examined  before  the  urine  becomes  bloody, 
a  large  number  of  lestivo-autumna!  parasites  are  usually  found.  On  the 
other  hand,  after  the  bloody  urine  has  a]>peare<l,  it  is  commonly  stated  that 
an  examination  of  the  blood  does  not  reveal  the  malarial  organism. 

The  statement  that  quinine  is  capable  of  producing  malarial  hematuria  is 
indorsed  by  so  many  practitioners  of  experience  that  it  cannot  be  ignored, 
but  we  cannot  help  feeling  that  coincidence  has  been  a  large  factor  in  the 
development  of  this  view. 

As  sequelae  of  malarial  fever  very  marked  ansemia,  with  chronic  enlarge- 
ment of  the  spleen,  sometimes  called  **  ague  cake,"  develops;  the  patient  is 
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exceedingly  pallid,  the  abdomen  may  be  distinctly  erdarg 
swelling  and  congestion  of  the  liver  and  spleen,  and  tb 
swelling  about  the  ankles.  There  is  dyspnoea  on  exerdo 
in  the  retina  may  occur.  Fever  is  usually  not  marked 
attacks  of  malarial  infection  superimposed  upon  the  chro 

It  is  quite  remarkable  that  in  young  children,  who  suffer  J 
rial  anaemia  and  cachexia  with  associated  enlargement  of  tb 
will  take  place  under  the  administration  of  suitable  tonic 
the  avoidance  of  fresh  malarial  infection,  and  resort  to  a 
Even  the  spleen,  which  seems  so  hard  and  enlarged  that ; 
its  size  may  appear  impossible,  undergoes  an  extraordinarj 
age,  so  that  in  adult  life  any  evidences  of  it  hiaving  been  ch 
may  have  disappeared.  Similar  improvement  sometime 
adults,  but  slight  enlargement  of  the  spleen  is  often  a  p 
of  earlier  malarial  infection,  even  after  the  disease  has 
absent  for  years. 

Among  the  rarer  complications  of  malaria  may  be  m^ 
pleurisy,  ascites,  intestinal  hemorrhage,  splenic  dscess,  i 
of*  the  lymphatic  glands.  Cases  of  orchitis  have  been  re 
military  surgeons,  and  a  rapidly  developing  and  very  pain 
observed  in  Sumatra,  by  Martin,  who  describes  it  as  a  f u 
mation  of  the  testicles. 

Ohoux  has  collected  147  cases  of  rupture  of  the  spleei 
He  recognizes  two  forms:  one  which  occurs  in  persor 
suffered  very  long  from  malaria,  and  whose  spleens  are  nol 
and  one  which  affects  the  subjects  of  chronic  malaria  w 
enlarged  and  deformed  by  splenitis.  In  the  latter  class  : 
caused  by  traumatism.  Playfair,  during  a  residence  oi 
years  in  the  East  Indies,  observed  twenty  deaths  fron 
spleen. 

Hemiplegia,  either  with  or  without  aphasia,  is  the  most 
ized  cerebral  complications.  Paraplegia  is  less  common 
is  of  still  rarer  occurrence.  Amaurosis,  deafness,  and  perve 
sm^U  are  occasionally  observed.  Symptoms  of  motor  i: 
tremor  and  choreiform  movements,  have  also  been  reported 
tions,  and  a  case  of  posthemiplegic  malarial  chorea  has 
Boinat  and  Salebert.  Paralysis  of  the  lower  extremities,  di 
cord,  occurs,  and  is  often  accompanied  by  loss  of  control 
and  bladder.  All  of  these  disturbances  may  be  transitoi 
some  of  the  paralyses  are  rapidly  fatal.  Multiple  sclerosis  i 
quent  nervous  sequela,  and  tetany  and  paralysis  agiian 
less  frequent  complications.  Peripheral  disturbances,  such 
and  anaesthesia,  occur  in  a  few  cases,  and  supraorbital^ 
intercostal  neuralgia  also  complicate  a  small  number  of  o 

Of  functional  nervous  complications  and  sequelae,  hyste 
and  insomnia  may  be  mentioned.  The  various  psychoses  b 
rence.  Pasmanik  in  an  analysis  of  5412  cases  of  malaria 
of  mental  derangement.    None  of  these  patients  affected 
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have  an  hereditary  predisposition  to  insanity,  and  only  4.8  of  the  number 
were  alcoholics. 

Diagnosis  of  Alstiyo-aatiismal  Fever. — ^iEstivo-autumnal  fever  must  be 
carefully  diflFerentiated  from  typhoid  fever  and  from  the  so-called  con- 
tinued thermic  fever  of  hot  climates.  Its  differentiation  from  typhoid 
fever  is  possible  and  should  always  be  achieved;  yet  during  the  recent 
Spanish-American  war  the  number  of  cases  reported  as  malarial  fever 
which  were  typhoid  fever  and  the  number  called  typhoid  fever  which  were 
malarial  was  very  large. 

The  presence  of  eestivo-autumnal  infection  is  determined  by  the  fact  that 
the  patient  is,  or  has  been,  living  in  a  region  in  which  this  disease  is  prevalent 
or  at  least  may  occur.  It  practically  never  occurs  north  of  the  State  of 
Delaware  in  the  United  States,  or  in  any  of  the  northern  parts  of  Europe, 
Again,  its  presence  is  determined  by  the  discovery  of  the  aestivo-autumnal 
parasite  in  the  blood.  This  is  not  an  easy  test  for  the  tyro,  and  the  blood 
is  not  easy  to  obtain  from  the  deeply  seated  organs  in  which  the  parasite 
is  found.  After  the  first  week  of  the  illness  the  absence  of  rose  spots  and 
the  Widal  reaction  will  determine  the  case  not  to  be  one  of  typhoid  feyer. 
Finally,  good-sized  doses  of  quinine  will  modify  the  fever  of  this  type  of 
malaria,  but  will  not  affect  typhoid  fever  at  all.  The  physician  should  make 
it  a  rule  that  if  a  case  of  fever  does  not  yield  to  quinine  in  four  days  it 
is  not  malaria;  provided,  however,  that  by  the  use  of  calomel  and  other 
measures  he  has  been  able  to  put  the  alimentary  canal  in  such  a  state  that 
the  quinine  can  enter  the  blood.  If  this  cannot  be  done,  then  the  drug 
should  be  given  hypodermically. 

Tteatment. — ^The  treatment  of  remittent  fever  is  much  more  diflBcult 
than  that  of  the  intermittent  form.  The  disease  is  more  dangerous  and 
often  more  rapid  in  its  course.  Further  than  this,  the  fever  is  so  much  more 
prolonged  that  it  is  of  itself  deleterious,  and,  as  the  patient  does  not  have 
periods  of  intermittence  in  which  he  can  make  a  partial  recovery,  strength 
IS  much  more  rapidly  lost.  The  eestivo-autumnal  parasite  seems  to  be  more 
resistant  to  the  influence  of  quinine  than  either  the  tertian  or  quartan 
parasite,  and,  finally,  it  is  much  more  difficult  to  cause  the  absorption  of 
quinine  in  most  cases  of  bilious  remittent  fever,  both  because  vomiting  is 
frequently  a  persistent  symptom  and  also  because  absorption  seems  for  the 
time  being  to  be  put  aside.  It  is  evident,  therefore,  that  where  vomiting  is 
too  persistent  to  permit  of  the  administration  of  quinine  by  the  stomach,  it 
must  be  given  hypodermically.  The  best  way  to  administer  it  hypodermic- 
ally  is  in  the  form  of  the  hydrochlorate  of  quinine,  which  is  soluble  in  ten 
parts  of  water,  and  which  may  be  injected  in  the  following  manner:  Dissolve 
15  grains  of  hydrochlorate  of  quinine  in  15  minims  of  alcoliol  and  2J  drachms 
of  distilled  water.  Just  before  using,  add  a  drop  or  two  of  dilute  hydro- 
chloric acid.  The  difficulty  with  the  administration  of  quinine  by  the 
rectum  in  these  cases  is  that  absorption  is  too  slow.  But,  nevertheless,  the 
drug  may  be  given  in  this  manner  dissolved  in  starch-water  whenever  it  is 
advisable  to  get  quinine  into  the  blood  by  every  possible  avenue. 

Even  when  it  is  impossible  to  administer  quinine  by  the  stomach,  it  is 
usually  advisable  to  move  the  bowels  freely,  and  this  may  be  accomplished 
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by  the  use  of  a  Seidlitz  powder  given  in  divided  doses,  or  by  the  employment 
of  citrate  of  magnesium. 

If  the  vomiting  becomes  so  excessive  as  to  be  a  dangerous  symptom  in 
itself,  it  may  be  controlled  by  hypodennic  doses  of  morphine,  or  by  5  to  20 
minims  of  spirit  of  chloroform  given  with  the  same  amount  of  compound 
spirit  of  lavender  or  of  cherry-laurel  water.  Counterirritation  may  also  be 
applied  over  the  epigastrium  in  the  shape  of  a  mustard  plaster.  Some  cases 
are  also  benefited  by  the  application  of  hot  compresses  over  the  liver.  The 
value  of  large  doses  of  calomel,  amounting  to  20  or  even  30  or  40  grains,  for 
their  effect  in  overcoming  hepatic  torpor  cannot  be  denied.  All  practi- 
tioners of  experience  in  intensely  malarial  districts  are  agreed  as  to  this  point. 

Should  htematuria  or  hsemoglobinuria  complicate  a  case,  a  careful  con- 
sideration of  the  stage  of  the  disease  is  essential.  The  value  or  harmfulness 
of  quinine  in  malarial  hsematuria  is  still  a  "  bone  of  contention  "  with  many 
practitioners,  some  claiming  that  the  quinine  is  capable  of  actually  producing 
bloody  urine,  and  others  asserting  equally  positively  that  it  is  always  needed. 
The  writer  has  expressed  the  view  on  several  occasions  that  some  of  these 
cases  of  bloody  urine,  complicating  malarial  fever,  may  be  due  to  an 
associated  parasite  upon  which  quinine  has  little  influence.  In  a  certain 
number  of  cases  it  is  probably  true  that  the  bloody  urine  is  a  sequel  rather 
than  an  accompaniment  of  the  development  of  the  parasite  in  the  blood. 
Under  these  circumstances,  as  enormous  doses  of  quinine  can  have  little 
influence  upon  the  malarial  parasite  and  also  may  irritate  the  kidneys,  it 
is  conceivable  that  the  use  of  this  drug  at  such  a  time  is  distinctly  contra- 
indicated;  whereas,  if  an  examination  of  the  blood  reveals  the  presence  of 
the  sestivo-autumnal  parasite,  then  the  quinine  must  be  given,  since  the 
danger  of  producing  hematuria  by  its  administration  is  more  than  counte> 
balanced  by  the  desirability  of  destroying  the  cause  of  the  illness-  In  other 
words,  to  give  quinine  in  some  cases  of  malarial  hsematuria,  when  the 
specific  parasite  is  not  present,  is  like  locking  the  door  after  die  horse  is 
stolen;  while  in  others  its  administration  is  timely  and  appropriate. 

Many  physicians  of  large  experience  strongly  urge  the  use  of  hyposulphite 
of  sodium  in  doses  of  from  15  to  60  grains  every  four  hours  for  this  com- 
plication. 

Latent  Malarial  Infection. — Latent  malarial  injection  is  probably 
much  more  common  than  physicians  believe,  although  the  laity  have  an 
exaggerated  view  of  its  occurrence.  Craig  has  reported  the  results  of  exam- 
ining the  blood  of  47  men  in  one  company  of  the  United  States  Army,  all 
of  whom  had  been  exposed  to  malarial  infection  in  the  Philippines,  but  all  of 
whom  were  at  least  well  enough  to  be  on  duty.  Twenty-seven  of  them  had 
the  parasite  in  their  blood,  and  25  were  infected  by  the  sestivo-autumnal 
parasite.  This  persistence  of  infection  not  only  possesses  ordinary  interest, 
but  shows  that  by  the  distribution  of  returning  troops  to  various  parts  of 
the  country  this  parasite  may  be  disseminated  in  areas  hitherto  uninfected. 
Further,  as  Craig  points  out,  the  development  of  a  masked  malarial  infection 
may  greatly  mislead  the  surgeon,  both  before  and  after  an  operation. 
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PS0B0SPERMIASI8. 

This  term  is  applied  to  an  exceedingly  rare  condition  in  which  psorosperms 
become  parasites,  growing  in  cells  and  producing  nodules.  These  nodules 
may  be  large  enough  to  be  felt  through  the  abdominal  wall.  The  patient 
presents  symptoms  which  are  like  typhoid  fever  in  character.  There  is 
diarrhoea,  stupor,  some  fever,  hepatic  and  splenic  tenderness,  and  feeble 
circulation.  Autopsy  in  such  cases  has  shown  the  presence  of  masses  closely 
resembhng  tubercles,  which  are  scattered  over  the  liver,  the  spleen,  the 
peritoneum,  and  in  the  kidneys. 

Another  form  of  infection  by  sporozoa  has  been  described  as  occurring 
in  the  skin,  but  Stelwagon  states  that  the  condition  called  psorospermiasis 
by  Darier  is  now  known  not  to  be  due  to  this  cause.  On  the  other  hand, 
Rixford  and  Gilchrist,  in  Baltimore,  have  recorded  two  cases  in  which 
tuberculosis  of  the  skin  was  thought  to  be  present  for  eight  years.  During 
this  time  the  lymphatic  glands  were  enlarged,  other  parts  of  the  body  became 
affected,  and  finally  death  ensued.  Numerous  nodules,  looking  like  those 
of  tuberculosis,  were  found  scattered  very  widely  through  the  body,  and 
these  were  found  to  contain  large  numbers  of  sporozoa. 


TE7PAN0S0HIASI8. 

Definition. — ^Two  diseases,  or  rather  two  phases  of  one  disease,  are  recog- 
nized in  man  as  due  to  infection  by  trypanosoinata.  These  are,  first,  an 
ill-defined  fever  resulting  from  invasion  of  the  circulation  by  the  Trypor 
noaoma  gaminense,  and  second,  African  lethargy,  or  sleeping  sickness,  due 
to  the  presence  of  the  same  parasite  in  the  cerebrospinal  fluid. 

The  trypanosomata  are  flagellated  protozoa,  and  were  first  discovered 
by  Gruby  in  1843  in  frogs,  and  by  Doflein  in  1845  in  rats  and  hamsters. 
Smce  that  time  they  have  been  found  in  practically  all  vertebrates.  These 
organisms  were  first  supposed  to  be  spirilli  before  their  animal  nature  was 
understood.  In  the  lai^  majority  of  instances  they  are  not  pathogenic. 
As  far  as  our  present  knowledge  goes,  the  varieties  represent  distinct  types, 
confined  to  the  particular  animal  which  they  infect.  At  least  six  trypanoso- 
mata that  are  pathogenic  occur  in  mammals.  Thus,  the  Trypanosoma  Evansi 
and  the  Trypanosoma  Brucei  are  the  causes  of  very  fatal  diseases,  known  as 
surra  and  nagana  among  horses,  mules,  camels,  buffaloes,  and  wild  animals. 
Trypanosoma  equiperdum  is  the  cause  of  an  exceedingly  fatal  disease  of 
horses  in  Algiers  and  the  Mediterranean  coast.  Trypanosoma  equinum  is 
also  the  cause  of  a  fatal  disease  of  horses  in  South  America.  Trypanosoma 
TheUeri,  the  largest  of  the  known  trypanosomata,  is  the  cause  of  a  serious 
cattle  disease  in  South  Africa,  The  most  widely  distributed  is  Trypanosoma 
Lewisi,  the  parasite  infecting  rats.  This  particular  variety  is  very  common 
in  the  rats  of  the  United  States,  and  has  been  found  in  practically  every  city 
where  search  has  been  made  for  it.  Finally,  we  have  the  trypanosoma 
which  infects  man. 
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A  trypanosoma  consists  of  a  leech-shaped,  granular  body  from  13/<  to 
25/^  long  and  from  2/ji  to  4/i  wide.  This  body  contains  a  nucleus  and  a 
rod-shaped  centre  known  as  the  centrosome,  or  micronucleus.  Along  one 
edge  of  the  parasite,  beginning  at  the  centrosome,  is  a  delicate,  fringe-like 
membrane  known  as  the  undulating  membrane,  upon  the  outer  edge  of 
which  is  a  single  flagellum  extending  from  7//  to  15/i  beyond  the  anterior 
end  of  the  parasite.  In  freshly  drawn  peripheral  blood  these  parasites  are 
seen  to  be  in  most  active  motion,  progression  being  in  the  direction  of  the 
flagellum.  In  hanging-drop  preparation  they  live  several  days,  and  as  long 
as  fifty  days  if  the  slide  be  kept  cold  and  moist.  McNeal  and  Novy  have 
succeeded  in  cultivating  Trypanosoma  Levriai  and  Trypanosoma  Brucei 
on  a  culture  medium  of  agar  and  defibrinated  rabbits'  blood.  This  is 
the  first  instance  in  which  animal  parasites  have  been  obtained  in  pure 
culture. 

With  respect  to  transmission  of  infection  by  trypanosomata  numerous 
carriers  have  been  found.  Experimentally,  animals  may  be  infected  by 
intraperitoneal  and  subcutaneous  injection  of  the  parasites,  or  by  inges- 
tion of  the  parasites  into  the  stomach.  Infection  may  be  carried  by 
food  and  water,  by  the  bite  of  fleas,  lice,  mosquitoes,  ticks,  and  several 
varieties  of  flies.  The  infection  of  Trypanosoma  equiperdum  is  conveyed 
during  coitus. 

The  prevailing  evidence  is  that  human  trypanosomiasb  is  disseminated 
or  conveyed  and  inoculated  by  suctorial  flies.  The  view  that  one  fly  only 
can  act  as  host  for  a  particular  trypanosome  is  generally  held,  but  is  by 
no  means  established.  The  known  transmitters  of  trypanosomiasis,  of 
which  our  knowledge  appears  accurate,  are  the  Glossina  palpalis  for  those 
of  trypanosoma  fever  and  sleeping  sickness,  and  the  Glossina  morsitans  for 
surra.    Of  other  means  of  natural  dissemination  we  know  nothing. 

Human  Trypanosomiasis  (Trypanosoma  Fever).— The  first  reported 
case  of  trypanosoma  in  man  was  made  by  Nepveu,  and  his  paper  contains  a 
fair  drawing  of  the  parasite.  Forde,  in  1901,  described  the  parasite  in  the 
case  of  a  European  from  the  Gambia  River  Colony  suffering  from  an  atypical 
fever.  Since  that  time  Manson,  Dutton,  Todd,  and  others  have  reported 
cases,  nearly  all  of  them  from  the  Congo  and  Gambia  River  district.  Man- 
son's  case  occurred  in  a  woman  aged  forty  years.  The  temperature  ranged 
from  97®  in  the  morning  to  100°  in  the  evening.  The  pulse  was  always 
rapid  and  feeble.  Erythema  was  a  constant  feature  in  the  case,  and  was 
first  observed  when  the  fever  began.  (Edema  was  also  present,  and  was 
most  pronounced  on  the  back  and  face.  There  was  marked  enlargement 
of  the  spleen.  Duthen  reports  a  case  of  a  European  working  along  the 
Gambia  River  who  suffered  from  an  irregularly  remittent  fever,  TTie 
trypanosomata  were  especially  plentiful  during  the  pyrexia.  The  symp- 
toms included  extraordinary  weakness,  cedem^a  of  eyelids,  enlarged  and  tender 
spleen,  and  rapid  ptdse.  Malarial  organisms  were  never  found.  Thb 
patient  recovered  under  the  use  of  arsenic. 

The  clinical  phenomena  in  the  reported  cases  are  chiefly  these:  In  some 
cases  the  parasites  occur  in  the  blood  without  the  patient  manifesting  any 
conspicuous  symptoms.    In  other  cases  there  is  an  insular  fever  which  may 
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be  high,  continuous,  or  remittent  in  type.  It  does  not  yield  to  quinine. 
After  persisting  from  three  days  to  two  or  three  weeks,  it  is  followed  by  an 
apyretic  inten'al.  During  the  course  of  the  fever  large  erythematous  patches 
occur  all  over  the  body,  associated  with  irregularly  distributed  areas  of 
cutaneous  oedema.  The  tedetna  and  erythemn  may  or  may  not  coincide. 
The  oedema  is  most  marked  on  the  face,  especially  on  the  lower  eyelids.  The 
pulse  is  rapid  and  nmning,  a  peculiarity  also  observe<l  in  sleeping  sickness. 
The  lymph  nodes  enlarge  and  their  expressed  or  extracted  juice  usually  con- 
tains the  parasite. 

In  many  cases  the  history  of  an  inflamed  and  painful  insect  bite  can  be 
obtained. 

The  parasites  are  found  free  in  the  peripheral  blood  and  never  in  the 
corpuscles.  They  are  not  numerous,  varying  from  one  to  twenty  in  a 
cover  preparation.  They  may  l>e  absent  for  days  at  a  time.  In  the  case 
reported  by  Manson  experimental  inoculation  on  animals  was  negative, 
showing  the  distinct  nature  of  the  parasite.  It  now  appears  quite  clear 
that  infection  results  from  the  bite  of  a  tsetse  fly  {Glossina  palpalis)  which 
is  the  carrier  of  the  parasite.  In  Dutton's  case  there  was  the  history  of 
the  patient  being  bitten  by  a  rat. 

The  bloo<]  condition  is  interesting.  There  is  a  moderate  degree  of  anae- 
mia in  all  cases  and  a  marked  increase  in  the  large  mononuclear  leuko- 
cytes, running  as  high  as  22  per  cent.  The  increase  in  these  cells  seems 
rather  constantly  associatefl  with  sporozoal  infection,  just  as  metazoal 
parasitism  is  accoEnpanied  by  eosinophilia. 

Treatment. — Some  of  tlie  rej>orted  cases  have  recovered  on  large  doses  of 
arsenic  administered  in  the  form  of  sodium  cacwiylate  or  arsenate  of  iron 
given  hypodermically.  Methylene  blue  and  quinine  in  large  doses  have 
also  been  tried,  but  arc  not  of  any  particular  value.  The  patient  should  be 
kept  in  bed  in  a  warm  r(»om,  and  slionld  be  fed  on  simple  and  nourishing 
food.  Treatment  of  the  fever  is  symptomatic.  The  most  impf>rtant  pre- 
ventive measure  is  to  keep  the  individual  where  he  cannot  be  bitten  by  flies, 
and,  if  ill,  where  he  cannot  act  as  a  centre  of  infection, 

African  Lethargy  (Sleeping  Sickness).— Sleeping  sickness  is  a  chronic 
disease  characterizes!  by  increasing  lethargy,  and,  after  an  exceedingly 
chronic  course,  death  occurs  from  coma  or  from  inanition — *'a  negro  sleeping 
himself  to  death." 

Sleeping  sickness  is  at  present  confined  to  tropical  Africa,  principally 
along  the  west  coast.  Tlie  northern  limit  of  its  extension  is  the  Senegal 
River;  the  southern  limit  is  the  Portuguese  Colony.  It  is  common  in  Sene- 
garabia,  along  the  Gold  Coast,  and  at  Old  Calabar.  It  has  existed  for  a  long 
time  in  the  basin  of  tlie  Congo  River  from  Stanley  Falls,  in  the  heart  of 
equatorial  Africa,  to  the  lower  Congo.  It  has  recently  extende<i  from  Vic- 
toria Nyanza  to  the  head-waters  of  the  Nile.  In  the  last  two  years  the  dis- 
ease has  assumed  epidemic  proportions  in  Uganda  and  many  thousands  of 
the  natives  have  periahecL  In  the  days  of  the  slave  traffic  sleeping  sickness 
was  frequently  curried  to  the  West  Indies,  Southern  United  States,  Brazil, 
and  the  Bahamas,  but  it  never  succeeded  in  establishing  a  foothold  in  any 
of  these  places. 
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Etiology. — For  a  long  time  the  Filaria  persians  was  supposed  to  be 
clfiteil  with  sleeping  sicknesSv  principally  on  account  of  their  coincidence" 
in  the  infected  areas.    Later  stu<Jies  liave  shown  that  filaria  has  no  connec- 
tion witli  sleeping  sickness,  an<l  that  many  areas  infected  bysleeping  sickness 
do  not  show  infection  by  the  Filaria  persiaris. 

The  ol<ier  views  that  sleeping  sickness  is  due  to  poisoning,  intoxication, 
and  filaria  have  l>een  superseded  by  the  demonstration  of  a  trj'panosoma  in 
the  cerebmspinal  fluid  by  Castelluni,  and  the  confirmation  of  this  obser- 
vation by  Bruce  and  other  members  of  the  English  Sleeping  Sickness 
Commission,  who  have  successfully  propagated  the  disease  in  monkeys. 
Tlie  trypanosoma  of  sleeping  sickness  is  indistinguishuble  from  that  of 
trypaTiosoiiia  fcver^  and,  like  tite  latter,  is  also  found  in  the  blooti.  Apparently 
the  advent  of  sleeping  sickness  in  a  patient  having  trypanosoma  fever  is 
determined  by  colonisation  of  the  parasites  in  the  cerebrospinal  fluid.  The 
exact  relation  of  the  hypnfX*occus,  described  by  Castellani  and  other  mem- 
bers of  the  Spanish  Commission,  us  the  cause  of  the  disease  is  not  as  yet 
perfectly  clear;  apparently  it  is  only  a  terminal  infection. 

Sleeping  sickness  attacks  persons  of  all  ages.  In  tlie  endemic  area 
negroes  are  the  most  susceptible,  mulattoes  less  so,  and  Moors  contract 
the  disease  still  less  frequently.  I  know  of  l)ut  one  authenticated  case  of 
sleeping  sickness  in  a  white  man  on  record.  The  tsetse-fly  {Gloitshta  ptilpalU) 
13  the  inteniiediate  host.  It  has  been  shown  experimentally  that  this  fly.  after 
feeflingon  a  case  of  sleeping  sickness,  is  capable  of  conveying  the  dieases 
to  healthy  monkeys,  and  that  flies  from  the  endemic  area  were  found  to  be 
infected  even  without  such  feeding.  It  is  possible  that  the  disea.se  may 
exceptionally  be  conveyed  in  other  ways.  Tlie  negroes  l>elieve  that  con- 
tagion is  carried  by  water  and  also  by  the  saliva  of  the  sick. 

Pathology, — Mott  has  shown  that  the  lesion  of  sleeping  sickness  is  an 
extensive  raeningoencephalomyelitis.  In  the  cord  and  brain  extensive 
round-cell  infiltration  is  found  about  the  capillary  vessels.  The  cerebro- 
spinal fluid  is  deeper  in  color  than  normal  ow-ing  to  the  presence  of  numbers 
of  red  blood  cells.  Besides  these,  numerous  leukocytes  and  the  specific 
trypanosoma  are  found.  In  the  latter  stages  of  the  disease  there  is  some 
ground  for  believing  that  there  is  a  concomitant — in  a  terminal  sense — 
streptococcus  (hypnococcus)  infection. 

Symptoms. — The  incubation  |>eriod  is  variable,  but  always  long.  The 
natives  believe  that  the  disease  may  develop  as  long  as  seven  years  after 
exposure.  As  a  matter  of  fact  numerous  instances  are  on  record  where  the 
disease  lias  appeared  in  negroes  several  years  after  leaving  the  endemic  area 
settling  in  other  countries.  It  would  appear,  from  the  meagre  knowledge  and 
of  tlie  parasite  now  available,  that  it  uiay  be  found  in  the  peripheral  blood 
without  producing  any  symptoms.  The  causes  that  determine  colonization 
of  the  parasites  in  the  cerebrospinal  system  are  unknown. 

The  disease  sometimes  begins  with  marked  psychical  prodromata,  includ- 
ing epileptiform  seizures,  mdancholia,  ancl  even  transitory  mania.  In  the 
larger  number  of  cases  there  is  headache,  vertigo,  pufjiiiats  of  the  face,  and 
slight  fever.  At  this  point  the  lethargy  begins.  The  patient  at  first  is  iromno- 
leni  or  stupid,  but  he  can  easily  be  roused  for  nourishment  or  to  attend 
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to  the  calls  of  nature.  When  so  awakened  his  gait  is  staggering  and  the 
moment  he  is  released  he  sinks  into  a  deep  sleep.  In  the  early  stages 
there  are  no  evidences  of  paralysis,  tremor,  or  convulsion.  The  patellar 
reflexes  are  decreased,  sometimes  abolished.  Gradually  the  lethargy  deepens 
until  finally  the  patient  can  only  be  aroused  with  tlie  greatest  difficulty,  if 
at  all,  and  immediately  falls  again  into  a  deep  sleep.  Partly  from  the  disease 
itself,  but  largely  because  the  lethargy  prevents  regular  nourishment,  niUrir 
ixati  fails,  crnaciaiion  becomes  progressively  more  marke<l,  and  bedsores 
develop.  Toward  the  close  paralyses  of  various  muscle  groups  develop, 
convulsions  occur,  and  fafal  coma  supervenes. 

Di&gBOSis. — The  symptoms  are  fairly  characteristic,  but  a  positive  recog- 
nition of  the  disease  is  rendered  easy  by  lumbar  puncture,  centrifugaliza- 
tion  of  the  cerebrospinal  fluid,  and  demonstration  of  the  parasites  by  a 
microscopic  examination  of  the  se<liraent. 

Prognosis. — The  course  of  the  disease  is  chronic.  Cases  may  l&si  from 
three  to  four  years.  The  prognosis  is  bad.  There  is  no  record  of  the 
recovery  of  an  authentic  case  of  African  lethargy. 

Treatment. — With  regard  to  treatment  it  has  l>een  found  that  purging 
in  the  early  stages  does  gootl  and  in  some  cases  temporarily  arrests  or  delays 
the  disease.  Massive  doses  of  arsenic  are  of  some  service  and  should  be  used 
on  account  of  their  supposed  value  in  trypanosoma  fever. 


EALA-AZAR. 


Definition. — Kala-azar  or  Tropical  Splenomegaly,  sometimes  called  Dum 
Duin  Fever,  is  a  chronic  infectious  disease,  characterized  by  lung-con- 
tinueii  fever,  extreme  emaciation,  profound  ana-mia,  niarketl  enlargement  of 
the  liver  and  spleen,  and  a  characteristic  pigmentation  of  the  skin. 

Much  uncertainty  has  exLsted  as  to  the  nature  of  kalu-azar,  and  our 
present  know  ledge  rests  largt-ly  u|M>n  the  investigation  of  Leishnian,  who 
showe<l  that  it  is  a  form  t>f  trypanosomiasis.  (See  Tr}'panosomiasis.) 
This  investigator,  with  iVIaR'hand,  James,  Bentley,  Rogers  andolliers,  has 
found  the  so-called  1^'ishman  bodies  in  jjersons  suifering  from  typical 
kala-azar  in  variou.s  parts  of  the  worlil,  as  in  the  Egyptian  Soudan,  Algiers, 
an<l  in  .\s.sam.  Airdc  has  also  made  confrrmatory  invt^tigations  in  China. 
These  Lfishinan  IwKlit's  are  minute,  splu'rical,  oval  F<trnis  rlosely  resem- 
bling the  chromatin  masses  seen  in  stained  (rypanosonies.  They  are 
fuimd  chiefly  in  the  spleen  and  liver,  and  can  lie  obtained  during  life  by 
puncturing  the  splct-ii  with  a  fine  expl<)ring  nc(*(lli',  the  fluid  contained  in 
then)  l)eing  expelled  upon  a  glas-s  slide  and  stained  by  the  Romanowsky 
method. 

The  I>eishman  boflies  or  parasites  are  capable  of  developing  into  flag- 
ellated organisms  closely  resendjling  trypanusumes,  but  dilTcring  somewhat 
in  the  position  of  thf  flagcllmn. 

Manson  believes  that  the  intermediate  host  of  this  piirasitt*  is  some 
scavenger-fly  wdiich  d^rivt'.s  thi-  parasite  from  the  intestinal  or  other  dis- 
charges of  the  patient  and  then  infects  the  human  being  by  a  bite.    There 
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mAV  be  asexual  multiplication  in  the  fly,  but  in  the  human  ho5t  the  pan- 
site  multiplies  by  fission,  and  Manson  thinks  that  this  nnultipl!cation  L5 
asexual. 

Pathology  and  Morbid  Anatomy. — The  autopsy  in  a  case  of  kala-axar  shows 
enormous  eiihirgcment  of  the  spleen,  which  is  firm  and  friable.  The  livor 
Is  also  greatly  enlarged  and  toughened  in  texture.  The  bone-marrow  »ik1 
the  tjrgans  just  named  are  crowded  with  the  parasites.  Ijcislunan  bixiics 
can  also  l)c  found  in  tlie  lymphatic  glamls,  the  supirarenal  capsuit-s,  in  th« 
testicles,  and  in  the  inilaintnatorv  exudates  in  the  pleura  and  peritoneum. 
The  direct  cause  of  death  seems  to  be  an  associated  dysenti'ry  or  pneu- 
monia. 

Symptoms. — The  symptoms  in  onset  resemble  those  of  malarial  fever, 
bein^  characterized  by  daily  chills  and  fever,  followed  by  free  sweating, 
these  symptoms  recurring  about  the  same  time  ever\'  afternoon.  After  a 
period  of  ten  days  or  two  weeks  these  symptoms  diminish  aiid  n  period  of 
remission  occurs  followed  after  another  |)eriod  of  ten  days  or  two  weeks  by 
a  return  of  the  paroxysm.  This  may  last  for  weeks  or  months.  Oceasinn* 
ally  l!ie  remissions  already  spoken  4>f  fail  to  occur,  and  pnifound  inanition 
develops  aftej  some  months.  In  still  other  cases  the  febrile  movements  air 
exceedmgly  irregular  and  varied.  Enlargement  of  the  liver  and  spleen 
begin  early.  The  patient  com]>liiins  of  languor,  dyspnoea,  and  the  general 
manifestations  of  profound  ana?mia.  The  constant  symptoms  are  fever, 
enlargement  of  the  liver  and  spleen,  the  progressive  emaciation,  and  graTt 
anaemia, 

Treatment. — No  method  of  treatment  has  as  yet  been  diacovered  which 
producer  any  good  results. 


KBMATODES. 

Ascariasis. — AscarU  Iwnbricoides,  or  round  worms,  are  found  in  the  small 
intestine  of  man  more  commonly  than  any  other  parasite. 

They  are  not  segmented  as  are  the  cestodes,  but  occur  as  smooth  worms, 
not  unlike  an  ordinary  eartli-worm,  except  that  they  are  provided  with 
small  papillffi  or  hairs.  The  worm  also  possesses  longitudinal  striae  and 
transverse  rings,  a  mouth,  and  an  anus.  They  are  not  hermaphroditic,  but 
occur  in  the  form  of  tlie  male  and  female  worm. 

They  are  met  with  far  more  frequently  in  children  than  in  adults.  The 
female  worm  is  of  a  light-brown,  or  red,  color,  and  is  usually  about  10  to  20 
cm.  long  and  0.5  cm.  thick.    The  male  is  about  one-half  the  size  of  the  female. 

How  these  worms  gain  access  to  the  lx>dy  is  not  known,  although  it 
may  be  by  ingestion.  While  they  most  commonly  are  found  in  the  small 
intestine,  they  occasionally  find  their  way  from  the  inte^itine  into  the  stom- 
ach, and  cases  are  on  record  in  which  they  have  wandered  into  the  oesoph- 
agus and  mouth,  and  even  into  the  nose  and  bronchial  tubes.  Cases  have 
also  been  reported  in  which  the  migration  of  a  worm  into  the  gall  passages 
has  produced  obstruction,  and  still  other  instances  are  recordeti  in  which 
they  have  found  their  way  through  an  ulcer,  or  through  a  perforation  in  the 
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appendix  vermiformis,  into  the  peritoneal  cavity.  As  a  rule  they  are  present 
in  the  intestines  in  numbers  and  do  not  occur  singly.  In  rare  cases  coiled, 
mottled  masses  of  lurabricoids  have  caused  intestinal  obstruction. 

A  form  of  round  worm,  somewhat  like  that  found  in  man,  is  found  in  the 
intestine  of  cats  and  dogs,  but  it  is  considerably  smaller  in  size  and  does 
not  infest  man. 

Symptoms. — The  symptoms  of  the  presence  of  this  worm  do  not  differ 
materially  from  those  produced  by  the  tapeworm  (which  see).  Occasionally, 
however,  this  worm  seems  to  have  the  power  of  producing  an  irritant  poison 
which  not  only  causes  intestinal  irritation,  but  when  absorbed  may  cause 
great  nervous  irritation  and  apparently  be  responsible  for  convulsions  in 
young  children. 

Treatment. — ^The  treatment  of  a  patient  suffering  from  Ascaris  lumbri- 
coides  is  abstinence  from  food  for  twelve  or  eighteen  hours  and  the  admin- 
istration of  1  drachm  of  the  fluid  extract  of  spigelia,  or  2  drachms  of  the 
more  old-fashioned,  but  efficacious,  fluid  extract  of  spigelia  and  senna.  In 
other  cases,  5  to  15  miniras  of  tlie  oil  of  chenopfxliuni  in  capsule  or  emulsion, 
or  on  sugar,  may  be  administered.  In  still  other  cases  from  2  to  5  grains 
of  santonin  may  be  given  in  tablets  or  troches.  All  of  these  drugs  should 
be  followed  by  castor  oil  or  a  saline  purge  in  order  to  sweep  out  the  worms 
while  they  are  poisoned  by  the  drug. 

Ozyoris  Vemaicularis. — Under  the  name  Oxyuris  vennicularis  or  thread- 
worm, sometimes  called  pin-worm,  a  very  small  nematode  worm  exists  in 
the  rectum  of  young  children  and  is  sometimes  found  in  adults.  Occasionally 
it  infests  the  entire  colon.  The  length  of  the  female  is  about  10  mm.,  and 
of  the  male  about  4  ram.  This  worm  may  be  present  in  great  numbers 
without  producing  any  symptoms  whatever.  Some  irritation  about  the 
anus  may  be  the  only  disturbance  produced  by  their  presence. 

Seat-worms  are  to  be  removed  by  the  injection  into  the  bowel  of  soap  and 
water,  which,  after  it  is  passed,  is  to  be  followed  by  a  pint  of  warm  water 
which  has  been  medicated  by  boJUng  in  it  from  \  to  1  ounce  of  quassia  chips. 

Trichina  Spiralis. — A  patient  infected  by  the  parasite  known  as  the 
Trichina  spiralis  is  said  to  suffer  from  trichinia^is.  This  parasite  was  first 
described  by  Owen  in  1S35.  It  was  found  in  the  flesh  of  the  hog  by  Leidy 
in  1847,  and  in  a  human  being  by  Sinker  in  1S60,  the  patient,  a  young  girl, 
being  thought  to  be  a  sufferer  from  enteric  fever  until  at  autopsy  the 
parasites  were  found  free  in  the  bowel  and  encapsulated  in  the  mus- 
cles. 

Etiology. — In  practically  every  case  the  infection  of  a  human  being  comes 
from  eating  the  flesh  of  an  infected  hog.  It  is  scarcely  necessary  to  state 
that  infection  does  not  occur  if  the  pork  has  been  well  cooked. 

The  frequency  with  wliich  the  disease  occurs  is  not  known,  but  it  is  not 
as  rare  as  some  have  thought.  Williams  found  it  present  27  times  in  505 
unselected  autopsies  in  Buffalo,  New  York. 

If  the  muscle  of  a  man  infected  by  this  parasite  is  examined,  tiny  little 
white  or  gray  dots  will  be  found  upon  its  surface  and  through  its  texture; 
later  the  parasites  encapsulate  and  look  like  deposits  of  calcareous  material 
of  about  the  size  of  miliary  tubercles.     If   such  a  calcareous  deposit  be 
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opened  it  may  be  found  to  contain   the  embryo  of  the  pEirasite,  or  if  the 
wortn  be  dead  a  granular  detritus  only  is  present. 

When  uncooked  meat  containing  tins  parasite  is  swallowed,  the  digestive 
juices  dissolve  the  capsule  of  the  parasite,  and  in  this  way  the  embrir'os 
are  set  free  in  the  stomach.  Here  they  rapidly  develop  and  become  sexually 
mature  in  about  seven  days.  The  female  parasite  gives  off  an  immense 
number  of  embryos,  so  that  it  is  estimated  that  one  parasite  may  throw 
off  from  one  to  two  thousand  young.  These  parasites  soon  find  their 
way  through  the  wall  of  the  intestine,  enter  the  lymph  spaces,  and  so  reach 
the  circulation,  by  which  they  pass  to  the  muscles.  Their  favorite  position 
for  settlement  is  the  striated  muscles.  They  enter  the  muscular  connective 
tissue  and  then  the  sarcolemma,  where  they  coil  themselves  and  cause  a 
disintegration  of  the  contractile  substance.  Here  they  become  encapsu- 
lated in  about  six  weeks,  partly  by  the  inflammatory  exudate  which  is 
produced  by  their  presence,  and  partly  by  the  calcareous  material  which 
tliey  seem  to  have  the  power  of  collecting.  In  these  capsules  the  para- 
site remains  alive  for  a  very  long  period  of  time,  [>ossibly  for  twenty-five 
years.  Occasionally,  however,  it  dies,  and  the  entire  mass  undergoes 
calcification. 

When  one  of  the  domestic  animals  swallows  meat  infecte<l  in  tins  way, 
the  same  process  takes  place  in  the  muscles  as  occurs  in  the  muscles  o( 
man.  In  the  muscles  of  the  hog  the  parasite  may  escape  notice,  as  it 
often  lacks  the  calcified  capsule.  Moreover,  an  infected  hog  may  be  in 
excellent  health. 

Patholo^  and  Morbid  Anatomy. — The  lesions  of  trichiniasis  consist  in 
gastrointestinal  irritation,  overgrowth  of  the  lymph  nodes  in  the  abdominal 
cavity,  occasionally  bronchopneumonia  with  great  swelling  of  the  broncliial 
glands,  still  more  rarely  fatty  degeneration  of  llie  liver,  and  constantly  a 
parasitic  myositis  due  to  the  embryos  invading  tlie  muscles.  Almost  every 
muscle  of  the  body  may  be  found  infectai;  but  where  the  number  ofj 
trichina?  is  not  very  great,  the  muscles  of  the  neck,  the  intercostal  muscles, 
and  the  diaphragm  seem  to  be  the  parts  in  which  the  greatest  aggregations 
occur.  Furthermore,  the  greatest  number  of  trichinae  are  usually  found 
near  the  insertions  of  the  muscles. 

Symptoma.^The  symptoms  consist  in  muscnlar  soreness  and  pain,  and 
disiiicliiiation  to  move.  A  diagnosis  of  muscular  rheumatism  is  often  made 
because  of  these  symptoms.  Headache,  jmffmess  of  the  skm  about  the  eyes 
and  no.yf,  and  nifxlcrate  fever  are  also  present.  Not  rarely  the  symptoms 
may  closely  resemble  those  of  typlioid  fever,  with  great  prostration  and 
eiiiaciaiion.  For  some  unknown  reason  a  marked  leukocytosis  develops, 
w^hich  is  peculiar  in  the  fact  that  the  eosinophile  corpuscles  are  chiefly 
incrcaserl.  From  investigations  made  by  Opie  it  would  appear  probable 
that  this  eosinophilia  is  of  some  value  from  both  a  diagnostic  and  prognostic 
stanrlpoint.  The  eosinophiles  are  not  greatly  increased,  if  the  infection  by 
trichina  is  excessive,  and  their  greatest  development  seems  to  occur  at  about 
the  time  that  the  embryonal  trichiufu  are  passing  from  the  intestine  by  way 
of  the  lymphatics  and  blood  to  the  muscular  tissues — that  is,  during  the 
third  week  after  the  ingestion  of  the  trichinatous  meat. 
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Diagnosis. — In  a  suspected  case  the  diagnosis  may  be  reached  by  taking 
a  small  piece  of  muscle  and  exumining  it  with  a  microscope.  The  stools 
of  tlie  patient  should  be  flatteiieii  to  a  tliin  layer  between  two  sheets  of 
glass  resting  upon  a  black  background,  and  then  examined  by  means  of  a 
hand  magnifying  glass,  when  the  parasite  may  be  found  as  small,  short, 
glistening,  thread-Uke  bodies. 

Prognosis. — The  prognosis  depends  largely  upon  the  severity  of  the  infec- 
tion. In  the  worst  outbreaks  the  mortality  may  he  as  high  as  70  per  cent. 
Many  cases  recover  by  the  end  of  a  fortnight.  Others  remain  ill  for  weeks 
or  months  l)efore  recovery  takes  place. 

Treatment. — Tliere  is  no  treatment  which  can  be  directefl  to  the  removal 
of  the  parasite  after  it  has  entereii  the  rmiscles.  The  only  thing  the  physician 
can  do  is  to  give  a  nutritious  diet,  and  reUeve  pain  or  other  symptoms  by 
symptomatic  remedies.  If  the  discovery  is  made  that  the  patient  has 
swallowed  trichinatous  pork  within  a  few  hours,  then  5  grnins  of  thymol 
followed  by  a  dose  of  castor  oil  or  sulphate  of  magnesium  slioul*!  be  ordered 
to  kill  the  parasite  and  sweep  it  out  of  the  intestines  before  it  can  migrate 
into  the  tissues. 

Uncinariasis  (Ankylostomiasis).  Definition.— Uncinariasis  is  an  infec- 
tion by  ditferent  varieties  of  worm  of  the  uncinaria  species;  it  occurs  not 
only  in  man,  but  in  many  of  the  lower  animals.  The  parasite  is  often 
calle<l  the  Ankiflostomum  duodenale,  or  hook-worm.  The  chief  symptoms 
are  severe  ana-mia,  abdominal  pains,  nsthenia  without  emaciation,  and 
cedema.  The  parasite  was  descrilied  as  uncinaria  by  Froelich  in  1789; 
Dubini  in  1843  gave  it  the  name  ankylostoma. 

The  condition  is  also  known  as  "  brickmakers'  ansemia,"  "  Egyptian 
chlorosis,"  "miners'  anaemia,"  "miners*  cachexia,"  "miners'  disease," 
"  Porto  Rican  anaemia,"  "  St.  Gothard's  tunnel  disease,"  "  tunnel  dis- 
ease." ** tunnel  ana-mia/'  "tropical  chlorosis,"  and  "  hook-worm  disease," 
besides  a  host  of  local  names.  It  is  one  of  the  most  ancient  diseases 
known  to  man,  for  it  was  described  by  the  Egyptians  3500  years  ago. 

Frequency. — Uncinariasis  occurs  in  all  the  tropical  and  practically  all 
the  subtropical  world.  According  to  Thornton  it  is  the  greatest  enemy  of 
the  human  race  in  the  tropics;  greater  even  than  plague  or  cholera.  In 
portions  of  India  75  per  cent,  of  the  population  are  said  to  be  affected. 
In  Egypt  this  worm  is  found  at  nearly  every  postmortem.  It  has  been 
the  most  disabling  of  all  diseases  in  the  Egyptian  army,  as  well  as  the 
greatest  cause  for  the  rejection  of  recruits.  In  Ceylon  its  ravages  are 
said  to  be  more  serious  than  those  of  cholera.  Harris  has  found  it  in 
Georpa  and  Florida,  and  believes  it  is  the  common  cause  of  the  severe 
ansemias  of  the  Southern  United  States  that  have  hitherto  been  re- 
gardetl  as  malarial.  Stiles  has  also  made  very  valuable  studies  of  its 
characters  and  recurrence  in  the  Southern  United  States.  In  Assam 
it  is  almost  universal,  209  cases  having  been  found  in  3tK)  postmortems. 
According  to  Alden,  22.5  per  cent,  of  the  total  death  rate  of  Porto  Rico 
is  ascribe<l  to  tropical  anaemia  due  to  uncinaria.  In  more  temperate  re- 
gions it  has  been  found  in  nearly  all  our  States  as  far  north  as  New  York. 
In  the  Cornwall  and  Westphalian  mines  the  disability  caused  by  this  para- 
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site  has  become  so  great  as  to  threaten  tbe 

existence  of  these  industries. 

Etiology. — The  uncinaria  is  a  nematode 
worm  of  the  family  Sirongylidxe.  It  is  very 
widely  distributed  in  the  aninml  world,  in 
distinct  species.  In  man  two  species  are 
recognized,  viz.,  Uncinaria  dvodenale  (Dubini) 
and  Uncinaria  Americana  (Stiles),  commonly 
spoken  of  as  the  old-world  and  the  new- 
world  uncinaria,  or  hook-worm.  The  two 
sexes  are  clistinct;  the  male  worm  is  from  8 
to  10  mm.  long  and  the  female  slightly 
longer,  10  to  18  mm.  They  are  grayish-white 
in  color,  cylindrical  in  shape,  with  a  con- 
tracted head,  and  in  the  female  a  broad 
caudal  bursa.  When  male  and  female  worms 
are  present,  as  they  usually  are  in  the  propor- 
tion of  one  male  to  three  females,  the  female 
produces  an  enormous  number  of  ova.  When 
deposited  in  favorable  surrounding  these  ova 
develop  into  embryos  in  twenty-four  hours. 
The  embryo  grows  rapidly,  passing  tlirough 
two  ecdyses  in  about  five  days.  The  second 
ecdysis  is  the  termination  of  the  extra-cor- 
poreal phase,  and  the  embryo  is  now  infec- 
tive for  man.  When  taken  into  it5  appropriate 
host  the  worm  goes  through  three  more  ecdyses, 
making  five  in  all;  the  fourth  marking  the 
formation  of  a  provisional  buccal  armature; 
the  fifth,  the  appearance  of  llie  definite  arma- 
ture. It  then  reaches  an  adult  or  mature 
form  in  from  five  to  six  weeks. 

The  sources  of  infection  are  the  ingestion 
of  infected  wateror  food,  the  accidental  inges- 
tion of  infected  earth  from  soiled  hands, 
infection  through  the  skin  during  or  after 
the  second  ecd^-sis  of  the 
worm.  The  mode  of  in- 
fection by  earth  is  obvi- 
ous. In  all  regions  af- 
fected by  uncinaria,  dirt 
and  clay  eating  are  very 
common  habits.  Tlierc 
is  no  doubt  that  geophagy 
in  infected  areas  is  a 
common  manner  of  tak- 
ing the  disease;  but  it  is 
also  true  that  this  habit 
does  not  show   itself,  in 
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many  cases,  until  the  disease  is  fully  developed.  In  these  cases  it  seems 
clear  that  the  earthy  matter  is  eaten  in  obedience  to  an  instinctive  craving, 
and  that  it  brings  relief  by  mechanically  loosening  a  number  of  the  para- 
sites. That  infection  may  take  place  through  the  skin,  the  experiments  of 
Loess  and  many'^clinical  observations,  as  well  as  accidental  laboratory  infec- 
tions, have  made  quite  apparent.  It  has  often  been  observed  that  children, 
walking  barefooted  through  infected  ground,  became  infected.  The  disease 
known  as  Pani-Ghao,  and  the  "ground  itch"  of  the  South,  are  probably  skin 
infections  by  this  parasite,  the  lesions  representing  the  point  of  entrance  of 
the  parasite  into  the  human  host.  Looss  experimented  with  the  young 
worms  in  a  mixture  of  earth  and  charcoal.  This  mixture  was  placed  on  the 
skin  of  dogs  without  scarification  or  friction.  The  parasites  were  found  in 
the  intestines  as  rapidly  as  when  experimental  infection  by  the  mouth  was 
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made.  While  making  these  experiments  he  accidentally  allowed  some  of 
the  mixture  to  remain  on  his  own  hand  and  himself  became  infected. 
Air-borne  infection  occurs  very  rarely,  if  ever. 

Flophylaxifl. — Prophylaxis  of  uncinariasis  demands  the  exclusion  of  all 
infected  persons  from  earth-workings.  Where  large  bands  of  laborers  are 
collected  in  districts  in  which  the  disease  is  prevalent,  in  mines,  in  tunnels, 
and  in  excavations  of  all  kinds,  systematic  examination  of  all  cases  of  anaemia 
should  be  made.  Defecation  in  the  workings  or  tunnels  should  be  rigorously 
prohibited.  Water-tight  latrines  should  be  provided,  and  the  contents 
rendered  harmless  by  a  cheap  disinfectant.  In  the  Aj-lberg  tunnels  the 
pail  system  has  been  recently  used  with  good  effect.  Personal  prophylaxis 
should  include  careful  washing  of  the  hands  before  eating,  and  the  wearing 
of  sound  shoes  when  working  in  suspected  soils. 
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Pathology  and  Morbid  Anatomy. — Postmortem  the  subcutaneous  fat,  the 
panniculus  atliposusj  and  the  mesenteric  fat  are  fairly  well  preserved.  The 
parasites  are  found  in  tlie  jejunum,  still  attached  to  the  bowel  wall  if  tlie 
section  is  early,  or  free  in  the  intestinal  contents  if  the  section  is  delayed. 
They  vary  in  number  from  100  to  600  or  more.  The  jejunum  is  covered 
with  old  and  recent  pinliea<l  bk^ody  extravasations.  The  bowel  is  thickened 
in  spots,  and  there  may  be  small  cavities  in  the  bowel  wall  61le<l  with  blood 
and  containing  the  heads  of  one  or  two  parasites.  The  liver  and  kidneys 
commonly  show  some  degree  of  fatty  degeneration.  The  cause  of  the  anaemia 
is  probably  twofold — the  mechanical  abstraction  of  a  considerable  amutmt  of 
blood  by  the  parasites,  and  a  hicniolytic  effect  from  a  toxin  elaborated 
by  the  worm.  That  hiemolysis  occurs  is  indicate<l  by  increased  iron  in  the 
liver,  the  occurrence  of  ha^matoidin  in  the  liver  and  kidneys,  as  well  as  free 
iron  in  the  stools. 

The  blood  shows  the  ordinary  changes  similar  to  those  observed  in 
pernicious  anremia.  In  early  cases  the  color-index  may  be  low,  the  loss  of 
ha-moglobin  being  more  rapid  at  first  than  the  red-cell  loss.  As  tlie  case 
advances,  however,  the  haemoglobin  index  rises  and  may  be  plus.  ^legalo- 
blasts  are  not  seen  in  as  large  numbers  as  in  other  pernicious  ana;raia3. 
There  is  no  marked  leukocytosis;  there  is,  however,  a  fairly  constant  rela- 
tive increase  in  the  eosinophiles,  ranging  from  3  to  30  per  cent. 

The  feces  contain  the  ova.  They  also  contain  considerable  blood,  in 
which  differential  staining  will  demonstrate  a  great  many  eosinophiles, 
showing  that  there  is  not  only  a  general  increase  in  these  cells  in  the  circu- 
lation, but  that  there  is  an  active  determination  of  them  to  the  intestinal 
lesions.     Charcot-Leyden  crystals  are  constantly  present. 

Sympl^mB. — The  s}'mptoms  vary  with  the  number  of  parasites  in  the 
intestines  and  with  the  general  condition  of  the  patient-  Recent  obser- 
vations seem  to  make  it  clear  that  the  new-world  hook-worm  is  not  nearly 
so  fatal  as  the  old-world  hook-worm.  If  there  be  but  a  few  worms,  the 
general  symptoms  produced  are  very  mild.  If,  on  the  other  hand,  the 
worms  run  up  into  the  hundreds,  or  thousands,  the  blood  destruction  is 
extensive.  In  conditions  of  great  deterioration,  in  the  half-star\'ed  or  ill- 
nourishetl,  in  acute  or  chronic  dysentery  the  presence  of  only  a  few  of 
these  parasites  may  act  as  a  very  dangerous  complication. 

In  wcll-<leveloped  cases  the  symptoms  are  those  of  pernicious  awrmm. 
The  principal  phenomena  are  dyspeptic  sympfoitis  with  colicky  paitui  in  the 
early  stages,  followed  by  progressive  amvviia  with  little  or  no  emaciation, 
and  with  terminal  wdcnia.  The  pain  in  uncinariasis  is  colicky  in  character, 
is  one  of  the  earliest  symptoms,  and  is  fairly  constant  throughout  the  disease. 
In  cases  in  which  only  a  few  parasites  are  present,  it  may  amount  oidy  to 
uneasiness;  when  there  are  many,  it  may  be  severe.  Like  all  alHlominal 
pains  due  to  intestinal  parasites  it  is  relieved  by  food  for  the  time  being. 
The  appetite  is  very  variable;  it  may  be  voracious  or  it  may  be  diminished, 
and  curious  perversions  of  taste,  such  as  earth-eating,  may  develop. 

Following  the  development  of  the  colic,  aruptnia  appears  and  rapidly 
becomes  profound.  There  is  very  little  wasting,  the  subcutaneous  fat  being 
fairly  well  preserved.    The  skin  is  a  lemoji-whtte  color;  the  conjunctivae  and 
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lij)s  are  exsanguinated ;  the  sclerae  pearly  or  muddy-white.  All  the  subjec- 
tive phenomena  of  profound  aiifemia  become  marked.  There  is  lassitude, 
hreathlessness  on  the  slightest  exertion,  vertigo,  and  occasionally  dimness 
of  viaion  from  retinal  hemorrhages.  Crises  of  fever  occur  that  may  last 
for  days  or  weeks.  Auscultation  over  the  pra^cordial  area  reveals  soft 
haiaic  hridts^  propagated  to  a  remarkable  tiistance  into  the  great  vessels. 
The  face  and  ankles  become  pufft/,  and  there  may  I>e  a  slight  general  cedema, 
Harris  has  reported  a  case  of  uncinariasis  with  symptoms  resembling 
pellagra.  When  the  disease  attacks  chiUlren  before  the  age  of  puberty, 
bodily  and  mental  growth  are  stunted.  The  pubic  hair,  the  axillary  hair,  and 
the  hair  on  the  face  is  scanty  or  absent,  the  hmbs  are  thin  and  undeveloped, 
and  the  children  are  markedly  pot-bellied.  Stiles  describes  a  fish-like, 
staring  expression  of  the  eyes  in  these  cases. 

Diagnosis. — The  diagnosis  is  easy,  once  the  attention  is  directed  to  the 
intestinal  parasites.  The  occupation  of  the  patient,  if  it  be  one  that  predi- 
cates working  in  earth,  is  very  suggestive.  The  anccmia  is  very  commonly 
diagnosticated  as  malarial.  There  really  is  no  diagnostic  difficulty  between 
malarial  aniemia  and  the  panisitic  anaemia.  This  very  common  ern>r  has 
been  made  because,  in  the  intensely  malarial  regions,  the  existence  of  this 
parasite  has  not  been  generally  known.  The  disease  has  also  been  mistaken 
for  beriberi,  but  there  Ls  a  complete  absence  of  paralytic  symptoms  in 
uncinariasis. 

A  diagnostic  sign,  recently  described,  is  the  occurrence  of  triangular  black 
or  bluish  patches  on  the  dorsum  of  the  tongue,  looking  as  though  a  pen 
had  been  wiped  on  it.  Tlus  appearance  is  quite  striking.  Recent  obser- 
vations have  shown  that  it  is  very  constant;  that  it  appears  early,  even 
before  the  advent  of  pronounced  amemia,  and  jjersists  to  the  end  of  the 
dise^ase. 

The  diagnosis  is  definitely  made  by  the  demonstration  of  the  ova  or 
parasites  in  the  feces.  Search  sliouhl  be  made  in  as  fresh  specimens  as 
possible,  to  avoid  confusion  incase  embryos  have  occurrc<i  and  quitted  the 
ova,  A  small  amount  of  tlie  material  is  place<l  on  a  large  glass  slide  diluted 
with  distilled  water,  and  presseil  down  with  a  thick  cover,  llie  ova  of 
uncinaria  are  very  striking  bodies.  They  are  clear,  transparent^  light  gray 
in  color;  they  have  a  delicate,  transparent  capsule,  containing  in  its  centre 
from  one  to  six  gray  yolk  segments  with  granular  nuclei.  In  shape,  they 
are  regularly  oval,  with  an  average  length  of  60  microns  and  an  average 
width  of  35  microns.  Leichtenstern  has  found  as  manv  as  4,216,930  ova 
in  a  single  stool.  Care  must  be  taken  not  to  mistake  the  egg  of  the  Ascaris 
lumbricoides  for  the  egg  of  the  uncinaria.  The  former  have  a  thick,  gela- 
tinous, often  mammillated  covering,  and  unsegmented  protoplasm.  So,  too, 
the  egg  of  the  Oxi/uri.t  vermictdarhj  which  is  a  thin,  symmetrical  shell,  one 
side  of  which  is  almost  straight  and  which  contains  an  embryo,  may  be 
mistaken  for  the  ova  of  the  uncinaria.  The  egg  of  the  whip-worm,  Tricho- 
cepkalu3  dispar,  possesses  a  smooth,  thick  shell,  apparently  perforated  at 
each  end,  with  unsegrnented  protoplasm. 

Stiles  has  recently  described  a  rapid  and  etTective  test,  where  micro- 
scopic evidence  cannot  be  obtained.    The  stool  is  placed  on  ordinary  white 
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blotting-paper,  and  allowed  to  stand  for  one  hour.  A  rusty-red  discoloration 
or  stain  develops  along  the  edge  of  moisture,  resembling  somewhat  that 
due  to  the  presence  of  blood  and  the  probable  presence  of  uncinaria.  Stiles 
directs  that  if  uncinariasis  is  suspected,  and  it  Ls  not  practicable  either  to 
make  a  microscopic  examination  or  to  delay  matters  until  a  specimen  can 
be  sent  away  for  examination,  still  another  method  of  diagnosis  is  possible. 
Give  a  small  dose  of  thymol,  followed  by  Rociielle  salts,  and  collect  all  of 
the  stools  passeil.  Wash  the  stools  thoroughly  several  times  in  a  bucket, 
and  examine  the  sediment  for  worms  about  half  an  inch  long,  about  as 
thick  as  a  hairpin  or  hatpin,  and  with  one  end  curved  back  to  form  a  hook. 

Treatment. ^ — In  the  treatment  of  uncinariasis  there  are  two  drugs  of  value: 
male  fern  and  thymol.  Of  the  two  the  most  effective  is  thymol  or  its  deriva- 
tive, thymol  urethane  (thymol  carlxjnic  ether).  Thj'mol  should  be  given 
in  capsule,  or  in  emulsion  with  acacia,  in  30  grain  doses  repeated  in  two 
hours  for  an  adult.  In  these  doses  the  drug  occasionally  causes  vertigo, 
excitement,  and  smoky  urine.  For  one  or  two  days  prior  to  the  administra- 
tion of  the  remedy  patients  should  be  put  on  hquid  diet  and  given  a  brisk 
saline  pur^e  the  night  before.  On  account  of  the  higli  k>cation  of  the  para- 
sites in  the  intestinal  tract,  it  will  not  be  necessary  to  restrict  the  quantity 
of  food.  In  administering  thymol,  it  is  essential  that  none  of  the  solvents 
of  the  drug  be  given  either  with  it  or  immediately  after.  Several  cases  of 
poisoning  have  occurred  when  alcohol  or  alcoholic  drinks  have  been  given 
with,  or  closely  after,  a  dose  of  thymol.  Similarly,  ether,  chloroform, 
glyceri[i,  and  most  oils  act  as  solvents,  and  may  cause  severe  toxic  symptoms 
owing  to  the  absorption  of  the  drug  in  bulk.  In  order  to  prevent  poisoning, 
therefore,  thymol  should  be  followed  by  a  saline  purge,  and  castor  oil  should 
not  be  used.  Weekly  examinations  of  the  stools  should  be  made,  and  as  long 
as  ova  or  Charcot-Leyden  crystals  are  found  the  use  of  this  remedy  must  be 
repeated.  Sometimes  thymol  is  vomited,  and  in  rare  cases  proves  inactive. 
In  these  the  male  fern  should  be  administered  in  the  usual  way.  After  the 
expulsion  of  the  worm,  the  tlierapeutic  indications  are  the  same  as  for 
advanced  antemia  from  any  other  cause. 

Filariasis  (Filaria  Sangoinis  Homiiiis).  Definition  and  History. — ^The 
group  of  Filaria  includes  a  number  of  species.  The  human  parasite  was 
first  discovered  by  Demarquai  in  1S63  in  a  chylocele  and  demonstrated  in 
the  peripheral  circulation  by  Lewis  in  1872.  The  principal  varieties 
affecting  man  are  the  following:  Filaria  noctuma,  Filaria  diuma^  Filaria 
perstans,  Filaria  Demnrquaii,  Filaria  Ozzardi^  Filaria  Magalhaesi,  and 
Filaria  loa.  Of  this  group  the  Filaria  nociurna  and  the  Filaria  loa  are 
the  only  ones  known  to  cause  definite  pathological  conditions. 

The  geographical  distribution  of  the  Filaria  nociurna  is  very  extensive. 
It  is  found  in  all  tropical  and  in  most  subtropical  countries.  Its  southerly 
limit  of  observation  is  Brisbane.  In  the  United  States  it  has  been  found  in 
Alabama,  Louisiana,  South  Carolina,  Pennsylvania,  Illinois,  and  New  York. 
In  the  Samoan  Islands  from  10  per  cent,  to  50  per  cent,  of  the  inhabitants 
are  said  to  be  infected,  and  in  the  Friendly  Islands  32  per  cent.  In  Porto 
Rico  the  native  troops  showed  12  per  cent.,  and  small  communities  may 
have  as  high  as  70  per  cent,  of  the  total  population  infected. 
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Filaria  Noctuma. — This  parasite  has  two  corporeal  and  one  extra- 
corporeal phase.  First,  the  parent  wonri,  whose  normal  habitat  is  the 
lymphatic  system;  second,  the  embryo  found  in  the  circulating  blood,  and 
third,  the  intermediary  stage  in  the  body  of  the  mosquito,  which  has  l>een 
definitely   shown  to   be  the    intermediary  host   for  this    parasite.      When 

t  examined  in  a  drop  of  peripheral  blood  the  embryonic  form  is  found  as  a 
minute  transparent  worm,  one-eightieth  of  an  inch  in  length  and  about  the 
diameter  of  a  red  blood  corpuscle.  It  has  a  transparent  sheath,  or  sac, 
somewhat  longer  than  the  body  of  the  embryo,  and  is  usually  present  in 
very  great  numbers. 

The  most  striking  characteristicof  this  filaria  is  the  periodicity  of  its  appear- 
ance. They  are  found  only  at  night  in  the  peripheral  circulation,  hence  the 
name  Filaria  nocturna.  In  the  daytime  they  entirely  disappear  and  retire  to 
the  larger  vessels,  particularly  the  vessels  of  the  lungs.  The  periodicity  may 
be  reversed  by  causing  the  patient  to  sleep  in  the  dajiime,  when,  after  a 
few  days,  the  embryos  are  found  in  the  peripheral  blood  during  the  day 
and  are  absent  at  night. 

The  microscopic  demonstration  of  the  worm  is  easy.  The  blood  should 
be  drawn  near  midni|^ht,  when  the  parasites  are  most  numerous.  A  large 
drop  of  blood  should  be  taken  and  a  thick,  coarse  spread  made.  The  slides 
are  dried  in  air  without  covers,  or,  if  it  is  desired  to  study  the  parasite  in 
motion,  the  blood-drop  is  covered  with  a  cover-slip  and  ringed  with  vaselin. 
In  such  a  preparation  the  filaria  rt-tains  its  motility  for  days.  The  worms 
are  quite  large;  an  inch  objective  will  be  ample  for  the  search  and  demon- 
stration. 

As  already  stated  the  mosquito  is  the  intermediary  host.  Wien  a  mos- 
quito sucks  the  blood  of  a  patient  containing  filariie  the  parasites  escape 
from  their  sheath  while  the  blood  is  still  in  the  stomach  of  the  insect. 
Thence  they  pass  to  the  thoracic  muscles.  In  this  location,  in  from  six  to 
seven  days,  the  metamorphosis  from  embryo  to  the  young  of  the  adult  form 
takes  plate.  The  minute  filariop  migrate  to  the  proboscis  and  are  found 
lying  in  pairs  in  the  labia,  whence  they  are  undoubtedly  carriefl  into  the 
circulation  of  the  first  warm-blooded  animal  bitten  by  the  insect.  The 
po.ssibility  of  the  filariie  being  passed  into  w^ater  when  the  mosquito  lays  her 
eggs,  and  being  carried  thence  into  the  stomach  in  drinking  water,  is  also 
to  be  remembered.  Female  mosquitoes,  lx>tli  of  the  culex  and  anopheles 
species,  are  capable  of  acting  as  the  intermediary  host. 

The  adult  form  of  the  parasite,  commonly  known  as  the  Filaria  Bancroftiy 
is  a  long,  delicate,  nematode  worm.  It  is  from  three  to  four  inches  in  length 
and  the  thickness  of  a  coarse  hair  or  bristle.  The  sexes  are  distinct.  The 
habitat  of  the  parent  worms  is  the  lymphatic  system,  commonly  the  thoracic 
duct,  although  any  portion  of  the  peripheral  lymphatics  may  be  invaded. 
There  may  be  only  one  worm  of  each  sex  or  there  may  be  many. 

Tlie  Filaria  diuma  presents  minor  differences  in  structure  and  appearance 
from  the  Filaria  nocturna.  The  chief  difference  is  in  the  periodicity,  this 
parasite  being  found  in  the  peripheral  circulation  only  in  the  daytime.  It 
is  supposed  that  the  Filaria  diuma  is  the  embryonic  form  of  the  Filaria  Ioq, 
Nothing  is  known  of  its  pathological  significance. 
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The  Filarta  perstana  is  common  in  certain  districts  of  West  Africa,  where 

it  occurs  in  as  much  as  50  per  cent,  of  the  population.  This  parasite  is 
found  in  the  periphcnil  circulation  at  all  times,  day  and  night;  hence  its 
name.  The  pathological  significance  of  this  filaria  is  unknown.  It  was 
for  a  time  supposed  to  be  the  cause  of  sleeping  sickness,  and  was  also 
found  very  conmionly  in  association  with  crawcraw,  an  itching,  pustular 
affection  of  the  skin. 

Pathology  and  Morbid  Anatomy. — Filariasis  causes  no  symptoms  in  the 
large  majority  of  cases.  The  embryos  are  innocuous.  When  sraptoms 
develop  they  are  due  to  the  parent  worm  or  an  immature  pro<luct  of  the 
parent  worm.  The  lesions  prociuced  are  divided  into  two  broad  classes, 
namely,  those  which  are  due  to  lymphatic  varix  from  stasis,  and  those  due 
to  oedema  from  lymphatic  obstruction.  The  parent  worms,  when  present 
in  numbers,  may  mechanically  plug  the  thoracic  duct  or  one  of  the  larger 
lymphatic  trunks.  They  may  also  initiate  a  lymphangitis,  with  thickening 
and  occlusion  of  the  lymphatics.  Under  either  circumstance,  stasis  and 
retrograde  movement  of  the  lymph  current  are  inaugurated  and  eventually 
a  compensatory  lymph  circulation  is  established.  The  result  is  engorgement 
of  some  portion  of  the  lymphatic  system  and  the  development  of  a  peculiar 
group  of  piienomena:  lymph  scrotum,  lymphatic  groin  glands,  varices  of 
the  pelvic  or  lumbar  lymphatic  trunks  or  of  the  lymphatics  of  the  bladder, 
ureter,  or  kidney.  As  these  varicosities  grow,  they  become  more  extensive, 
and  rupture.  If  the  rupture  be  in  the  genito-urinary  tracts,  chyluria 
develops;  if  into  the  tunica  vaginaHs,  a  chylocele;  if  into  the  abdominal 
cavity*  chylous?  ascites.  These  are  the  lesions  due  to  lymph  stasis  and 
lymphatic  varices. 

In  the  second  group  the  lymph  stasis  is  associated  with  lymphangitis 
followed  by  obstruction,  resulting  in  the  formation  of  the  peculiar  solid 
oeflema  and  the  huge  hypertrophies  of  the  afTected  tissues  known  as  elcphan-- 
iiasu. 

The  majority  of  cases  of  elephantiasis  are  clearly  due  to  filarial  disease. 
The  geographical  distribution  of  elephantiasis  and  filariasis  are  identical; 
elephantiasis  is  most  common  in  the  areas  most  severely  affected  by  filaria. 
Lymphatic  varix  and  lymph  scrotum  are  not  only  found  in  the  same  districts 
as  elephantiasis,  but  very  commonly  terminate  in  elephantiasis.  The  disease 
is  also  seen  in  cases  of  operative  removal  of  lymphatic  varices.  In  a  large 
number  of  these  cases  the  embryo  filarial  cannot  be  demonstrate<l  in  the 
peripheral  circulation.  Tliis  is  4lue  to  the  fact  that  the  parent  female  worm 
lies  in  the  centre  of  the  iuHamed  tissue  and  because  the  embryos  cannot 
pass  through  the  occluded  portion  of  the  lymphatic  circulation.  Manson's 
theory  as  to  the  direct  causation  of  elephantiasis  is  that  the  parent  female 
worm  migrates  to  one  of  the  [peripheral  tnmks.  While  in  this  position  she 
receives  an  injury  which  Is  followed  by  premature  parturition  and  the 
expulsion  of  ova  instead  of  embryos.  These  ova  are  ?i\t  times  the  diameter 
of  the  embryos,  so  that  although  the  embryos  pass  freely  through  the  finer 
lymphatic  radicles  the  ova  block  up  the  smaller  lymph  channels,  forming 
minute  emboli. 

Following  this  stage  of  embolism,  lymphangitis  with  inflammatory  thick- 
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ening  occurs.  When  the  inflammatory  process  subsides  the  deposit  is  in 
small  part  absorbed,  but  when  the  inflauiination  recurs  an  additional  deposit 
is  added  to  the  remnant  of  the  Krst.  This  concurs  with  the  commonly 
observed  clinical  history  of  elephantiasis,  which  advances  by  crises  of 
inflammation  and  a  general  symptom-complex  known  as  elephantoid 
fever. 

As  already  stated,  filariasis  may  occur  without  any  symptoms  being 
present  until  the  lesions  just  described  develop. 

Symptoms.  Elephantiasis. — The  most  common  location  of  elephantiasis 
is  in  the  legs;  next  in  the  scrotum  of  the  male  and  the  labia  of  the  female. 
It  occurs  in  the  breast,  in  the  arms,  and  as  interstitial  or  pedunculated 
masses  in  other  parts  of  the  body.  These  tumors  occasionally  grow  to 
enormous  dimensions.  A  scrotal  timior  of  50  pounds  is  not  at  all  uncommon, 
and  one  has  been  reported  wei^liing  224  pounds.  These  large  tumors 
develop  as  describeil  with  elephantoid  fever.  With  each  crisis  of  fever  and 
lymphangitis  there  is  not  only  an  increase  in  the  size  and  bulk  already 
affected,  but  an  extension  into  new  territory, 

Ehphanioxd  jever  is  the  systemic  expression  of  the  lymphangitis  origin- 
ating in  filarial  varices  or  in  tissues  already  the  seat  of  elephantiasis.  The 
attacks  recur  at  varj'ing  intervals  of  weeks  or  months.  Exciting  causes  may 
be  slight  traumatism  such  as  friction  of  the  clothing  over  the  occluded  lymph 
channels.  The  attack  begins  with  rigor  and  high  fei>er,  with  all  the  usual 
manifestations  of  febrile  disturbance,  as  ajwrexia,  nausea^  and,  in  severe 
cases,  deliriinii.  The  skin  over  the  inflamed  lymphatic  area  is  hot^  tensej 
and  redf  with  a  marked  degree  of  inflammatory  tliickeiiing.  After  persisting 
a  few  days,  the  attack  ends  in  a  critical  sweat.  The  inflammatory  thickening 
remains.  The  attack  may  be  so  intense  as  to  result  in  the  formation  of 
abscess.  When  this  takes  place  in  superficial  lesions,  the  condition  is  readily 
recognized  and  the  treatment  is  obvious.  When  it  occurs  in  the  deeper 
varices,  as  in  the  pelvis  or  loin,  there  will  be  deep-seated  pain,  tenderness, 
and  rapidly  developing  sepsis. 

Ha^vwioc.hijluria  is  usually  paroxysmal  and  is  due  to  the  leakage  of  chyle 
into  some  portion  of  the  genito-urinary  tract.  The  common  location  of  the 
leak  is  in  the  lymphatics  surrounding  the  pelvis  of  the  kidneys  or  the  lymph- 
atics of  the  bladder.  The  appearance  of  chyle  in  the  urine  is  intermittent 
and  is  not  accompanied  by  any  increase  of  symptoms.  The  urine  is  opaque 
and  varies  in  color  from  a  milky-white  to  a  deep  red  in  proportion  to  the 
amount  of  blood  that  may  be  mixed  witli  the  chyle.  Chylous  urine  coagu- 
lates on  standing  into  a  soft,  jelly-like  clot.  In  a  few  hours  the  clot  contracts 
and  forms  a  firm,  white  ball  floating  in  a  milky  fluid.  Microscopically,  the 
urine  contains  fat,  bloo<l  cells  in  varying  amount,  and  occasionally  embryo 
tilaria.  Chyluria  may  persist  for  many  years  without  great  deterioration  of 
health.  The  only  symptoms  may  be  a  dull  pain  in  the  loins  or  pelvis.  Osier 
reports  a  case  of  intermittent  chyluria  which  persisted  for  eighteen  years 
without  any  special  discomfort.  When  chyle  escapes  in  large  quantities, 
clots  arc  occasionally  formed  in  the  bladder  and  may  cause  urinanj  retention. 
Medical  treatment  is  of  no  avail  in  this  condition,  but  the  patient  should  be 
put  at  rest  on  dry  diet,  with  as  great  restriction  as  possible  in  the  fatty 
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elements  of  his  food.    Under  this  regimen  the  amoui 
notably  diminished. 

Varicose  grain  glands  is  a  varicose  condition  of  the  t 
inguinal  lymphatics,  and  it  is  usually  bilateral.  It  p 
soft,  painless  swellings  in  both  groins.  They  cause 
lymphangitis  develops,  when  they  may  become  very  p 
been  mistaken  for  the  buboes  of  plague,  and  are  com 
hernia. 

Lymph  Scrotum. — ^In  this  condition  the  filarial  varL 
lymphatics  of  the  scrotum  and  is  usually  bilateral.  It 
with  the  enlargement  of  the  groin  glands,  and,  like  that 
accessions  of  lymphangitis.  When  the  deeper  lymphati 
lymphangitis  may  extend  to  the  testicle,  forming  what 
orchitis. 

Treatment. — ^The  treatment  of  these  conditions  is  si 
tumors  become  so  large  as  to  be  a  burden  to  the  patient, 
matory  symptoms  cause  great  pain,  their  removal  sho 
The  removal  of  an  enormous  scrotum  or  the  amputatioi 
may  be  done  to  rid  the  patient  of  a  drag  that  has,  by  its  sh< 
him  to  his  bed  or  chair  for  years.  These  growths  ma 
comparatively  little  risk.  All  surgical  treatment  in  fi 
be  regarded  as  palliative  unless  the  parent  female  won 
excised  tissues,  when  the  cure  will  be  a  definite  one. 

As  far  as  any  plan  of  treatment  aimed  at  the  destruct 
adult  or  embryo,  is  concerned,  there  is  no  remedy  o\ 
value.  During  the  attacks  of  filarial  or  elephantoid  fev 
should  be  elevated,  cooling  lotions  should  be  applied,  an 
purged.  After  the  acute  symptoms  subside  elastic  b 
tried,  and  frequently  give  great  relief. 

In  countries  where  filarial  diseases  are  common  segr 
cable,  but  the  danger  of  dissemination  would  be  greatly 
harboring  the  parasites  would  so  live  as  to  avoid  mo 
cautions  might  be  advisable  for  sporadic  cases  in  countri 
is  only  occasionally  introduced, 

Oainea-worm  Disease  (Dracontiasis).  Definition. 
sometimes  called  Dracuncvlus  medinensis,  or  Medina 

Distribution. — ^This  parasite  is  distributed  throughout 
known  in  medicine  long  before  the  Christian  era,  and  tl 
for  believing  that  the  Biblical  mention  of  the  serpents  afi 
near  the  Red  Sea  were  these  parasites.  Though  very 
the  infection  occurs  in  sharply  defined  areas.  It  exists  c 
Africa,  particularly  on  the  Grold  Coast,  in  Abyssinia,  Sc 
the  Soudan.  In  Asia  it  occurs  along  the  Caspian  Sea, 
and  in  some  sections  of  British  India.  It  was  common  < 
Indies  and  Tropical  America  during  the  days  of  the  sla' 
to  have  established  a  permanent  hold  only  in  a  few  Soutl 
and  in  isolated  spots  in  Brazil.  In  the  United  States  this 
tered  from  time  to  time  in  imported  cases,  although  at  lei 
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been  recorded  in  persons  who  had  never  lived  in  or  visited  tropical  regions. 
Thus,  Van  Harlingen  reports  it  as  occurring  in  a  case  of  a  man  who  had 
never  liveil  outside  of  Philadelphia;  Jarvis,  in  the  case  of  a  man  who  lived 
at  Fortress  Monroe,  Va.,  for  thirtyyears;  and  Walker,  in  a  case  from  Georgia. 

The  Dracnnxmlus  medinen^is  is  a  nematode  worm.  We  have  dcfinile 
knowledge  of  the  female  only.  The  adult  female  worm  is  cylindrical  in  form, 
from  60  to  SO  cm,  in  average  length  and  about  2  mm,  in  tliickness.  The 
head  of  the  worm  is  blunt,  with  a  triangular  mouth  and  eight  papilla?.  The 
tail  is  tapered  and  recurvate^l  ventrally.  The  vascular  tube  and  alinientury 
canal  extend  as  straight  canals  the  length  of  the  worm,  ending  as  bhnd 
pouches, 

Charles  found  in  the  mesentery  of  a  cadaver  two  female  guinea  worms 
in  conjugation  with  two  smaller  worms.  These  worms  were  about  4  cm. 
long  and  attached  to  the  females,  which  were  quite  small,  about  14  em. 
from  the  head  end.  It  is  assumed  that  these  were  males.  In  the  adult 
female  the  uterus  occupies  almost  the  entire  body  and  is  fillecl  with  myriads 
of  tightly-coiled  embryos  averaging  0.6  mm,  in  length, 

Fedschenko  and  Manson  have  shown  that  the  uitermediate  host  of  the 
guinea  worm  is  a  minute  water  flea  {Cyclops  quadrkomis).  The  recently 
escaped  embryos  penetrate  the  cyclops,  in  which  they  pass  through  one  stage 
of  larval  development  lasting  about  six  weeks. 

It  is  assumed  that  infection  occurs  through  swallowing  the  cyclops  itself 
or  the  lur\'a  in  drinking  water.  While  this  intermediate  stage  in  cyclops 
is  the  usual  histor)\  Plehn  has  shown,  ex[>erimentally,  in  monkeys,  that 
direct  infection  by  the  embryos  may  also  take  place. 

Negroes  and  the  lalioring  classes  are  more  frequently  attacked  than  others, 
and  usually,  in  each  small  area,  the  infecte<l  well  or  spring  may  he  identifiwl. 
The  greater  numlier  of  cases  occur  at  the  close  of  the  heavy  rains,  probably 
because  the^e  conditions  are  then  more  favorable  to  the  development  of  cyclops. 

The  worm  is  taken  into  the  Ixxly  through  the  stomach.  The  males  and 
females  probably  pass  through  the  intestine  to  the  mesentery,  where  conjuga- 
tion takes  place.  The  male  <lies  and  becomes  calcified  or  absorbed  and  the 
female  migrates  into  the  connective  tissue  of  the  liost.  In  these  migrations 
she  usually  tends  toward  the  lower  extremity  and  appears  in  the  foot  or  the 
leg,  although  she  may  appear  in  the  subcutaneous  tissues  of  the  trunk,  arm, 
or  even  the  head.  When  the  subcutaneous  tissue  is  reached  complete 
development  takes  place,  and  when  the  embryos  are  ready  for  expulsion  a 
small  boil  or  vesicle  forms,  which  bursts  and  leaves  a  small  sinus  leading 
down  to  the  head  of  the  worm.  The  period  of  incubation  from  the  ingestion 
of  the  embryo  to  the  api>earance  of  tlie  adult  embryo-bearing  female  in  the 
subcutaneous  tissue  is  about  one  year.  The  migrations  of  the  worm  are  not 
attended  by  pain  or  any  other  symptoms. 

Symptoms. — At  the  time  of  development  of  the  vesicle  or  boil  there  may 
be  some  slight  febrile  disturbance,  and  there  is  slight  pain  from  the  local 
irritation  and  inflammation.  The  rupture  of  the  vesicle  leaves  a  flattened, 
shallow  ulcer,  at  the  bottom  of  which  is  a  small  opening.  At  this  opening 
the  head  of  the  worm  may  appear.  If  the  ulcer  be  douched  or  sprayed 
with  cold  water  a  small  quantity  of  a  milky  fluid  exudes  from  the  orifice, 
67 
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or  the  uterus  of  the  worm  may  be  protnided  as  a  delicate  tube  which  is 
seen  to  fill  up  and  suddenly  empty  itself  of  a  few  drops  of  milky  fluid  which, 
examined  microscopically,  contains  myriads  of  embryos.  tJsually  when 
parturition  is  complete<l,  or  nearly  so,  the  worm  spontaneously  leaves  her 
host.  In  a  case  reported  by  Francis,  in  which  five  worms  were  observed  in 
the  feet,  one  complete  worm  containing  its  embrj'os  and  measuring  twenty-six 
inches  was  passed  in  about  half  an  hour.  Usually  a  much  longer  period 
is  required  (fifteen  or  twenty  days)  before  the  worm  emerges.  Exception- 
ally, parturition  I »eing  completed,  the  worm  dies,  becomes  encyste<],  and  can 
be  felt  as  a  firm,  fibrous  cord  under  the  skin. 

Treatment, — The  older  method,  and  the  popular  one  with  the  natives,  is 
to  grasp  the  presenting  head  of  the  worm,  fix  it  to  a  smooth  stick,  and  gradu- 
ally wind  her  out  by  twisting  out  a  few  inches  every  day.  By  this  method 
the  worm  may  easily  l>e  torn  and  a  swarm  of  embrj'os  liberated  in  the 
subcutaneous  tissues.  In  the  case  reported  by  Francis,  a  temperature,  with 
morning  and  evening  variation  between  98.8°  and  104.5*^  lasting  several 
days,  occurred  after  rupture  and  retraction  of  a  worm.  These  accidents 
have  occasioned  severe  infections,  resulting  in  death.  Manson  advises 
douching  with  cold  water,  application  of  a  cold  pack  or  cold  baths  to  hasten 
expulsion  of  the  embryos  and  the  spontaneous  emergence  of  the  worm. 
Massage  and  electricity  have  been  used  with  success.  The  best  methods 
of  treatment  we  owe  to  the  suggestion  of  Emily.  He  ad\Tses  injection  of 
0.1  per  cent  solution  of  mercuric  chloride  into  the  head  of  the  worm  or  into 
the  swelling.  This  solution  causes  death  of  the  wonn,  which  may  then  be 
easily  extracted.  Similarly,  Aoulkes  advises  injection  of  alcohol,  and 
TufneL  pure  carbolic  acid. 

Prophylaxis  consists  in  careful  filtration  or  sterilization  of  drinking 
water. 

Strongyloides  Intestinalis.  Definition. — Strongyloides  stcrcoralis  is  a 
nematode  worm  infecting  the  intestinal  canal.  When  present  in  large 
numbers  it  causes  a  chronic  diarrhoea,  with  ana-mia  and  emaciation. 

Distribution. — This  parasite  is  widely  distributed  throughout  the  tropical 
and  subtropical  conntries.  It  i.s  extremely  common  in  Cochin  China,  where 
it  is  supposed  to  be  the  cause  of  the  severe  diarrhoea  of  that  country  known 
as  Cochin  China  diarrhcea.  Powell  has  found  it  in  India,  in  15  out  of  20 
cases  of  anu*mia.  It  has  been  observed  in  Martinique,  Sicily,  Egj'pt,  India, 
Porto  Rico,  and  tlie  Philippine  Islands.  In  Italy,  Germany,  Brazil,  and 
California  it  has  been  frequently  observed  in  association  with  uncinaria. 
It  was  first  reported  in  the  United  States  by  Thayer,  and  is  now  kjiown  to 
be  fairiy  common  in  all  our  Southern  States. 

Much  confusion  has  arisen  over  the  various  nematode  worms  resembling 
this  parasite.  These  are  now  believed  by  the  majority  of  obser\ers  to 
represent  moqihological  variations  of  the  same  worm.  The  following 
classification  is  given  by  M.  L.  Pric-e: 

1.  The  rhabih'tiform  embryo,  fonuerly  known  as  ./I n^«i/Zuia  stercoral^. 
found  in  the  fresh  stools,  is  a  slender,  active  nematode  worm,  0.3  mm.  long 
and  0,04  mm.  broad. 

2.  Filarifonn  embryo  found  in  the  stools  after  standing  one  or  two  days, 


4 


900 


DISEASES  DUE  TO  ANIMAL  PARASI 


worm  0.7  mm.  in  length,  the  female  1  mm.  in  length,  wh 
extracorporeally,  produces  filariform  embryos.    Finally 

4.  The  parthenogenetic  mother-woum,  AngmUvla  inte 
intestinal  canal  at  autopsy.  A  slender  worm,  2  mm.  in 
nized  by  the  string  of  five  or  six  eggs  in  the  centre  of  i 
probably  takes  place  by  the  ingestion  of  the  filariform 
on  uncooked  vegetables.  Leichtenstem  has  experin 
incubation  period  to  be  seventeen  days. 

Later  researches  have  disproved  much  of  the  path 
previously  attached  to  this  parasite.  It  is  a  mistake,  1 
the  worm  has  no  clinical  significance.  The  principal  sym 
diarrhoeay  without  pain  or  temperature  disturbance.  Sc 
indigestion  develops  and  nvtrition  is  very  much  lowered, 
there  is  ancBmia  and  wasting.  Blood  examination  shows 
and,  in  marked  contrast  with  other  verminous  ansei 
leukocytosis  nor  eosinophilia. 

Treatment. — ^Thymol,  given  fasting,  in  the  same  ma 
riasis,  is  the  best  remedy  for  expulsion  of  strongyloides. 
thymol  should  fail  or  if  it  should  be  rejected,  or  the  patie 
ance  to  the  drug,  male  fern  should  be  used  in  large  doa 

Trichocephalos  Dispar.— The  Trichocephalus  dispa 
a  "whip-worm,"  is  occasionally  found  in  the  intestinal 
male  and  female  worms  are  about  equal  in  size.  1 
coiled  in  a  spiral  form,  but  the  female  is  nearly  straij 
portion  of  the  body  is  thicker  than  the  anterior  par 
anterior  filament  the  parasite  embeds  itself  in  the  muco 
intestine.  This  parasite  is  not  common  in  the  United  Sta 
observed  in  France  and  Southern  Italy.  Its  chief  area  < 
the  cflecum,  and  more  than  one  worm  is  usually  presei 
large  numbers  are  found.  It  is  supposed  to  possess  no 
cance  and  to  be  incapable  of  producing  serious  symptoi 
have  claimed  that  it  may  cause  diarrhoea  and  aneemia  of 
We  know  little  about  its  history  of  development. 


0E8T0DES  OR  TAPEW0BM8. 


Tapeworms  are  very  frequently  found  in  the  intest 
As  their  name  indicates,  they  are  flat,  broad,  white  pan 
of  segments,  each  of  which  is  rectangular  in  shape,  but  s 
Each  of  these  segments  represents  a  single  individual, 
segments  just  named  develop.  The  technical  name  for 
is  the  "scolex,"  and  for  the  segment  "proglottis."  By 
the  worm  is  attached  to  the  mucous  membrane  of  the 
is  no  mouth  in  the  sense  that  an  opening  exists  which 
an  intestinal  canal.  Each  segment  of  the  worm  is  hen 
to  say,  each  segment  contains  male  and  female  organs 

There  are  several  varieties  of  tapeworms.     The  mo 
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are  the  Tcenia  mediocanellata,  sometimes  called  the  Tfsnia  saginata,  or 
unarmed  tapeworm,  or  beef-wonn,  tlie  Tociiia  solium  (pork-worm),  and  the 
Tctriia  eckinococcus.  Less  common  forms  are  the  Diljoihriocephaliis  latus^ 
or  Russian  tapeworm,  derived  from  eating  infected  fish;  the  Twtiia  nana, 
the  Tcniia  confusa,  and  the  "double-pored  dog  tapeworm,"  Dipylidhm 
caninutn.  The  Twnia  nana  is  sometimes  called  tlve  Hymenolciris  nana^  or 
dwarf  iapewomu 

The  Taenia  solium  usually  gains  its  entrance  into  the  intestinal  canal 
of  man  by  tlie  ingestion  of  imperfectly  cooked  pork,  the  Twnia  medio- 
cancUaia  by  the  eating  of  uncooked  l>eef,  and  the  Taenia  eckinococcus  by 
the  ingestion  of  food  which  has  been  fouled  by  the  excrement  of  the  dog. 

All  tapew^orms  pass  through  three  stages  of  existence.  The  segments 
of  the  worm  give  off  eggs  which  are  discharged  from  the  intestinal  canal 
of  the  host,  enter  the  aUmentary  canal  of  some  animal,  and  are  hatched 
out  as  parasites  which  pass  through  the  wall  of  the  intestine,  gain  a  place 
of  rest  in  the  muscles  or  other  tissues,  and  there  form  cysts.  When  these 
muscular  tissues  are  eaten,  the  parasite  in  the  cyst  once  more  enters  the 
alimentary  canal,  becomes  attached  to  its  mucous  membrane,  and  from  it 
is  develo|>ed  the  adult  worm. 

The  Taenia  solium  may  be  several  yanis  in  length.  At  one  time  it  was 
thought  to  be  solitary;  hence  its  name.  It  not  infrequently  happens,  how- 
ever, that  more  than  one  wonn  is  present-  The  head,  which  is  verj' small, 
scarcely  larger  than  a  pinhead,  has  a  proboscis,  or  rostellum,  al>out  which 
is  arranged  a  double  row  of  horny  booklets.  The  booklets  in  the  anterior 
row  are  larger  than  those  in  the  posterior  row.  Below  these  are  four  sucking 
disks  at  the  sides  of  the  head.  By  these  means  the  worm  attaches  itself 
to  the  bowel.  The  segments  of  the  worm  are  about  10  to  12  mm.  in  length 
and  from  5  to  60  mm.  wide,  but  they  vary  considerably  in  size;  those  nearest 
the  neck  of  the  worm  being  shorter  and  narrower  than  those  which  develop 
several  feet  away  from  the  neck.  When  the  egg  of  the  Taenia  solium  is 
hatched  out  so  that  a  scolex  (or  head)  is  set  free,  and  this  parasite  becomes 
encysted  in  the  muscles  of  a  pig,  the  pork  is  said  to  be  ''  measly."  Wlien  it 
finds  a  resting  [)lace  in  the  muscles  of  the  brain,  or  other  parts  of  the  human 
being,  it  is  known  as  the  Cyslicercus  ceilulosa.  These  cysts  vary  in  size  from 
that  of  a  small  pea  to  that  of  a  bantam's  egg,  and  are  separated  from  the 
surrounding  tissues  by  a  formation  of  connective  tissue  which  acts  as  a 
capsule. 

The  Taenia  mcdiocaiiellata  possesses  a  head  which  differs  materially 
from  the  head  of  the  Ttvnia  solium.  There  is  no  rostellum  or  booklets, 
but  there  are  four  sucking  disks,  which  are  much  nearer  the  point  of  the 
head  than  they  are  In  the  Tamia  solium.  This  worm  further  differs  from  the 
Ttmia  solium  in  a<ldition  in  that  its  segments  are  generally  broader  and 
shorter,  and  the  entire  worm  is  usually  much  longer. 

This  worm  may  reach  the  length  of  about  25  or  30  feet,  and  it  is  not 
very  rare  for  from  15  to  20  feet  of  a  worm  to  be  passed  intact.  WTien  the 
scolex  of  this  worm  is  found  in  the  muscles  of  cattle  it  is  called  the  Cysii- 
ctrcijjt  me.diocanellain. 

In  Germany,  where  imperfectly  cooked  pork  is  largely  eaten,  the  T<Enxa 
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solium  is  most  frequently  met  with,  but  in  this  country,  where  the  people  eat 
largely  of  beef,  the  TcEnia  mediocancllata  is  much  more  common. 

Tlie  Taenia  echinococcus  is  very  rarely  met  with  in  the  United  States.  It 
is,  however,  exceedingly  common  in  Australia.  This  worm  possesses  a 
double  row  of  booklets  and  four  sucking  disks.  It  is  rare  for  more  than 
three  or  four  segments  to  be  attached  to  any  one  head,  but  aa  the  para- 
site is  often  present  in  numbers  many  disconnectefl  segments  may  be 
dischargetl.  I/ike  the  other  forms  of  tafjeworm,  the  segments  increase 
in  size  as  the  distance  from  the  head  is  increased.  This  worm  does 
not  inhabit  the  intestine  of  man,  but  produces  its  evil  influence  by 
reason  of  the  entrance  of  its  eggs  into  his  alimentary  canal,  from  which 
place  they  wander  into  other  parts  of  the  body,  forming  what  are  known 
as  hydatid  cysts.  In  other  wonls,  the  infection  of  human  beings  by  the 
TtPtiia  mediocantiiata  and  the  Tcmia  solium  is  quite  different  from  the 
infection  of  human  beings  by  the  TtPtiia  eckinococcus^  for  in  the  first  cases 
the  patient  swallows  the  parasite  when  it  has  reached  the  second  stage  of 
its  existence  and  is  prepared  to  develop  its  segments;  whereas,  in  the  case 
of  the  Tcenia  eckinococcti^  the  patient  takes  food  which  has  in  some  way 
become  contaminated  by  the  fecal  discharges  of  the  dog,  which  fecal  dis- 
charges contain  the  eggs  of  the  parasite,  and  from  these  eggs  are  developed 
cysts.  A  patient  infected  by  the  Tivnia  eckinococcu^  therefore  suffers  from 
the  cystic  stage  of  development  of  the  worm. 

The  hydatid  cysts  formed  in  this  manner  most  frequently  infest  the 
liver,  but  almost  any  portion  of  the  botly  may  be  affected.  Such  cysts,  in 
the  liver  in  particular,  are  always  surrounded  by  a  layer  of  connective  tissue^! 
which  is  thrown  out  in  an  endeavor  to  circumscribe  the  invading  parasite.  H^ 
The  wall  of  hydatid  cysts,  therefore,  is  formeil  of  two  layers;  the  outside 
layer  is  lamellattnl  and  is  sometimes  ca!le*i  the  cuticula.  The  inner  wall 
of  the  cyst  often  contains  muscular  fibres  and  bloodvessels,  and  is  called 
the  parenchymatous  layer.  Not  rarely  the  primary  cysts  give  rise  to  sec- 
ondary cysts  calle<l  daughter-cysts,  and  these  daughter-cysts  may  develop 
in  themselves  cysts  which  are  called  grandtlaughter-cysts. 

On  the  inner  surface  of  tliese  cysts  the  scolices,  or  heads,  of  the  worm 
are  fonned.  At  the  posterior  end  of  the  scolex  is  a  stem,  or  pedicle,  by 
which  it  is  attached  to  the  wall  of  the  brood  capsule.  In  some  instances  the 
scolex  may  be  found  free  insiile  of  this  capsule.  In  most  cases,  after  the 
cyst  has  existed  for  a  long  period  of  time,  the  scolices  die,  the  fluid  is 
absorbed,  and  a  granular  mass  remains.  This  granular  mass  may  contain 
the  booklets,  or  the  hooklets  may  be  foan4l  free  in  the  contents  of  the  cap- 
sules, or  in  the  prhnary  cyst  itself.  Occasionally,  a  hydatid  cyst  is  found 
which  is  sterile,  that  is,  in  which  neither  sub-cysts  nor  scolices  are  devel- 
oped- 

In  addition  to  the  scolices,  the  cysts  contain  a  clear,  limpid  fluid 
which  sometimes  becomes  turbid  after  the  cyst  has  existed  for  a  con- 
siderable period  of  time,  the  turbidity  being  due  to  disintegration  of  the 
lining  layer  of  the  cysts  and  the  fonuatioti  of  crystals  of  cholesterin,and  to 
the  presence  of  lime-salts.  Occasionally  the  cyst  shrinks,  its  contents 
become  inspissated  or  thickened,  and  the  entire  mass,  including  the  cod- 
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nective  tissue  which  has  been  formed  around  the  cyst,  may  become  calcified. 

Sometimes,  too,  tlie  danghier-rysts  instead  of  plowing  inside  grow  outside. 
Indeed,  this  variation  is  more  commonly  seen  in  man  than  it  is  in  animals 
that  are  affected  by  this  panisite.  This  is  called  the  echinGcocctis 
exogena. 

Under  the  name  of  echinococcii^  muUUocularis  a  variety  of  echinococcus 
cyst  is  found  in  the  liver,  which  is  cliunicterizefl  by  a  somewhat  irregular 
distribution  of  groups  of  sm;di  cysts  walled  off  by  connective  tissue,  as 
are  the  larger  cysts  already  described.  These  cysts  are  often  sterile; 
that  is  to  say,  they  do  not  contain  scoliccs  or  booklets.  It  i.s  probable  that 
this  formation  is  due  to  a  somewhat  diiTerent  parasite  from  the  ordinary 
Tcp-nia  echinococcus. 

Tiie  BothriocephalitJi  lafiLt,  or  DIboihrioerphalu.s  lafn.^,  is  the  largest  of  ail 
human  tapeworms,  and  has  very  broad,  S([uare  segments.  The  head  is 
egg-shaped,  but  [x>ssesses  no  disks  or  booklets.  On  the  contrary,  its  head 
is  marked  by  long  grooves  by  which  it  attaches  itself  to  the  intestine.  Its 
neck  is  longer  and  more  .slender  than  that  of  other  tapeworms.  Two 
species  have  been  described,  the  Boihriocephalus  conlatus  and  the  Bothrio* 
cephalus  cristaiiis.  Infection  by  this  parasite  occurs  most  frer|uenlly  by  the 
eating  of  imperfectly  cooked  iish,  probably  l>ecause  the  eggs  develop  to 
some  extent  in  water  and  are  swallowed  by  various  fish»  in  whose  flesh  the 
cysts  are  formed  just  as  the  other  scoHces  alreatly  described  form  in  the 
flesh  of  the  hog  or  ox. 

Tirnia  nana,  or  dwarf  tapeworm,  Uym-enolepis^  is  only  from  one-fifth 
to  two  inches  in  length.  It  has  four  suckers  and  a  single  row  of  booklets  on 
its  head.  Stiles  states  that  it  may  be  present  singly  or  by  thousands,  and 
is  probably  more  frequent  than  is  generally  thought.  Its  intermetliate  host 
is  usually  the  rat,  from  the  stools  of  which  food  is  infected.  In  the  rat  the 
cyst  stage  may  occur  in  the  intestinal  wall  and  is  called  a  cercocysih. 
Like  other  tiipeworms,  the  embr)'os  burrow  into  the  wall  of  the  intestine, 
but  do  not  remain  there,  falling  back  into  the  lumen  of  the  bowel  to  reach 
adult  development  with  eggs  in  about  fifteen  days.  The  only  txeniafuge 
which  has  proved  effective  for  the  removal  of  this  worm  is  aspidium. 

The  Taenia  cucumerina  is  slightly  larger  than  the  Taenia  nana,  and  its 
head  possesses  four  rows  of  booklets.  It  is  not  infrequently  fonnd  in  the 
ileum  of  dogs  and  cats,  but  rarely  affects  man.  Its  scolices  inhabit  the 
dog-louse  and  by  means  of  this  parasite,  or  by  the  carrying  of  the  embryos 
to  the  mouth  by  tiie  hands  after  handling  a  dog  or  cat,  infection  of  a  human 
being  may  take  place. 

Symptoms. — The  symptoms  produced  by  the  presence  of  tapeworms  in 
the  alimentary  canal  are  not  pathognomonic.  Not  infrequently  the  worms 
exist  for  a  long  perlotl  of  time  without  their  host  having  any  knowledge 
of  their  presence,  and  the  infection  is  only  discovcrtxl  by  tlie  chance  observa- 
tion of  one  or  more  segments  in  a  stool.  The  patient  may  suffer  from 
symptoms  of  gaMrointcsiinai  catarrh  produced  by  the  irritation  caused  by 
the  worm,  and  sometimes  an  inordinaie  appetite  is  present,  hut  this  is  by 
no  means  as  constant  a  symptom  of  tapeworm  as  most  persons  imagine. 
Not  infrequently,  the  host  of  a  tapeworm  suffers  from  anorexin  rather  than 
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from  excessive  hunger.    In  children  there  may  be  a  g( 
irritation  and  peevishness. 

In  some  instances,  however,  the  presence  of  a  tapewc 
much  more  serious  train  of  symptoms,  which  consist  m 
that  may  be  so  severe  as  to  give  rise  to  the  suspicion  that 
is  present.  The  Bothriocephalus  lotus  is  said  to  be  mo] 
grave  ansemia  than  any  other  of  the  tapeworms. 

Treatment. — ^The  treatment  of  a  patient  infected  by 
in  the  abstinence  of  all  food  for  eighteen  hours  prior  to 
of  one  of  the  following  drugs,  which  are  known  to  pos» 
paralyzing  or  killing  the  worm  that  it  lets  go  its  hold, 
passed  from  the  bowel  under  the  influence  of  a  purge, 
drachm  of  the  oleoresin  of  aspidium  may  be  given  in  c 
to  an  adult,  and  followed  in  four  or  five  hours  by  a  sal 
as  citrate  or  sulphate  of  magnesium  or  Rochelle  salts, 
pelletierine  given  in  the  dose  of  3  to  5  grains  may  be  U! 
conditions.  It  is  commonly  given  in  syrupy  solution,  and 
is  put  up  in  a  small  container  which  holds  one  dose.  I] 
tierine  may  be  followed  by  castor  oil  in  place  of  the  othei 
but  castor  oil  must  not  be  used  after  aspidium  is  givei 
absorption  of  the  drug  into  the  body  and  so  tends  to  po 
A  less  agreeable  method  of  destroying  the  worm  is  to  adn 
made  of  pepo,  or  pumpkin  seeds  which  have  been  dep 
coverings  by  the  process  of  bruising.  Several  drachms 
without  doubt,  very  efficacious.  'Die  patient  should  al 
to  pass  the  stool  through  a  sieve  and  not  to  seek  so  mu< 
of  the  worm  as  for  the  small  head.  The  mere  passage 
of  feet  of  segments  does  not  indicate  in  any  way  that  th 
nently  relieved  unless  the  head,  from  which  other  segm 
remains  in  the  bowel,  is  also  passed. 
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Definition. — A  large  number  of  worms  belonging  to  tl 
as  parasites  in  the  body  of  man  or  of  the  lower  animalfi 
is  so  infested  the  condition  is  said  to  be  one  of  Disi 
arising  from  the  fact  that  the  word  Distoma  is  oftentim^ 
parasites. 

Up  to  the  present  time  no  less  than  thirteen  species 
Flukes  have  been  described  as  occurring  in  human  being! 
belong  to  the  family  of  the  FascwlidcBf  one  to  the  family 
one  to  the  family  SchistosomidcB. 

When  the  human  being  is  attacked  the  parasite  is  uj 
genito-urinary  tract,  when  it  causes  what  is  known  as  B 
Endemic  Hcemaiuria,  Less  commonly  it  infests  the  lun{ 
is  then  called  Distomaiosis  of  the  Lung,  Endemic  or  Pai 
or  Lung  Fluke;  and  it  is  also  met  with  in  the  liver,  for 
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Liver  Fluke  or  Disiomaiosis  of  the  Liver,  The  fluke  found  in  the  genito- 
urinary tract  is  the  SchlMosoma  hitmaiobinm',  that  met  with  in  the  lung  is 
the  Paragon imus  Wesiermanni,  sometimes  called  the  DiMoma  Ringeri  or 
Distojtia  pulmonale,  and  that  discovered  in  the  liver  the  Fasciola  hepatica 
or  instead  Dicrococllum  lanceatum,  Opistliorchis  ginensisy  the  Opisthorchis 
felineiis,  and  the  Opisihotchis  noverca. 

Bilharzia  Disease. — Bilharzia  disease,  or  endemic  hnematuria,  is  due  to 
the  development  in  tlie  body  of  the  Schisiosovia  hfEmafobium,  and  is  charac- 
terized by  haematuria  and  the  formation  of  papillomatous  tumors  in  the 
genito-urinary  tract. 

Etiology. — The  male  worm  is  about  4  to  15  mm.  in  length  and  0.6  mm.  in 
breadth.  The  female  averages  15  to  20  ram.  in  length  and  0,28  mm.  in 
breadth.  The  male  has  flattened  sides,  rolled  up  on  both  edges  so  as  to 
form  a  deep  groove,  the  gynecophoric  canal,  in  which  the  female  lies  during 
conjugation  (Fig.  115). 

Kio.  IIA 


Mate  tallhKnliL  worm  nrrylng  the  fomule.  sbowlnir  tbc  t>apllhi.'  oti  his  skin.    Tbo  fixn&Il  flfure  Ua 
crofli-BectiOD  Bbovriug  reUUve  potlUon  of  tbe  ncxcs.    (Loon.) 


History  and  Distribution. — Endemic  htematuria  has  been  observed  in 
Egypt  for  centuries.  At  the  present  day  it  is  said  to  be  present  in  fully  one- 
half  of  the  pfjpiilation.  Accortling  to  Iaioss  it  is  ef|ually  frequent  in  Uganda. 
It  is  practically  Umited  to  the  African  continent,  although  cases  have  been 
reported  from  Cyprus  and  Sicily,  aiul  Manson  rei*orts  u  case  from  the  West 
Indies.  It  occurs  fref|uently  in  British  India,  hut  always  as  an  imported 
infection.  A  few  cases  have  been  reporte<l  in  the  United  States.  The 
parasitic  nature  of  the  disease  was  discovered  in  1S51  by  Biiharz. 

The  ova  of  these  worms  are  found  in  very  great  numbers  in  the  urine. 
They  are  oval,  and  have  a  marked  terminal  spine  and  contain  a  ciliated 
erabr)'o.  It  is  supposed  that  the  spine  is  the  organ  by  means  of  which 
the  embryo  bores  through  the  peripheral  tissues.     Ova  with  lateral  implan- 
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tation  of  the  spine  are  frequently  obsen'ed.  Looss  supposes  these 
examples  of  faulty  ilevelopinent,  a  rul  that  the  faulty  position  of  the  spin 
limiting  the  mobility  of  the  ovum,  is  the  reason  many  more  of  this  tor 
are  found  in  sections  than  free.  In  urine  or  in  water  the  embryos  v< 
soon  escape  from  the  ovum  and  move  about  verj'  actively  by  means  of  tlie 
cilia.  In  undiluted  urine  they  die  when  it  cools.  In  water  they  rema 
active  for  a  long  time. 

The  eml>ryos  are  probably  taken  into  the   stomach  in  drinking-wate 
penetrate  the  giustric  or  intestinal  wall,  and  they  develop  into  mature  worms. 
Looss  surmises  and  brings  some  evidence  to  show  that,  like  the  uncinarij^^ 
this  parasite  may  also  penetrate  the  skin.  ^M 

Patholofify. — Tlie  affected  bladder  is  covered  with  a  bloody,  tenacious, 
mucous  layer;  the  submucosa  is  greatly  thickened;  the  muscular  and  serous 
coats,  as  a  rule,  are  unchanged.  In  older  cases  papillomata  are  found,  varj-- 
ing  in  size  from  a  small  pea  to  large  tumors  filling  the  entire  bladder.  Micro- 
scopically the  changes  consist  in  marked  degeneration  of  the  epithelial 
layers,  going  on  to  complete  destruction  of  the  mucosa.  The  pseudomem- 
branous covering  then  consists  of  ova,  leukoc}ies,  and  urinary  salts.  In 
the  submucosa  enormous  masses  of  ova  are  found,  many  of  them  calcifiefl. 
Tlie  papillonuitou^i  tumors  spring  from  this  layer,  and  are  ver)'  similar  in 
their  histological  structure  to  nasal  polypi.  Similar  changes  occur  in  the 
rectum,  urethra,  ureter,  seminal  vesicles,  prostate,  and  uterus.  Second- 
arily these  lesions  produce  stricture,  urinary  fistula?,  pyehtis,  prostatitis,^ 
and  urethritis.  ^M 

The  papillomatous  tumors  show  some  tendency  to  undergo  malignant 
change,  but  l)y  fur  the  commoner  coniplication  of  the  disease  is  stone  forma- 
tion. In  old  cases  a  beginning  de|>osit  of  lime-salts  is  foun<l  in  the  mucus 
covering  the  liladder  wall,  as  small  calculi  emiiedded  in  the  folds  and  loculi. 
In  other  cases  large,  free  calculi  are  found  with  clumpeiJ  masses  of  calcified 
ova  as  their  nucleus. 

Tinnors  and  masses  of  ova  are  sometimes  found  in  the  pelvis  of  the  kid- 
ney, rarely  in  its  parenchyma. 

Symptoms. — The  symptoms  vary  with  the  intensity  of  the  infection,  the] 
number  of  adult  worms,  and  the  location  and  extent  of  the  lesions  already  I 
describer).     The  only  constant  symptom   is  ha'mxiiuria.     The  amount  of 
blood  present  in  the  urine  may  be  so  small  as  only  to  be  evident  on  micm- 
scopic  examination,  or  so  large  as  to  form  clots  of  appreciable  size  in  the 
bladder.    As  a  rule,  the  blood  is  passed  at  the  end  of  urination.    The  micro- 
scopic examination,  in  lioubtful  cases,  shoulrl  therefore  be  directed  to  the 
last  few  drops  of  urine  expelled.     In  the  large  majority  of  cases  hematuria 
will  be  the  only  symptom.    In  the  severe  infections,  howexer,  cystitis  usually  ^J 
develops  and  becomes  very  troublesome.     Following  the  development  of  ^M 
inflammation  the  ordinary  symptoms  of  tumor  or  stone  develop.    In  severe  ^m 
cases,  with  diminished  veshtance.sitppuraiion  of  these  lesions  occurs,  with 
formation  of  extensive  fiMulo\is  irart^f.    When  the  lesions  are  confined  to  or 
are  most  marketl  in  the  bowel,  the  early  syraptcjms  may  resemble  acute 
dy.sentery  and,  in  older  cases,  chronic  dysentery,  with  pain,  tenesmus,  and 
bloody  and  mucous  stools.    When  tumors  occur  in  the  bowel  they  are  readily 
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recognized^  although  when  situated  low  in  the  rectum  they  have  been  mis- 
taken for  hemorrhoids. 

The  urine  contains  red  hloo<l  cells^  leukocytes,  principally  eosinophiles  and 
polynuclear  cells,  besides  large  numbers  of  ova.  With  these  the  ordinary 
evidences  of  an  extensive  chronic  cystitis  are  also  fouinl.  The  nunil)er  of 
ova  pi^scnt  varies  very  widely  and  bears  no  relation  to  the  aniount  of  bloo<l 
in  the  urine.  When  they  are  very  few  in  number  they  may  only  be  found 
in  the  la^it  few  drops  of  urine  passed. 

The  blood  changes,  in  severe  cases,  are  marked.  There  is  a  pronounced 
fall  in  the  number  of  red  cells  and  a  still  greater  reduction  of  hiemoglobin. 
With  this  there  is  a  moflerate  degree  of  leukocytosis,  the  increase  consisting 
almost  entirely  of  eosinophile  cells,  which  are  present  in  proportion  varying 
from  9  per  cent,  to  as  high  as  .52  per  cent. 

Diagnosis. — ^The  blood  condition  [xtinting  to  a  toxic  or  parasitic  anaemia, 
with  the  demonstration  of  the  ova  in  the  urine,  make  the  diagnosis  of  Bil- 
harzia  disease* 

Prognosis  depends  on  several  factors,  namely,  the  extent  of  the  infec- 
tion, the  number  of  adult  worms  present,  anti,  more  important  still,  the 
conditions  favoring  reinfection.  Wlien  all  opportunity  for  reinfection  is 
avoided,  as  by  removal  from  the  eiuleinic  area,  after  a  time  the  adult 
wonns  die,  and  eventually  all  the  ova  are  evacuated.  This  process  may 
be  a  very  long  one.  In  some  obser\'ed  cases  it  has  extended  up  to  eight 
years.  The  prognosis  also  dc|>cnds  on  tlic  character  and  extent  of  the 
surgical  corapliciitions  and  se()ueUe. 

Treatment. — There  is  no  trentiuent  that  will  influence  either  the  worm 
or  the  ova  in  the  slightest  degree.  All  the  antlielmintics  have  been  tried 
and  found  useless.  Sirnilariy,  local  application  of  antiseptics  and  proto- 
plasmic poisons  to  the  bladder  have  failed.  In  most  cases  the  ha-niaturia 
does  not  require  treatment.  When  it  becomes  severe,  rest  in  bed  should  be 
enjoined.  Cystitis  should  be  treated  on  general  lines  by  local  metlication, 
as  well  as  the  internal  a<lministration  of  urotropin.  salol,  benzoic  acid, 
and  remedies  of  this  group.  The  complications  of  the  disease,  such  as 
stricture,  extensive  tumors  of  the  bladder  an<l  rectum,  accessible  ulcera- 
tions of  the  vagina  or  cervix,  and  prostatic  involvement,  call  for  appropriate 
sui^ical  measures.  In  a  general  way,  all  the  conditions  which  predispose 
to  or  aggravate  cystitis  should  be  avoided.  These  are  exposure,  chill,  violent 
muscular  effort,  alcoholic  debauches,  spices,  and  highly  seasoned  food. 
With  a  view  to  obtaining  an  eventual  cure,  patients  should  if  possible  be 
removed  from  the  endemic  area.  When  this  is  not  possible,  proper  means 
should  be  taken  to  ensure  a  good  water  supply.  In  this  manner  the  constant 
reinfection  of  the  patient  is  avoided-  Similarly,  in  view  of  the  possibility 
of  infection  through  the  skin,  sound  shoes  should  be  insisted  on  and  work 
in  alluvial  oozes  should  be  avoided. 

Distomatosis  of  the  Lung  (Lung  Flukes;  Endemic  or  Parasitic  Hcpmop- 
lysis), — The  lung  fluke  {Paragonimus  W estcrinanni)  is  widely  distributed 
in  Japan,  Formosa,  Corea,  and  North  China.  It  has  l:>een  carried  by  Oriental 
emigrants  to  many  other  countries.  Isolated  cases  have  been  reported  from 
the  United  States  and  Mexico. 
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The  parasite  is  a  small,  fleshy,  trematode  worm  oi 
20  mm.  long  and  6  mm.  in  its  transverse  diam< 
found  in  the  lungs,  but  has  been  observed  in  ot 
the  liver  and  brain.  The  worms  discharge  a  vast  nui 
ova  are  dark  brown,  oval,  0.08  mm.  long  by  0.05  mm. 
operculum,  and  contain  a  ciliated  embryo.  They  are  fc 
in  the  sputum.  Infection  probably  takes  place  through 
although  nothing  is  known  of  the  extracorporeal  pha 
By  far  the  larger  percentage  of  cases  is  observed  in  youn 
is  supposed  to  predispose  to  the  disease. 

Pathology. — Patches  are  scattered  all  over  the  lungs 
the  periphery,  resembling  hemorrhagic  infarcts.  On  i 
are  found  to  be  infiltrated  and  honeycombed  with 
cavities,  each  of  which  contains  one  or  more  distoma 
Occasionally  large  cavities  are  formed  by  coalesa 
lesions. 

In  cases  in  which  the  parasite  invades  the  brain,  ana 
found,  but  they  are  almost  entirely  limited  to  the  cortii 

Symptoms. — ^The  commonest  symptom  is  chronic  m 
rusty,  prune-juice,  or  bloody  sputum.  The  amount  of 
may  be  so  small  as  to  be  only  demonstrable  by  the  micr 
be  periodical  and  severe  hemorrhages  from  the  lungs, 
the  sputum  is  due  not  only  to  the  blood  and  the  bloody/ 
in  it,  but  also  to  the  large  numbers  of  dark-brown  ovj 
contains  eosinophile  cells,  Charcot-Leyden  crystals,  an< 
course  of  the  disease  is  essentially  chronic.  Cases  lasl 
years  without  much  discomfort  and  without  much 
general  health,  excepting  where  marked  secondary  a 
repeated  and  severe  hemorrhages. 

Prognosis. — ^The  prognosis  is  good,  excepting  in  tl 
which  hemorrhage  is  sufficiently  severe  to  cause  a  fatal 
parasite  attacks  the  brain,  epileptic  symptoms  have  be 
prognosis  is  grave. 

"^eatment. — A  large  numer  of  drugs  have  been  adm 
suffering  from  this  condition,  both  by  the  mouth 
in  the  hope  that  benefit  might  accrue.  It  is  eviden 
the  lesions  renders  any  therapeutic  measure  of  little  vi 

Distomatosis  of  the  Liver  (Liver  Flvkes). — Liver 
ically  in  certain  sections  of  Japan.  For  instance,  Ba 
per  cent,  of  the  inhabitants  of  Okayama  Province  are  i 
fluke.  Inouye  found  in  various  sections  from  19  per  c€ 
of  the  population  infected.  Infection  has  been  carried 
Oriental  emigrants.  In  the  United  States  an  entirely  a 
seen  in  cats  and  cattle  and  several  cases  have  been  me 

The  parasite  commonly  invades  the  biliary  tract  or 
and  is  also  found  in  the  duodenum,  the  stomach,  and  s 
tion  of  the  biliary  ducts  by  the  parasites  causes  dil 
catarrh.    There  is  also  overgrowth  of  the  hepatic  coi 
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atrophy  of  the  parenchyma.  Small  but  constant  hemorrhage  from  the 
biliary  passage  may  cause  a  grave  ansemia. 

Postmortem  the  parasites  are  found  in  great  numbers  in  the  walls  of 
the  gall-bladder  and  biliary  ducts,  or  free  in  the  ducts.  They  lie  in  small, 
cyst-like  cavities  connecting  with  the  gall-bladder  or  ducts. 

Symptoms. — The  symptoms  depend  on  the  number  of  worms.  The  first 
symptom  is  rapid  enlargement  of  the  liver,  with  voracious  appetite.  The 
liver  may  reach  to  the  umbilicus,  it  is  tender  on  palpation,  and  there  are 
recurring  attacks  of  jaundice.  Sooner  or  later  diarrhoea  begins,  and  with 
it  mark^  failure  of  nutrition.  The  patient  becomes  weak,  emaciated,  and 
anaemic.  The  diarrhoea  in  marked  cases  is  severe,  and  the  movements 
contain  much  blood  besides  the  ova  of  the  parasites.  Later,  dropsy  of  the 
1^  and  belly  develop,  and  the  patient  dies  exhausted.  The  course  of  the 
disease  is  very  chronic,  and  likewise  depends  on  the  number  of  parasites. 
Recovery  never  takes  place. 

Treatment. — ^There  is  no  treatment  save  the  use  of  stimulants  and  good 
food. 

With  the  idea  of  prophylaxis  Inouye  advises  against  drinking  or  swim- 
ming in  canal  water  or  eating  raw  fish  or  mussels.  He  states  that  in  one 
region  notably  infected  with  the  disease  the  mortality  from  distomiasis  has 
been  reduced  to  zero  by  following  these  simple  precautions. 


PARASmO  INFUSORIA. 

The  parasitic  infusoria  which  are  found  in  man  are  protozoa  of  the  sub- 
class flagellata.  They  are  rarely  met  with.  The  Plagiomonas  urinaria 
has  been  found  in  the  urine  of  a  man  who  suflFered  from  chronic  suppura- 
tion. The  Trichomonas  vaginalis  is  found  in  acid  vaginal  mucus,  and  the 
Trichomonas  hominvt  has  been  found  in  the  bowels  and  stools.  They  all 
possess  but  little  clinical  interest. 

DHOBIE  ITOH. 

Definition. — Dhobie  itch  is  a  term  applied  to  a  large  group  of  mycotic  and 
bacterial,  itching  skin  diseases  affecting  persons  living  in  hot  climates.  These 
eruptions  may  occur  anywhere  on  the  body,  but  usually  in  the  crotch, 
axilla,  on  the  soles  of  the  feet,  and  between  the  toes.  The  term  dhobie 
is  derived  from  the  "dhobie"  or  washerman,  owing  to  the  widespread 
belief  that  the  contagion  is  conveyed  by  the  clothing  passing  through  his 
hands. 

Etiology. — Epiphytic  skin  diseases  are  exceedingly  coninion  in  the 
tropics,  and  all  forms  of  ringworm  grow  with  the  greatest  freedom  under  the 
exceedingly  favorable  conditions  of  heat  and  moisture  afforded  by  the  climate. 
Three  types  of  the  disease  are  recognized.  The  first  is  thought  to  be 
due  to  the  Microsporon  minututsimum;  the  second  type  probably  represents 
a  very  extensive  group  of  different  varieties  of  tricophytoHy  or  ringworms. 
The  third  type,  classefi  as  dhobie  itch,  is  that  described  by  Manson  as 
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Pemphigus  coniagiostts,  in  which  he  has  isolated  a  diplococcus,  the  exact 
significance  of  which  has  not  yet  been  fully  determined.  ^M 

These  skin  diseases  have  all  been  imported  into  the  United  States  bjr^' 
soldiers  returning  from  the  Philippines,  and  there  is  every  possibility  of 
spreading  them  in  the  States  that  lie  in  the  subtropical  belt.    Tropical  skin 
infections  of  this  type  are  usually  spread  by  direct  contact  with  infected 
persons  or  their  clothing.    In  many  instances  sexual  intercourse  serves  a^  a 
means  of  spreading  the  disease.    Bathing  in  the  waters  of  sluggish  streams 
and  tanks  sometimes  causes  dhobie  itch.     The  natives  of  Luzon  believe 
that  sea  l)atlnng  is  one  of  the  common  causes,  and  among  men  who  habit- 
ually batlied   in  the  sea  I  (KiefTer)  saw  a  larger  proportion  of  itch  cases^j 
than  in  those  who  did  not.     The  washing  of  underclothing  in  cold  water,^| 
and  without  boiling,  must  also  be  considered  a  cause.    Clothing  washed  in^^ 
cold  water  invariably  becomes  overgrown  with  moulds  when  laid  aside  for 
a  day  or  two.    These  mouldy  clothes  fref|ueiitly  cause  ringworm  infection 
Ringworms  are  also  very  common  among  the  <lomestic  animals  in  the  tropics, 
and  are  undoubtedly  conveyed  from  them  to  man. 

In  the  two  mycotic  forms  the  disease  usually  attacks  the  crotch  and 
axilla.  The  appearance  of  the  lesion  is  that  of  an  onhnary  ringworm  with 
festoonet^i,  scaly  margins.  The  interior  of  the  patch  is  red,  glossy,  and  bare. 
Secondary  infections  frequently  occur  from  scratching  or  chafing,  or  from 
simple  contact  with  the  denuiled  epithelium.  These  diseases  affect  ahnost 
all  ages,  and  are  found  in  the  native  as  well  as  in  the  foreigner.  In  the  PhiHp- 
pines  very  few  Americans  escape  without  contracting  one  or  another  of  them, 
arting  and  itching  are  very  severe.  The  suffering  from  the  chafing 
clothing  may  be  so  great  as  to  entirely  prevent  the  patient  from 
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The  smarting  and  itching  are  very  severe. 

of  the 

moving  about.     Unless  vigorously  treated  the  disease  persists  until  the  cool 

season,  when  the  patch  heals  up,  leaving  a  scaly,  pigmented  area  which 

brealcs  out  again  with  the  approach  of  the  hot  weather, 

Pemphigus  confagiosus  occurs  in  the  form  of  vesicles,  or  blebs,  which 
break  and  leave  a  raw,  red,  and  shiny,  denuded  surface,  with  a  sharp,  clear- ^dl 
cut  zone  one-sixteenth  to  one-eig!ith  inch  in  width  of  undermined  epithe-^| 
lium    surrountling    them.     When  the    blebs  are  small   its  resemblance  to 
varicella  may  be  very  close.    Tlie  disease  occurs  in  foreigners  of   all  ages. 
Among  the  natives  adults  are  as  a  rule  immune,  and  it  is  principally  seen 
in  children.    The  eruption  may  be  scattered  over  the  entire  body  or  mavl 
be  limited  to  the  crotcli  and  axilla. 

When  any  <loubt  exists  of  the  nature  of  these  eruptions,  the  mycotic 
elements  can  be  readily  demonstrated  microscopically.  Pemphigus  con- 
tagiosus  is  to  he  differentiatefl  from  varicella  in  that  the  constitutional 
symptoms  of  the  latter  are  wholly  lacking. 

Treatment.— The  parts  should  be  thoroughly  cleaned  with  green  soap, 
following  which  a  parasiticide  remetly  should  be  used.  Manson  advises 
VIeminck's  solution  of  the  sulphuret  of  calcium,  applied  every  night  for 
three  or  four  times.  Tincture  of  iodine  painted  over  the  area  daily  is  a  valu- 
able remedy.  Similarly,  an  ointment  of  chrysophanic  acid  or  the  oleate  of 
mercury  is  very  efiicieut.  A  saturated  solution  of  salicylic  acid  in  collodium, 
applied  twice  daily,  is  a  convenient  and  excellent  remedy.    The  main  diffi- 


culty  Is  that  in  the  majority  of  cases,  as  soon  as  the  diseased  area  is  sterilized 
!  by  these  remedies,  it  becomes  reinfected  by  the  clothing  or  hands  of  the 
patient.  Pemphigus  conta^osus  should  be  treated  by  hichloride  of  mercury 
washes  and  a  dusting  powder.  Prophylaxis  includes  careful  boiling  of  the 
underclothing,  and  keeping  the  crotch  and  axilla  as  dry  as  possible  with  a 
good  dusting  powder. 


GHIGGER  (SAND  FLEA). 


The  chigger^  or  sand  flea  (Fulex  penetrans)^  is  distributed  wi<Jely  over 
I  tropical  and  many  parts  of  subtropical  America  and  the  West  Indies.  It 
is  supposed  to  have  been  carried  in  1S72  from  South  America  to  Africa. 
At  present  it  is  widely  distributed  on  lx*th  African  coasts  and  in  certain  sec- 
I  tions  of  India.  It  is  a  very  common  pest  in  the  Philippine  Islands,  where 
it  is  known  as  "  tungau.'*  The  chigger  is  a  minute,  reddish-brown  flea,  and 
attacks  both  man  aiuJ  animal.  When  impregnated  the  female  attaches 
herself  to  the  skin  surfaces  and  burrows  untler  the  skin,  head  first.  Ovula- 
tion takes  place  in  the  cutaneous  tissue  aiul  the  female  increases  to  the  size 
of  a  small  pea.  If  unmolested  the  ova,  when  mature,  are  expelled  through 
the  point  of  entrance,  through  which  also  the  female  is  ultimately  extruded. 
The  chiggers  may  vary  in  nmnber  from  one  to  several  hundred.  They 
usually  IfHJge  in  the  feet  and  legs,  but  the  hands,  arms,  genitals,  and  face 
may  also  be  invade<l.  The  bite  of  the  insect  causes  little  pain,  an<i  the  female 
is  usually  detected  when  she  commences  to  enlarge  beneatli  the  skin.  There 
is  then  intolerable  itching,  with  formation  of  small  papules,  with  re*J,  in- 
flamed heads,  and  a  black  s|>ot  on  tlie  summit.  The  papules  become  pustu- 
lar, discharge,  form  small  ulcers,  and  eventually  heal. leaving  small,  pitted 
scars.  When  the  lesions  are  numerous,  particularly  when  neglected  in  the 
unclean  and  the  physically  deterionited.  extensive  infections  and  slougln'ng 
wounds  may  occur.     Rarely  tetanus  and  phagedenic  areas  ilevelop. 

Treatment. — Treatment  consists  in  complete  enucleation  with  a  needle  or 
the  point  of  a  fine  scalpel.     Chloroform,  tur{>entine,  infusion  of  tobacco, 
mercurial  ointment,  and  the  essential  oils  allay  the  itching  and  kill  the  para- 
sites.   The  essential  oils,  f)articulaHy  the  oil  of  eucalyptus,  act  not  only  as  a 
Mcure,  but  also  as  a  preventive  against  the  bites  of  the  insects. 

■  the 


MYIASIS. 


Infection  by  Larvae  of  the  Diptera.— Screw-worm  (Ludlin  Macelhria), 
the  larva  of  the  conunon  blue-bottlc  flesh  Hy,  a  very  common  fly  in 
the  United  States,  West  In<lies,  and  South  America,  causes  infection  in 
man  through  the  female  laying  her  eggs  on  wounds  in  the  skin  and  in  the 
noses  or  ears  of  people  sleeping  in  the  open,  louring  the  campaign  at  San- 
tiago dc  Cuba,  in  189S.  numerous  cases  of  infection  by  this  larva  were  seen 
in  wounds  and  abrasions  about  the  feet  of  the  men  and  horses.  In  the 
tropics  they  have  also  been  seen  attacking  the  vagina  of  recently  delivered 
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women.  The  eggs  deposited  in  these  locations  hat 
into  the  larva,  known  as  the  screw-worm  on  account  c 
spines  running  around  the  body  of  the  worm  very  mi 
of  a  screw.  The  larvae  are  about  three-quarters  of  an 
are  extremely  active,  and  burrow  widely,  causing  e3 
all  the  tissues.  On  account  of  the  circles  of  spines  tl 
cult  to  extract  from  their  burrows  in  firm  tissue.  Sci 
the  nose  are  very  painful  and  exceedingly  fatal.  The  lai 
and  ethmoidal  sinuses,  and  eventually  may  even  entc 
intolerable  pain  at  the  bridge  of  the  nose,  with  a  blood 
the  nostrils.  A  very  large  percentage  of  the  cases  die 
infection  into  the  sinuses  or  meninges.  When  the  la: 
they  penetrate  the  tympanic  cavity,  causing  severe  otit 
meningitis.  Numbers  of  such  cases  have  been  repoi 
from  the  Rio  Grande  border. 

Treatment. — Treatment  consists  in  the  injection  o 
such  as  carbolic  acid  and  chloroform.  Better  still,  c 
on  a  small  probe  tipped  with  absorbent  cotton,  and, 
nose  or  ear  is  explored  and  each  worm  as  it  lies  en 
is  touched  with  the  chloroform-saturated  cotton.  T 
ately  and  they  may  then  be  readily  extracted  with  sm 
ficial  wounds  the  destruction  of  the  larvae  is  much  m 

Intestinal  Myiasis. — ^The  larvee  of  diptcra  are  ve 
the  alimentary  canal  of  man.  They  usually  gain  en 
lowed  on  fly-blown  food.  No  less  than  nineteen  diffe 
identified  in  human  evacuations.  As  a  rule  no  syi 
and  the  first  the  patient  knows  of  the  existence  of  th 
haps  a  copious  mass  of  them  in  the  stools.  In  tropici 
of  larvae  is  very  much  more  frequent  than  in  ten 
obvious  reasons  connected  with  the  difficulty  of  pre 
The  appearance  of  the  larvae  is  usually  viewed  with 
the  patients,  but,  as  a  rule,  they  are  entirely  harmle 
produce  some  symptoms  of  gastrointestinal  disturbai 
diarrhoea,  and  abdominal  pains.  Free  purgation  i 
larvae  are  seen  in  the  stools,  to  ensure  evacuation  of 
this  purpose  calomel  is  the  best  drug,  as  it  exercises 
but  a  toxic  effect  on  the  larvae. 

Dennatobia  Cyaniventris.—This  common  Americ 
on  the  skin  of  man  and  cattle.  The  larvae  penetrate  tl 
producing  large  pustular  lesions  (locally  known  as  d 
this  fly  there  are  great  numbers  of  diptera  whose  lai 
man.  In  all  of  them  the  lesions  are  similar  to  that 
America  these  are  principally  the  Musca  vomitoria.  tl 
fly,  and  the  bot-fly  of  the  ox  and  sheep. 
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DISEASES  IN  WHICH  THE  CHIEF  MANIFESTATIONS  ARE  IN 
THE  BRAIN  AND  ITS  MEMBRANES. 


HKMORBHAOE  DTTO  THE  BRAIN,  CEREBRAL  THROMBOSIS, 
AND  EMBOLISM. 

Definition. — Apoplexy  consists  in  the  sudden  onset  of  paralysis  and  loss 
of  consciousness  from  an  abrupt  intracranial  lesion.  In  its  most  typical 
form  it  is  due  to  hemorrhage  in  the  cerebrum,  but  it  may  also  be  due  to 
hemorrhage  into  the  cerebellum,  into  the  brain-stem,  or  into  the  meninges, 
and  it  may  result  from  embolism  or  from  thrombosis.  When  it  arises 
without  being  accompanie<l  by  a  demonstrable  brain  lesion  it  is  spoken 
of  as  an  "  apoplectiform  attack."  An  inflammatory  process  in  the  central 
nervous  system,  so  acute  that  minute  hemorrhages  occur  in  the  affected 
area,  is  abo  spoken  of  as  apoplectiform,  as,  for  example,  ''apoplectiform 
bullwr  paralysis." 

The  term  "apoplexy,"  as  commonly  employed,  is  nearly  equivalent  to 
the  popular  term  *' stroke,"  and  is  used  so  indefinitely  that  it  is  better  to 
use  the  more  accurate  terms  cerebral  hemorrhage,  cerebral  thrombosis,  or 
embolism  when  describing  the  condition  present.  The  symptoms  pro- 
duced by  thrombosis  and  embolism  are  almost  identical  with  those  due 
to  hemorrhage,  and  will  be  found  discussed  in  the  consideration  of  the 
differential  diagnosis  of  the  disease. 

Etiology. — As  already  stated,  the  usual  cause  of  apoplexy  is  the  rupture 
of  a  bloodvessel  in  the  brain  or  its  meninges.  This  is  due  in  the  great 
majority  of  cases  to  changes  in  the  bloodvessel  producetJ  by  disease  or  by 
injury.  These  changes  are  described  in  the  article  on  Arteriosclerosis. 
The  immediate  causes  which  produce  rupture  of  an  intracranial  vessel  are 
numerous,  for  all  factors  which  cause  a  sudden  increase  in  blood  pressure 
may  result  in  so  great  a  strain  on  a  weakened  vessel  wall  that  it  gives 
way.  Thus,  apoplexy  not  rarely  follows  a  paroxysm  of  rage,  a  severe 
nervous  shock,  a  sudden  muscular  effort,  as  in  running  for  a  car,  in 
straining  at  stool,  and  during  sexual  intercourse.  The  use  of  alcoholic 
and  other  stimulants  may  also  cause  rupture. 

ftoqnency. — Men  are  more  frequently  attacked  by  apoplexy  than  are 
women,  because  they  suffer  so  much  more  commonly  from  arteriocapillaiy 
fibrosis.  The  ratio  is  about  as  80  to  20  per  cent.,  according  to  Starr,  but 
68  (913) 
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Gintrac  puts  it  at  56.6  to  43.4  per  cent.  Of  816  cases  of  cerebral  hen 
collected  by  me  from  various  sources,  454  occurred  in  men  an<l  3fi2  in  women. 
The  period  uf  life  at  which  cerebral  hemorrhage  most  cuininunly  occurs  b 
from  fifty  to  eighty  years  of  age.  This  is  the  age  period  during  which  tli^H 
patient  is  actually  most  liable  to  this  accident;  but  if  the  ages  of  the  entir^^ 
number  of  persons  dying  of  apoplexy  in  a  given  series  of  statistics  be  added 
together  and  an  average  obtained,  the  largest  number  of  case5  is  foun(^H 
between  forty  and  sixty  years,  hecause  so  few  persons  live  to  eighty  year^B 
that  not  many  persons  of  that  age  are  to  be  found  in  such  a  series.  The  fot^J 
lowing  table  is  a  combination  of  the  cases  of  Gintrac  and  Breese,  and  shows^ 
the  age  incidence  of  cerebral  hemorrhage  by  decades  from  thirty  to  eighty 
years. 

Between  30  and  40  years  of  age 74 

"       40    "    50      "           "  9S 

"       50    "     60     "           " 13S 

"       60    '•    70      "           "  172 

"       70    '*     80      "           '* 124 

The  question  of  age  in  its  relation  to  apoplexy  b,  however,  more  dependent 
upon  the  state  of  the  bloodvesstfis  than  upon  the  actual  years  of  existence, 
for  not  infrequently  a  syphilitic  of  thirty  years  of  age  may  suffer  more  from      i 
tlegeneratifm  of  the  arteries  than  another  man  at  seventy.  ^H 

Avaihd^le  statistics  do  not  show  any  increase  in  the  frequency  of  cerebni|^| 
hemorrhage.     Thus,  from  1S79  to   1884,  12,408  patients  were  admitted  t(^H 
the  medical  wanls  of  St.  Bartholinncw's  Hospital,  London,  and  of  this  ntim- 
ber  70  were  affectcti  with  cerebral  hemorrliage.     During  the  five  years  from 
1S97  to  1002,  12,089  medical  patients  were  admittevl  to  the  hospital,  an'l 
among  tliem  there  were  62  cases  of  cerebral  heuiorrhage.  ^Jl 

Pa^ology. — The  changes  wliich  take  place  in  the  bloodvessels  of  tha^| 
brain  which  re.sult  in  apoplexy  are  those  of  arteriosclerosis  as  we  meet  it  in^" 
other  parts  of  the  boily;  the  intima  becomes  roughened  and  enxled,  th- 
muscular   sheath  undergoes    fatty  degeneration,   and    the    fibrous  sheatli 
becomes   less   elastic   than   in   health.      Aneurysmal  dilatations   frequently 
Llevelop,  and  these  are  the  parts  of  the  vessel  from  which  hemorrhage  often       , 
ensues.     In  the  article  on  Arteriosclerosis  it  was  shown  that  the  causes  of  ^M 
this  state  are  syphilis,  leaf!,  gout,  renal  disease,  and,  not  least  important,  ^| 
advanced  years;  but  of  all  these  causes  renal  disease  is  probably  the  one 
which  most  fre(juently  produces  vascular   rupture,  because    it    is    usually 
associate*!  with  cardiac   hypertrophy  and   a   liigh   arterial   tension,  which 
increases  the  stress  on  the  weakened  vessel  wall. 

Rupture  of  a  vessel  occurs  very  much  more  frequently  in  certain  areas 
than  in  others,  as  already  pointed  out.  This  is  because  certain  vessels 
suffe  from  arterial  sclerosis  earlier  than  others,  and  also  because  of  the 
anatomical  relationship.  Thus,  the  blood  current  reaches  the  left  middle 
cerebral  artery  more  directly  from  the  heart  than  it  does  on  the  right  side, 
where  it  first  passes  through  the  innominate  artery,  which  diminishes  its 
force.  Durand  Fardel  states  that  75  per  cent,  of  the  miliar}'  aneurysms 
which  affect  cerebral  vessels  involve  the  branches  of  the  middle  cerebral 
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artery  which  enter  the  anterior  perforated  space,  namely,  the  lenticulo- 
striate  ami  the  lenticulo-thixlnmic  vessels.  For  this  reason  the  lenticulo- 
striate  branch  was  called  by  Charcot  the  *' artery  of  cerebral  hemorrhage." 
About  50  to  ()0  per  cent,  of  all  cerebral  hemorrhage  is  from  this  vessel,  and 
therefore  occurs  in  the  internal  capsnie  or  near  it.  (See  Hemiplegia.)  The 
sharp  spurt  of  blood  which  follows  niptiire  of  the  vessel  M-all  may  break 
through  the  corpus  striatum  in  eitlier  direction,  often  internatly  through 
the  caudate  nucleus*  or  it  may  l>reak  tlirough  the  optic  tluilamus;  and  when 
the  nipturc  is  large  and  the  l>loo<l  pressure  hi^li,  the  blood  thus  finds  its 
way  into  the  hiteral  voutricles  (see  Fig,  lis),  into  the  third  ventricle, 
and  even  into  tlie  fourth  ventricle,  where  it  caus<\s  death  by  pressure  on  the 
vital  centres,  if  death  has  not  already  ensued  from  shock  and  the  damage 
to  the  cerebral  tissues. 

When  these  "cnpsulo-ganglionic"  vessels  do  not  give  way  the  cause  of  the 
symptoms  is  usually  rupture  of  some  of  tlie  outer  l>ranehes  of  the  Sylvian 
arter}%  pro<iucing  lesions  in  tlie  cortex.  In  still  other  cases,  which  are  less 
fre<iuent.  the  hemorrhage  takes  place  into  the  j)ons  and  still  more  rarely 
into  the  cerebelUim. 

Cereljellar  hemorrhages  are  especially  prone  to  inundate  the  fourth  ventricle. 

A  very  much  rarer  form  of  iipoptexy  is  that  in  which  by  reason  of  disease 
of  the  l>loo<l,  or  of  the  vessels,  small  oozings  or  extravasations  take  place 
throngii  the  vessel  walls,  whicli  on  sul>se(|ucnt  examination  do  not  reveal 
any  rupture.  This  extravasated  fluid  finds  its  way  nlongside  the  vessels, 
and  so  does  damage  to  a  wide  area  without  causing  any  very  gross  lesion 
in  the  brain  tissues.  Such  a  state  may  develop  in  the  course  of  purpura  or 
leukocythemia.  Extravasations  of  blood  into  the  meninges  and  cortex  also 
occur  as  the  result  of  injurA*. 

In  those  cases  in  which  the  liemorrhagc  is  arrested  before  it  does  great 
damage  much  depends  ujiuii  the  part  of  the  brain  whicli  is  afTected. 

If  the  hemorrhage  occurs  on,  or  in,  the  cortex,  and  is  small  in  amount, 
the  convulsions  and  paralysis  which  ensue  may  only  involve  part  of  the 
arm,  or  leg,  or  face,  or  one  of  the  special  senses,  or  a  particuhir  function 
controllcil  by  the  centre  that  has  been  destroyed,  or  such  a  monoplegia  may 
be  due  to  a  small  hemorrhage  in  the  subcortex  cutting  otT  the  fibres  of  the 
corona  radiata  descending  from  the  cortical  centre.  But  an  equally  small 
hemorrhage  still  lower  down,  where  tlte  fibres  from  the  entire  cerebral 
hemisphere  come  together  in  the  internal  capsule,  will  produce  u  complete 
hemiplegia  (Fig.  116,  lesion  of  onlinary  hemiplegia).  On  the  other  hand, 
if  the  lesion  occurs  still  lower  dowri^that  is,  in  the  brain-stem,  where 
bundles  of  fibres  are  separating  from  tlie  main  paths  antl  crossing  to 
the  opposite  sides  to  connect  witli  cranial  nerves — it  will  pro<luce  crossed 
paralysis — for  example,  the  face  is  paralyzed  on  one  side  and  the  body  on 
the  other.  Ordinary  "crossed  paralysis"  indicates  a  lesion  in  the  lower 
third  of  the  pons  because  at  this  point  the  motor  fibres  for  the  face  have 
crossed  but  the  fibres  for  the  limbs  have  not  done  so  (Fig.  117,  lesion  of 
crossed  paralysis).  If  the  posterior  third  of  the  internal  capsule  is  afTectetl 
as  well  as  the  anterior  and  middle  thirds,  we  find  hemiantesthesia  as  well 
as  motor  paralysis  on  the  opposite  side  (Fig.  1 18);  and  if  the  very  posterior 
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portion  of  this  limb  is  affected  the  optic  radiation 
hemianopsia  is  added  to  the  symptoms.  (See  Fig.  1 
patient  survives  the  attack  the  extravasated  blood  o 
rounded  by  a   protective   wall  of  lymph,   which   un 


Diagram  Bhowing  the  fibres  from  the  cortex  fonniag  the  corona  nuiiato, 
mated  pass  Into  the  Internal  capsule.  It  also  showB  the  dectueation  of  the  p; 
passes  to  the  rlghtsideof  the  spinal  cord,  and  the  direct  or  uncrossed  tract  I 
also  shows  the  secondary  degeneration  which  occurs  after  cerebral  hemon 
follows  the  course  of  the  motor  tracts  Into  the  spinal  cord.  H.  Siteof  le8l< 
fibres  going  to  the  legs,  the  dotted  are  those  going  to  the  arms  and  BuHor 
namerala  refer  to  the  origins  of  the  craolal  nerves.    (UodiOed  ttom.  Van  Gal 
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while  the  clot  softens,  and  contracts  as  its  contents  are  being  absorbed. 
The  permanent  lesion  of  apoplexy  is  thus  commonly  a  cyst,  but  some- 
times, absorption  having  been  complete,  only  a  scar  remains.  Not  only  do 
these  changes  take  place  at  the  site  of  the  hemorrhage,  when  it  affects  the 
the  cortex  or  motor  fibres  in  the  corona  radiata  or  in  the  internal  capsule, 
but  degenerative  alterations  follow  along  the  motor  pathways  through  the 
peduncles  of  the  cerebrum,  the  pons,  the  pyramids  of  the  medulla,  and  so 
on  into  the  direct  and  crossed  pyramidal  tracts  of  the  cord.    (See  Fig.  116.) 


Fig.  117 


(/ace  <^  uamf  tide  mith 


AlmUmcitvttnQpar^dtfftA 


OirtiftiJ  mire  for  agh 


tttaterntrt/orep' 
p<.tai/t  arm 


f^rttritt  fmtrefor  o§ 
jKMite  tidt  tiffaet 


tcriar  liml}) 


-Motor  n^rvt  to  foe* 

■Deeiuaatioii  of  pyn^ 
mtiU 

Cpcwcf'  pi/mmtdal  trtut 


^atiif  nervTM  to  tipper 


Crott^  pgromUlal  tratt 


ennt.  attft  decunaUnff 
aoan  qflrr  fntrw 


Jlntitr-  nrtre*  to  lower 
limb 


Dlacimm  showing  tho  general  arr&ngement  of  the  motor  tract  and  the  effect  of  lesions  at 
various  points.    (Ormerod.) 

Symptoms. — ^The  symptoms  of  apoplexy  depend  upon  the  site  of  the  lesion 
and  upon  the  suddenness  and  severity  of  the  hemorrhagic  extravasation, 
as  already  stated.  A  few  cases  have  some  premonitory  symptoms  such  as 
numbness  or  tingling  in  the  part  of  the  body  about  to  be  affected,  but  most 
cases  are  attacked  without  warning.  When  the  hemorrhage  takes  place 
from  the  middle  cerebral  artery  the  symptoms  are  usually  as  follows; 
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An  individual  who  is  apparently  in  his  normal  health  is  sttddenly  seized 
with  vertigo,  wl/irh  causes  him  to  stagger  and  fall.    The  face  is  at  first  jxillid 
and   later  somewhat  cotujeitlnL      The   respiration  is  altered  almost  imme-^ 
diately.    At  first  it  may  be  slightly  gasping  and  irregular,  but  soon  become^f 
full  and  deep.     The  air  is  drawn  into  the  lungs  with  considerable  forc^^ 


FlQ.  us 


Crofl»«ecUoD  of  the  br^o,  showing  the  luluntl  vcu(iic1c«,  (be  cerebellum,  ami,  imwt  importaat,  Uuic 
section  or  the  motor  flbres  \u  ihclulernnl  capsule.    (Mudiflvd  fruin  Fuller.) 

and  then  equally  forcibly  expelled.     As  it  enters  it  causes  the  relaxed  soft 
palate  to  vibrate  uiul  as  It  escapes  through  the  angle  of  the  mouth,  which 
is  paralyzed,  it  produces  a  noise  to  which  the  term  ** sterforoiuf  breathing"^— 
has  been  applied.     The  pvhe  is  slmv  and  full  and  its  iensimi  high  ^^cen/U 
for  a  few  moments  after  the  onset  of  the  symptoms,  when  it  may  be  rapid^ 
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and  irregular  from  the  shock.  In  some  cases,  too,  in  which  the  hemorrhage 
into  the  brain  is  very  great  and  death  iram^inent.  the  pulse  may  not 
become  full  and  strong. 

An  examination  of  the  patient's  limbs  may  show  that  both  sides  are  almost 
equally  relaxeti  and  powerless,  hut  this  is  usually  a  temporary  state  due  to 
shock,  and  in  a  xery  short  time  it  will  be  found  that  the  limbs  on  one  side 
are  moved,  or  at  least  are  not  quite  powerless,  while  those  on  the  opposite 
side  are  paralyzetl.  In  other  words,  the  typical  paralysis  of  cerebral  hemor- 
rhage called  hemiplegia  is  present. 

The  muscles  of  the  trunk  are  never  as  completely  paralyzed  as  those  of 
the  litnhs.  The  muscles  of  the  lower  part  of  tlie  face  share  in  the  paralysis, 
anfi  for  this  reason  the  features  will  be  draurn  away  from  the  paralyzed  :fide 
Ijecause  the  normal  balance  between  the  muscles  on  the  two  halves  of  the 
face  has  been  destroyed.  Unlike  the  facial  paralysis  due  to  a  lesion  in  the 
facial  nucleus  in  the  pons  or  in  the  facial  nerve  itself,  the  upper  muscles 
escape,  and  so  we  find  that  the  muscles  of  the  forehead  and  eyes  arc 
not  paralyzed;  the  forehead  can  be  wrinkled  and  the  eyes  can  be  closed. 

In  the  stage  of  onset  we  sometimes  find  the  head  and  eyes  turned 
sharply  to  one  side  (conjugate  deviation),  usually  away  from  the  para- 
lyzed side.  When  this  occurs  it  is  said  that  the  eyes  '*look  at  the  lesion.'* 
The  pupils  are  sometimes  co!»tnicted,  but  more  commonly  are  dilated, 
the  pupil  on  the  side  upon  which  the  hemorrhage  has  taken  place  being 
more  dilated  than  its  fellow. 

Pricking  or  pinching  the  skin  of  the  paralyzed  side  is  not  followed  by 
any  reflex  contraction  soon  after  the  onset,  though  the  deep  reflexes  may 
be  present,  but  later,  when  the  primary  shock  lias  passed  away,  it  will  be 
found  that  the  *fc/n  reflexes  as  well  sis  the  knee-jerk  and  other  deep  reflexes 
are  exaggeraicd,  particularly  upon  tlie  paralyzed  side.  Irritation  of  the  sole 
of  the  foot  ahnost  invuriably  causes  extension  of  the  big  toe  fBabinski's 
reflex),  a  reversal  of  the  normal  plantar  reflex,  which  is  flexion  of  the 
toes.     Ankle-clonns  is  also  frei|ueiitly  present. 

In  cases  in  which  the  bladder  and  the  bowel  are  full  at  the  time  of  the 
"stroke,"  the  shock  of  the  hemorrhage  may  result  in  involuntary  evacua- 
tioi»s,  but  in  some  cases  the  bladder  and  rectum  are  not  only  retentive,  in 
the  onJinary  sense,  but  fail  to  empty  themselves  when  they  Ijecome  full.  The 
bladder  of  an  apoplectic  patient  should,  therefore,  l>e  frequently  examined, 
and  if  the  urine  accumulates  in  excess  it  must  be  withdrawn  l>y  the  catheter. 
If  the  urine  is  examined  a  trace  of  albumin  is  usually  found  in  it,  even  if 
actual  renal  disease  is  not  present.  The  temperature  of  the  body  immcfliately 
after  a  hemorrhage  is  usually  subnormaL  With  reaction  from  the  primary 
shock,  which  is  often  of  brief  duration,  the  temperature  rises  from  one 
to  tiiree  degrees,  the  chief  change  being  on  the    paralyzed  side, 

Tlie  ttncon^cimis^fiess  of  the  early  stage  of  apoplexy  may  last  from  a  few 
hours  to  several  ilays,  according  to  the  severity  of  the  lesion.  \Mien  It 
persists  for  any  length  of  time  the  prognosis  is  correspondingly  bad. 
In  some  cases  the  depth  of  the  coma  decreases  and  the  patient  emerges 
to  some  exient,  only  to  sink  back  again  into  deep  coma  and  high  fever  a  few 
days  later  when  a  secondary  hemorrhage  takes  place,  perhaps  bursting  into 
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the  ventricle,  or  secondary  irritation  of  the  brain,  produced  by  the  pres- 
ence of  the  extravasated  blood,  develops.  In  other  cases  in  which  the 
extravasation  of  blood  has  been  limited,  and  the  parts  damaged  are  not  of 
vital  importance,  the  patient  gradually  improves  in  his  mental  state  and 
progresses  toward  recovery.  In  most  cases,  however,  the  mind  never  com- 
pletely recovers  its  previous  acuity. 

The  persistency  of  the  hemiplegia  also  varies  greatly  in  different  cases.    It 

may  remain  absolutely  unchanged,  one-half  of  the  body  being  helpless,  or 

it  may  diminish  in  severity  and  even  greatly  improve  to  the  extent  that  the 

patient  can  walk  about  and  write.     In  most  of  the  cases,  however,  in  whidi 

this  much  to  be  desired  result  is  attained,  the  lesion  has  probably  been  due 

to  embolism  or  thrombosis  rather  than  to  an  actual  hemorrhage. 

I  Many  patients  after  an  attack  of  apoplexy  not  only  suffer  from  a  degree 

I  of  menial  failure,  but  in  addition  become  exceedingly  irritable  or  emoHonal, 

I  crying,  laughing,  or  getting  into  a  furious  temper  at  slight  causes.    Distinct 

I  loss  of  emotional  control  has  been  said  to  be  particularly  prone  to  occur 

when  the  lesion  involves  the  frontal  lobes. 

TTiere  still  remain  to  be  considered  several  additional  symptoms  of  apo- 
plexy which  are  often  present.    The  most  important  of  these  is  aphasia, 
'i  It  is  most  common  in  cases  in  which  the  right  side  is  paralyzed,  because  the 

!  speech  centre  is  chiefly  in  the  third  left  frontal  convolution.    If  the  patient 

I  is  left-handed,  however,  the  aphasia  is  present  when  the  left  side  is  paralyzed. 

\  The  symptom  aphasia  varies  very  greatly  in  the  time  at  which  it  is  first 

evident  and  in  its  severity.    Not  infrequently  it  is  one  of  the  first  signs  of 
a  beginning  apoplexy,  the  speech  becoming  suddenly  confused  and  indis- 
j  tinct.    In  most  cases,  however,  the  aphasia  is  first  noticed  after  the  patient 

i  recovers  from  the  immediate  effects  of  the  stroke.    The  persistency  of  the 

aphasia  varies  greatly.  In  some  cases  it  remains  so  severe  that  the  patient 
has  great  difficulty  in  making  himself  understood.  In  others  it  improves 
so  greatly  that  it  may  entirely  disappear,  or  only  be  present  when  the  patient 
becomes  very  tired  or  excited. 

Another  special  symptom  is  hemianopsia,  which  is  of  the  homonymous 

type,  that  is,  the  corresponding  halves  of  the  visual  fields  are  darkened 

because  the  temporal  half  of  one  retina  and  the  inner  or  nasal  half  of  the 

other  retina  has  lost  its  visual  function. 

HemianoBsthesia  persisting  after  recovery  from  the  primary  shock  is  a  rare 

j  symptom  and  is  never  complete,  thereby  differing  from  the  hemiansesthesia 

I  of  hysteria.    The  sense  of  heat  or  cold  or  touch  may  be  impaired,  but  total 
loss  of  the  senses  does  not  take  place. 

When  the  power  of  recognizing  objects  placed  in  the  hand  is  lost  (astereog- 
nosis)  it  indicates  a  lesion  in  the  superior  parietal  portion  of  the  cortex 
;  on  the  opposite  side.     (See  Fig.  121.) 

In  some  cases  of  hemiplegia  of  a  severe  type  bed-sores  develop  on  the  heel 
or  buttock  of  the  affected  side.  The  tendency  to  this  accident  can  be  greatly 
decreased  if  the  patient  is  not  permitted  to  lie  in  one  position  for  long  periods 

I I  of  time,  and  if  great  care  is  taken  as  to  the  cleanliness  of  the  skin  in  the 
I  places  where  pressure  is  marked. 

As  a  sequence  to  an  apoplexy  we  find  not  only  persistent  paralysis,  but 
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as  time  goes  on  contractures  occur  in  the  affected  limbs.  The  forearm 
and  hand,  however,  suffer  far  more  timn  the  leg.  The  flexor  muscles 
being  stronger  than  the  extensors,  the  hand  is  usually  Found  in  marked 
flexion  upon  the  wristband  the  fingers  are  turntnl  into  the  palm  of  the  hand. 
The  leg  is  usually  held  in  the  position  of  extension  so  that  it  cannot  be  bent 
at  the  knee,  and  fur  tliis  reasi>n  it  is  often  swung  with  a  lateral  movement 
from  the  hip  when  the  patient  attempts  to  walk.  These  contractures  are 
usually  much  diminished  when  the  patient  is  asleep,  and  are  due  to 
degenenitive  changes  in  the  crossed  pyramidal  tracts.  (See  Fig.  116.) 
Occasionally,  tliat  curious  mobile  spasm  of  the  fingers  or  other  mend)ers, 
calleil  "  athetosis,"  is  a  sequence  of  apoplexy  and  posthemiplegic  chorea 
may  develop.  This  is  commonest  in  the  hemiplegias  of  childhood,  but 
occurs  in  adults.  Full  doses  of  strychnine  may  pro<luce  spastic  contractions 
in  old  cases  of  hemiplegia.  Next  to  signs  of  spasm  the  most  common 
symptom  as  a  sequel  is  muscular  airopln/,  wlilch  is  due  in  part  to  disuse 
of  the  muscles  in  the  paralyzecJ  limbs  and  does  not  develop  till  some 
time  after  the  acute  stage  of  the  attack.  Charcot  has  reported  instances  in 
which  true  trophic  joint  changes  took  place,  hut  they  are  exceedingly 
rare. 

The  symptoms  of  an  attack  of  apoplexy  in  which  the  lesion  has  been  due 
to  rupture  of  a  branch  of  the  middle  cerebral  arterj'  having  been  described, 
there  still  remain  to  be  considered  those  additional  symptoms  which  develop 
when  other  parts  of  the  cranial  contents  are  affect^  by  the  giving  way  of 
other  \csscls. 

^V^len  a  vessel  in  the  dura  mater  is  ruptured,  usually  as  the  result  of  an 
injury,  it  is  the  middle  meningeal  artery  or  vein  which  suffers  as  a  rule. 
The  clot  which  is  formed  is  either  outside  the  dura  mater  (extradural) 
or  beneath  it  (subdural).  The  noteworthy  peculiarity  of  these  cases  is 
that  the  primary  unconsciousnevss  due  to  a  blow  s|)eedily  disappears,  the 
patient  may  recover  his  normal  mental  state,  and  then,  after  an  inter\'al 
varj'ing  from  some  minutes  to  several  hours  or  days,  becomes  heavy  and 
dull,  and  finally  comatose.  Spajtrnodic  mavemeiUs  of  the  muscles  on  one 
side  of  the  bo^Jy,  followed  by  paralysis,  may  develop.  If  the  extravasation 
of  blood  is  large,  the  pupil  an  the  paralyzed  side  is  contracted  and  that  on  the 
side  of  the  hemorrhage  h  dilated.  This  is  called  the  "Hutchinson  pupil." 
The  eyes  are  turned  away  from  the  lesion^  whereas  in  the  acute  stage  of  an 
ordinary  apoplexy  they  are  turned  towani  it.  It  is  in  this  form  of  apoplexy 
that  surgical  interference  is  absolutely  essential  to  save  life.  Such  hemor- 
rhages sometimes  occur  in  the  insane  without  a  history  of  injury,  particularly 
in  paretics  and  in  chronic  alcoholics. 

In  hemorrhage  from  a  vessel  upon  the  cortex,  as  one  of  the  branches  of 
the  Sylvian  artery,  it  is  important  to  recall  the  fact  that  muscular  spasm,  or 
a  convulsion,  usually  ushers  in  the  attack  due  to  the  disturbance  of  the 
cells  in  the  motor  area. 

\Vlien  the  blood  finds  its  way  into  the  lateral  ventricles,  a  general  convtd- 
sion  affecting  the  entire  body  may  develop.  Such  cases  usually  pass  into 
deep  coma  and  soon  die. 

When  the  lesion  is  in  the  pons  the  temperature  is  usually  soon  hyperpyretic. 
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the  pupils  are  tightly  contracted^  svmllounng  is  difficult,  and  the  re^ 
is  verij  slow.    Death  comes  rapidly  in  these  cases  as  a  rule. 

Under  the  name  of  *' ingravescent  apoplexy*'  a  condition  is  met  with  in  whic 
the  symptoms  develop  very  gradually,  l^ginning,  it  may  be,  by  an  attaC 
of    vertigo  or  aphasia,  follower]    hy  the   slow  development  of  the  othe 
symptoms  already  described,  so  that  several  days  may  elapse  before  the 
entire  symptom-complex  of  apoplexy  is  present. 

Diagnosis. — An  attack  of  apoplexy,  or  hemorrhage  into  the  brain,  mu 
l>e  separated  from  a  numl)er  of  conditions  which  may  closely  resemble 
Two  conditions  which  resemble  it  so  closely  us  to  be  inseparable  in  sonic 
cases  are  thrombosis  and  embolism  of  the  cercbml  vessels.     The  symptoms 
produced  by  these  acci<leiits  will  be  found  dcscril>ed  below.  ^M 

An  on^Iinary  attack  of  syncope  can  readily  be  differentiated  by  the  pallo^^ 
the  feeble  pulse,  the  weak  heart  of  a  fainting  attack,  ami  the  quick  recovery 
of  the  ]>atie?it  after  receiving  some  rapirlly  acting  ditTusible  stimulant. 

In  epilepsy  the  peculiar  initial  cry,  the  bloody  froth  at  the  mouth,  the  gener 
convulsion,  and  tlu*  deep  unconsciousness  are  more  constant  and  severe  (ha 
in  apoplexy,  even  if  tlie  hemorrhage  takes  place  in  the  cortex.  Epilepsy  is  mor 
conunnn  In  the  young,  apoplexy  in  those  of  advanced  years,  and  there  may 
be  scars  to  indicate  previous  severe  falls  in  epileptics.  A  history  of  epilepsy 
will  practically  settle  the  diagnosis,  although  the  epileptic  is  liable  to  aptjplexy. 
The  respiration  in  the  coma  of  apoplexy  continues  deep  and  noisy,  the 
lips  and  cheeks  of  one  sliie  flap  in  the  air  current,  showing  paralysis, 
and  weakness  of  one  arm  and  leg  may  be  ascertained.  In  the  coma  of 
epilepsy  the  breathing  soon  becomes  quiet.  Rarely  in  epilepsy  weakness 
of  one  side  of  the  body  or  of  one  limb  may  appear  as  the  patient  emerges 
from  the  coma;  this  postepileptic  hemiplegia  is  tiscribed  to  exhaustion,  for 
it  passes  off  in  a  few  hours  or  days,  but  it  may  put  the  diagnosis  in  douli^H 
for  a  time.  ^| 

From  the  stupid  stage  of  acute  alcoholism  ajxtplexy  can  be  differentiated 
by  the  history  of  the  patient,  by  the  odor  of  alcohol  on  his  breath,  by  the  fac 
that  both  legs  are  moved  if  they  are  irritated  by  pricking,  pnjving  the  absenC 
of  hemiplegia,  and   by  the  cool  skin  as  compared   to  the  hot,  dry  skin 
apoplexy.     It   Is,  however,  possible  fur  an  apoplectic  to  have  induced  an 
attack   by  the  use  of  alcohol,  and    therefore   the   otJor  of   alcohol   on 
breath  is  not  of  great  importance  from  a  diagnostic  standpoint. 

Opiuui  poisoning  is  dilTerentiated  by  the  presence  of  contracted  piipiL 
by  the  fact  thiit  by  shouting  the  patient  can  be  aroused,  by  the  absence 
of  paralysis,  and  by  the  presence  of  the  corneal  reflexes. 

The  coma  of  unemia  and  of  diabetes  may  also  be  mistaken  for  apoplex]^*, 
but  in  urmmia  there  may  be  oedema  of  the  lower  extremities,  and  there  is  a 
urinous  odor  about  tlie  body  and  breath  of  the  patient.  If  the  renal  disease 
is  of  the  parenchyniatous  ty[>e,  the  peculiar  waxen  appearance  of  the  jwtient 
and  the  urine  heavily  loaded  with  albumin  will  make  the  diagnosis  clear. 
If  the  unemia  is  of  the  type  causes!  by  chronic  contracted  kidney,  these  latt 
signs  will  not  be  present  nor  will  oedema  be  found,  and  as  apoplexy  often 
complicates  this  disease  tlie  diagnosis  may  be  most  difficult.  Unless  the| 
coma  is  very  deep  one  side  may  be  moved  far  more  than  the  other,  reveal- 
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ing  the  hemiplegia  of  apoplexy.  However,  in  uraemia  the  cerebral  affection 
may  be  more  pronounceH  in  one  hemisphere,  thus  causing  a  hemiplegia 
("unemic  apoplexy").  In  diabetic  couia  the  sweet  odor  of  the  breath  and 
the  presence  of  sugar  and  acetone  in  the  urine  will  make  the  diagnosis 
possible. 

In  sunstroke  likewise  hemiplegia  may  be  found,  which  is  not  an  apoplexy 
in  the  ordinary  sense. 

Finally,  it  rau.st  not  be  forgotten  that  apoplectiform  attacks  not  rarely 
develop  in  the  course  of  general  paralysis  of  the  insane.  In  this  disease  the 
speetiy  return  to  consciousness  and  recovery  of  power  in  t]w  affected  limits, 
with  the  physical  signs  of  this  disease  and  the  mental  symptoms,  will 
render  a  diagnosis  possible. 

Tlie  separation  of  the  paralysis  due  to  hemorrhage  from  that  due  to 
thnrrnbosis  depends  more  upon  the  liistory  of  the  patient  than  upon  the 
symptoms  actually  present.  .;Vs  already  stated,  hemorrhage  usually  fol- 
lows some  effort  and  takes  place  during  waking  hours,  whereas  the  paralysis 
of  thrombosis  develops  during  [>eriods  of  quiet  and  rest,  as  during  sleep,  so 
that  the  patient  wakes  to  find  the  palsy  present.  In  causes  of  hemorrhage 
premonitory  symptoms  are  not  common,  but  in  thrombosis  they  are  nearly 
constant.  Thrombosis  is  most  fref|ueut  in  the  aged  or  prematurely  senile, 
and  in  syphilitics.  Again,  thrombosis  does  not  cause  such  violent  symp- 
toms nor  13  the  onset  of  the  symptoms  so  sudden,  but  consciousness  is  pre- 
serve<l  or  is  not  so  ccjuipletely  lost,  or  if  tiio<lerate  coma  is  present  it  is 
brief  in  duration  and  is  followed  by  mental  clearness.  Finally,  in  cases  of 
thrombosis,  the  recovery  of  p^wer  in  parts  of  the  pandyzed  side  may  be 
quite  rapid,  and  at  the  end  of  a  few  days  only  a  few  muscles,  as  one  arm  or 
leg,  are  affected.  Such  cases  are,  however,  often  mentally  feeble,  emotional, 
and  forgetful  after  the  attack.  There  is  often  to  be  found  a  history  of 
syphilis,  of  arteriosclcro-sls,  or  an  infectious  disease,  which  has  pjedisposed 
the  patient  to  a  fonuation  of  a  clot  by  causing  disease  in  the  lining  of  the 
bloodvessel  or  pro^^Iucing  changes  in  the  blood. 

Emlx)lism  can  be  ileterniined  by  the  su<lden  onset  of  symptoms  during 
the  waking  liours.  as  a  rule,  and  by  the  discovery  of  some  source  of  clot  or 
foreign  body,  as  in  an  endocanlitis  with  vegetations  or  a  septic  focus  else- 
where. Unconsciousness,  when  it  develops,  may  be  as  profound,  but  is 
usually  more  transient  than  in  hemorrhage  (Mills),  and  is  often  entirely 
absent,  l^he  appearance  of  the  patient  is  not  so  alarming  as  in  hemor- 
rhage, and  localizetl  or  general  twitching  may  be  present  in  the  affected 
limbs.  Not  rarely  as  a  collateral  circulation  is  established,  the  symptoms 
improve  with  great  rapidity  and  after  a  few  days  may  amount  to  only  a 
partial  monoplegia.  It  nmst  lie  recalled,  however,  that  in  some  cases  of 
thrombosis  and  embolism  the  symptoms  may  be  so  like  those  due  to  hemor- 
rhage that  a  differentiation  is  almost  impossible. 

The  chances  of  the  ca^e  being  one  of  hemorrhage  rather  than  embolism 
or  thrombosis  is  as  6  to  1,  acconling  to  Dana. 

Prog^oaia.^Many  cases  of  hemorrhage  into  the  brain  sun*ive  the  first 
rupture,  but  if  so  they  nearly  always  fall  victims  to  subsequent  attacks.  Out 
of  441  cases  occurring  in  St.  Thomas'  and  St.  Bartholomew's  Hospitals, 
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London,  375   proved    fatal,  a  mortality  percentage  c 
centage  is,  however,  far  too  high  for  private  practice, 
are  often  seen.     In  the  severe  cases  in  which  the  con 
temperature  low  and  then  quite  high,  the  paralysis  £ 
of  the  bladder  or  bowels  impaired,  death  will  probably 
attack,  and  if  Cheyne-Stokes  breathing  is  present  death  i 
place  within  a  few  hours.    If  the  hemorrhage  affects  the 
death  may  come  on  speedily,  but  when  the  hemorrhage 
often  survives.    When  the  hemorrhage  is  cortical  the 
than  in  the  other  forms  unless  the  pressure  symptoms 
patient  not  rarely  dies  from  pulmonary  oedema  or  pneu 
current  disease. 

Treatment. — Apoplexy,  like  other  forms  of  internal  h 
be  materially  benefited  by  medicinal  treatment.  If  nai 
a  clot  to  plug  the  bleeding  vessel,  the  hemorrhage  mu; 
has  done  so  much  damage  that  death  is  inevitable  unless 
surface  or  in  the  meninges,  when  surgical  relief  should  b 
pressure  with  which  the  blood  escapes  into  the  soft  text 
so  great  that  if  the  leak  is  of  any  size  the  mechanical  in 
tissues  must  be  very  great,  and  for  this  reason  the  org 
disabled. 

Until  the  recent  researches  of  Gushing,  of  Baltimore 
significance  of  high  arterial  pressure  in  cases  of  he: 
sations  inside  the  skull,  it  was  universally  taught  thi 
a  full,  bounding  pulse  in  a  case  of  apoplexy  indicate 
ticularly  if  at  the  same  time  there  was  distinct  venous 
thought  being  that  by  this  means  the  blood  pressure  woi 
that  there  would  be  a  corresponding  decrease  in  the  lea 
tured  vessel.  Cushing's  investigations  have  apparently 
doubt  that  the  high  arterial  pressure  which  is  so  constant 
who  suffer  from  hemorrhage  inside  the  skull  is  an  effort 
tain  the  blood  supply  to  the  vital  centres  at  the  base  of 
if  this  blood  supply  cannot  be  maintained  because  of  a  fall 
death  speedily  ensues.  In  other  words,  the  maintenano 
pressure  in  these  cases  is  an  advantageous  sign,  and  any 
m  arterial  tension  is  an  indication  that  the  vasomotor 
paralyzed  and  that  the  blood  supply  to  the  centres  at  th 
is  becoming  impaired.  If  Cushing's  studies  are  correctly 
venesection  or  the  administration  of  vascular  sedatives 
of  lowering  tension,  is  therefore  a  distinctly  harmful  m< 
and  truth  demands  that  we  should  admit  that  the  ph} 
if  anything  in  the  way  of  controlling  the  escape  of  bloc 

For  the  purpose  of  apparently  malung  an  effort  to  do  g 
the  friends  who  may  demand  activity  rather  than  mastei 
mustard  foot-bath  may  be  given,  and  some  diffusi 
Hoffmann's  anodyne  may  be  used  if  the  patient  is  al 
atropine  may  be  given  if  arterial  tension  falb  and  the  suj 
and  clammy. 
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If  vomiting  occurs,  the  patient  should  be  promptly  turned  on  one  side 
so  that  free  drainage  from  the  month  may  take  place,  and  in  order  that 
particles  of  forjd  may  not  be  drawn  into  the  respiratory  passages. 

If  the  tongue  falls  back  in  such  a  manner  as  to  make  the  breatliing 
diflBcuIt  it  should  be  drawn  forward  by  means  of  the  fingers  covered  with 
a  towel.  If,  by  chance,  the  patient  is  convulsed,  his  tongue  shouhl  be  pro- 
tected from  damage  by  placing  between  the  teeth  a  penholder  or  tooth-brush 
handle  covered  with  a  piece  of  mushn. 

The  patient's  ho<Iy  should  always  be  put  in  that  position  in  which  breathing 
is  most  easily  carried  on. 

The  treatment  after  the  hemorrhage  has  ceased  consists  in  absolute 
rest,  in  the  application  of  an  ice-bag  to  the  head,  and  attention  to  the 
bowels  and  bladder  to  prevent  them  from  becoming  overdistended. 
Gentle  purgation  is  probably  advantageous  for  its  influence  upon  the 
brain.  If  any  evidence  of  nervous  excitation  exists,  it  nuiy  be  controUetl 
by  small  doses  of  the  bromides  or  morphine.  If  any  tentieticy  to  sec- 
ondary reaction  develops  in  the  course  of  a  few  days,  cold  to  the  head 
ami  small  doses  of  aconite  to  quiet  the  circidation  may  be  administered. 
Later  on,  with  tlie  hope  of  diminishing  the  paralysis,  iodide  of  potassium 
may  be  given  in  uKKlenite  doses  in  order  that  it  may  aid  in  the  absorption 
of  the  extravasated  blood  and  remove  products  of  inflammation.  There  is 
little  use  in  giving  the  iodide  of  potassium  for  the  purpose  of  causing  absorp- 
tion earlier  than  two  or  three  weeks  after  the  hemorrhage.  Strychnine  is 
usually  not  valuable  in  these  cases,  as  it  is  very  apt  to  produce  spasm  or 
contracture  in  the  parts  which  are  paralyzed  by  irritating  the  motor  tracts 
in  the  spinal  cord. 

From  tliree  to  four  weeks  after  the  hemorrhage  it  is  often  advantageous  to 
apply  a  slowly  interrnpte<l  faradic  current  to  the  paralyze<l  muscles,  with 
the  object  of  maintaining  their  nutrition  by  exercise  and  keeping  them  in 
the  best  possible  condition,  in  the  ho[)e  that  eventually  they  may  receive  a 
sufficient  amount  of  nervous  impulse  from  the  cerebral  centres  to  be  able 
to  respond  sufficiently  to  permit  the  patient  to  move  his  limbs.  Massage  is 
another  excellent  means  to  combut  the  loss  of  power.  Passive  and  active 
movements  followed  by  a  course  of  systematic  exercises  will  render  valuable 
service  in  comhatitig  secondary'  contractures  of  the  paralyzed  extremities. 
Great  care  sliould  be  tjiken  that  all  stimulants  which  increase  circulatory 
activity,  and  all  fomJs  which  readily  cause  indigestion,  l>e  avoided,  as  these 
two  factors  tend  to  produce  that  most  unfortunate  complication,  another 
hemorrhage. 

INFANTILE  CEREBRAL  PARALYSIS. 


Definition. — As  a  result  of  injury  or  disease  of  the  brain  during  fetal  life 
or  soon  after  birth,  it  not  rarely  happens  that  certain  portions  of  the  cere- 
brum fail  to  develop,  and  as  a  consequence  a  number  of  very  characteristic 
conditions  are  produced,  which  depend  in  their  nature  upon  the  site  and 
size  of  the  atrophied  region. 

These  conditions  can  be  grouped  in  three  divisions:    In  the  first  there  is 
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a  spastic  paralysis  which  may  be  limited  to  one  side  of  the  body  (spastic 
hemiplec^ia),  or  it  may  be  bilateral  (spastic  diplegia).  In  spastic  diplegia 
the  legs  may  be  affected  alone  or  the  arms  and  legs  may  both  be  involverj. 
The  second  class  is  chiefly  characterized  by  mental  failure  varying  in  severity 
from  slight  intellet^tual  deficiency  to  absolute  idiocy.  In  some  instances  the 
defect  i.s  manifested  by  epileptic  attacks.  Tiic  third  cla-ss  presents  disorders 
of  the  special  senses,  such  as  blindness,  deafness,  mutbin  from  deafness, 
and  it  may  l>c  epileptic  seizures  as  well. 

Etiology. — Acute  infectious  disease  occurring  in  the  mother  during  preg- 
nancy may  result  in  lesions  in  the  fetal  brain.  Syphilis  may  also  act  in 
this  matiner.  It  is  probable,  too,  that  definite  developmental  defects 
may  be  liereditary,  as  when  the  parent  or  parents  are  epileptics,  neurotic, 
alcoholic,  or  otherwise  degenerate.  Premature  lal>or  is  a  frequent  cause  of 
diplegia*  A  very  large  proportion  of  cases  *levelop  as  a  result  of  injur)' 
flaring  birtfi  because  of  a  meningeal  or  cerebral  liernorrhage.  In  a  few 
cases  the  damage  is  due  to  a  fall  in  early  infancy,  and  in  still  otiiers  there 
develops  some  time  (luring  the  first  three  years  of  life  a  cerebral  thrombosis, 
a  hemorrhage,  an  encephiditis,  or  a  meningitis  which  is  followe<l  by  the 
brain  .symptoms  about  to  be  descTilx-d.  Such  a  condition  may  arise  as  a 
complication  or  .sequela  of  any  one  of  the  acute  infectious  di.seases  of  child- 
hoo(l.  A  convulsion  may  be  saiti  to  be  the  cause  in  certain  cases,  but  it  b 
probable  that  the  lesion  in  the  brain  is  responsible  for  this  symptom  rather 
than  that  it  is  the  provoking  factor.  Finally;  there  are  certain  cases  in  which 
it  is  impossible  to  duscover  any  cause  whatever. 

Pathology  and  Morbid  Anatomy. — When  spastic  paralysis  is  present  it  is 
due  to  a  lesion  which  involves  the  motor  portion  of  the  cerebral  cortex  and 
neigbboring  convulutions.  The  lesion  itself  in  long-standing  cases  is  scle- 
rotic or  atropliic  in  character  and  is  associated  with  similar  changes  in  the 
motor  fibre-s,  which  pass  from  the  cortex,  and  in  the  basal  ganglia  as  well. 
In  some  case-s  tlie  sclerotic  change  is  limited  to  these  ganglia.  \M)en  there 
is  diplegia  both  sides  of  tlie  brain  are  involved.  In  that  ty|>e  of  case  in 
which  mental  impairment  is  present  the  atrophy  and  sclerosis  affect  the 
anterior  convolutions  of  the  brain,  ami  when  disorders  of  special  sense  are 
present  it  is  beciiuse  the  perceptive  centres  of  the  senses  affecte*!  are  involved 
in  the  damaged  area.  It  is  readily  seen,  therefore,  that  as  the  lesions  are 
distributeil  so  are  the  manifestations  of  the  disease  varied. 

The  exact  nature  of  the  cerebral  lesions  has  been  found  to  be  of  several 
types:  (I)  .\  localized  atropliy,  or  failure  of  <levelopment.  may  produce 
an  excavation  of  the  surface  of  the  brain,  usually  due  to  meningeal 
hemorrhage  at  birth,  with  formation  of  a  clot  which  indents  the  delicate 
cortex  permanently.  This  indentation  is  called  porencephaly  (poros,  the 
Greek  word  for  "hole").  (2)  \  sclerotic  process  with  overgrowth  of  con- 
nective tissue  and  atrophy  of  tlie  nervous  j)rotoplasin  may  be  present.  (3) 
Imperfect  development  of  the  cerebral  cells  may  be  found.  (4)  Atrophy 
may  follow  cerebral  softening  prorhiced  by  the  closure  of  a  vessel  by  an 
erabnlus  or  thrombus.  (5)  An  inflammatory  process  in  the  pia  mater 
may  cause  an  adhesion  to  the  cerebrum  and  so  cause  atrophy  (meningo- 
encephalitis),   (6)  A  cerebral  hemorrhage  may  not  only  destroy  the  cerebral 
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venincies  may  be 
(9)  Rarely  an 


tissue,  but  cause  a  cyst  to  develop.     (7)  A  cyst  may  cause  atrophy  from 

pressure.     (8)  Hyclroceplialus,  in  which  state  tlie  cere* 

so  distended  that  tlie  brain  tissues  atrophy  from  pressure. 

external  liydrocephalus  may  produce  the  same  results. 

Symptoms. — The  symptoms  in  a  child  atfected  by  this  accident,  like 
those  of  ordinary  apoplex}',  vary  greatly  in  speed  of  onset,  in  severity,  and 
in  tj'pe.  Wiien  the  lesion  occurs  at  birtii  tliere  are  oftt^n  no  symptoms  for 
sevenil  days  or  even  weeks,  except  it  may  be  an  unusual  limpness  of  the 
limbs  and  some  difficulty  in  swallowing.  In  other  cases  unitaieral  spamis 
or  general  convul.'^ioTis  speeilily  develop,  but  thrse  are  not  of  l*»nj^  duration, 
and  it  is  noticed  that  the  child's  head  is  not  lithi  erect,  but  I'liUs  from  side  to 
side,  backward  or  forward.  The  convulsions  may  affect  the  entire  body, 
or  be  confined  to  the  side  in  winch  paraly.sis  is  al)Out  to  develop.  Associated 
with  these  convulsions  there  is  a  marked  n>e  in  iemperalnrv,  tlie  fever  some- 
times reachin^j;  as  high  as  105°.  After  the  convulNion  there  may  be  jiosi- 
ccmvul-nve  coma,  whicli  may  last  several  days.  Gradual  improvement  now 
takes  place,  and  as  the  clnhl  returns  to  consciousness  it  is  found  that  there 
is  loss  of  pf>tver  ujyivi  one  side  of  ike  body.  Shortly  aftenvard  it  is  also  noticed 
that  the  arm  U[M>n  the  affected  side  is  not  only  paralyzed,  but  that  it  is  in  a 
somewhat  spa.stic  state.  The  le^  suffers  in  a  similar  manner.  Later  on, 
clubfoot  and  a  sharply  flexed  hand  develop  from  secondary  contractures. 
The  paralyzeil  lirnbtt  fail  to  ilcvelop  as  tliey  should,  become  atrophied^  and 
are  often  considerably  shorter  than  the  limbs  upon  the  healthy  side.  The 
reflexes  are  exaf/f/erated.     Sensation  is  not  impaired. 

If  the  child  survives,  the  paralyzed  parts  gradually  become  markedly 
distorted  and  tenotomies  may  ha  necessary  to  prevent  the  contracture  from 
causing  so  great  a  deformity  as  to  make  any  motion  impossible.  Even  these 
means  may  not  make  walking  possible.  If  tlie  intellectual  {)ortions  of  the 
brain  are  not  involved,  and  if  the  patient  reaches  the  years  of  puberty,  it  not 
infrequently  happens  that  by  prulonged  training  a  verj-  remarkable  degree  of 
ability  is  developed  in  the  non-j)aralyzed  si<le  so  that  tiie  individual  can  follow 
some  pursuit  which  will  render  him  self-supporting.  In  other  instances,  how- 
ever, the  spastic  condition  of  the  affectetl  limbs  is  very  marke<l.  the  hand  is 
sharply  flexed  at  the  wrist,  and  athetoid  movements  of  (lie  fingers  may  be 
present  whenever  any  attempt  is  made  to  move  them.  I'hese  athetoid  move- 
ments occur  very  soon  after  the  paralysis  is  noticed  in  certain  cases.  In 
others  they  do  not  ilevelop  for  a  long  time.  The  state  of  the  legs  is  even  more 
noticeable,  if  such  a  thing  be  jwssible.  Here  we  find  that  the  parts  are  at 
once  placeii  in  strong  extension  if  they  are  touched,  the  muscles  of  the  calf 
are  tightly  contracted  and  the  feet  are  inverted  and  tnrne<^l  inward.  The 
thighs  are  abducted.  When  the  attack  comes  on  after  the  child  has  learned 
to  speak,  there  ma}'  Ijc  marked  aphasia  for  a  time,  l)ut  this  symptom  often 
gradually  disappears. 

Spastic  diplegia  may  affect  either  the  arms  or  the  legs,  usually  both  anns 
and  legs,  and  is  characterized  not  only  by  loss  of  power  in  these  parts,  but 
by  rigidity,  which  is  particulariy  marked  in  the  lower  extremities.  The 
symptoms  usually  develop  slowly,  not  acutely  as  they  do  in  spastic  hemi- 
plegia. 


928 


DISEASES  OF  THE  NERVOUS  SYSTEM 


I-IG.  119 


Various  deformities  of  the  lower  limbs  occur,  and  the  muscles  of  the 
trunk,  particularly  at  the  back,  are  so  rigid  that  the  child  is  as  if  fixed 
in  a  plaster  cast.     In  other  instances  where  the  con<lition  has  developed 

some  time  after  birth »  the  patient  can 
sometimes  walk  by  the  aid  of  a  cane 
or  crutches,  but  in  those  instances  in 
wliich  the  lesion  is  severe  the  contrac- 
tures uiui  iithetoid  movements,  the  exag- 
<;cration  of  the  reflexes,  and  the  imper- 
fectly developed  muscles  all  combine  to 
make  the  child  absolutely  helpless. 
There  is  no  loss  in  the  control  of  the 
spliincters  nor  any  trophic  disturbance^ 
in  the  way  of  l>ed-sores,  nor  are  the^| 
any  sensory  disturbances.  ^^ 

Both  of  these  types  not  infre(|uently 
suffer  from  epili'j>tir  con\^^lsions,  which 
may  be  of  the  Jacksonian  type.  In 
those  cases  which  are  due  to  lesions  in 
the  inteileetual  area  of  the  brain,  idic 
may  be  [present.  In  those  instances  : 
whicli  the  tlefect  of  mental  power  Ls  no 
complete  tlie  patient  is  called  an  inil 
cile.  Sucli  patients  are  often  subject 
violent  outbursts  of  anj^r,  to  attacks 
malicious  mischief,  and  are  often  exc 
in^ly  filtliy  in  their  habits. 

In    the  cases   in   wliich  the    posterio 
portions  of  the  brain  are  affected,  the  HLs-l 
orders  of  special  sense  do   not    usually 
make  themselves  manifest  until  the  child 
is  at  least  a  year  or  eighteen  months  old,  I 
Often     prior    to  the    discovery  of  any] 
symptoms  of  disorder  of    special  sense,  ' 
epileptic  convulsions    have  callecJ  atten- 
tion to  the   fact  that   the  cerebral  de- 
velopment   is    imperfect.    In  some  in- 
stances the  disorders  of  i-ision  may  amount  to  nothing  more  than  a  hemia- 
nopsia.   In   others  there  may  be  total  blindness,  or  deafness,  or  loss  of 
smell  and   taste.      In  these  cases  also   onlinary  epilepsy  and  Jacksoninn 
epilepsy  are  often  present.      In  some  instances  minor  epilepsy  takes  Ibe 
plaee  of  major  epileptic  attacks. 

When  a  hemiplegia  develops  in  a  child  of  a  year  or  more  it  is  usuallv  due 
to  hemorrhage  or  embolism  or  to  the  polioencephalitis  of  Strumpel  rather 
than  to  meningeal  disease. 

Diagnosis.— The  diagnosis  in  a  well-ileveloped  case  of  infantile  cerebral 
paralysis  is  not  difficult.  The  early  development  of  the  malady  (after  a  hsni 
labor  it  may  be) ,  the  marked  arrest  of  normal  development,  and  the  epileptic 


Hflmipleffia.  with  contracture*.  The  pttient 
had  flufTeroU  amoo  the  a^o  of  two  years. 
(Cursohmann.) 
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convulsions,  with  the  spastic  state  of  the  muscles,  all  separate  this  form  of 
infantile  paralysis  from  those  forms  which  depend  for  their  existence  up>on 
lesions  in  the  spinal  corti,  for  in  the  latter  the  paralyzed  parts  are  flaccid. 
There  are,  however,  two  forms  of  spinal  spastic  palsy  of  chihlhowl  with 
which  this  condition  can  be  confused,  one  of  whicli  is  the  s{)-callet!  "hered- 
itary spastic  spinal  paralysis,"  but  in  this  disease  the  mental  symptoms 
are  lacking  and  the  condition  is  progressive.  The  second  state  which 
resembles  this  disease  is  **  amaurotic  family  idiocy,"  but  in  this  malady  the 
paralysis  may  be  flaccid  or  spastic  and  blindness  is  an  early  symptom. 

Prognosis. — It  must  he  evident  that  the  prognosis  as  to  complete  recovery* 
in  severe  cases  is  an}lhing  but  gotMl,  In  those  cases  in  whicli  tlie  mental 
powers  are  feeble  and  convulsions  frequently  recur,  the  outlook  is  bad  both 
as  to  recovery  and  a  long  duration  of  life.  If  they  live  they  are  hopeless  imbe- 
ciles or  idiots.  When  the  affection  is  conflneil  chiefly  to  one  side  of  the  brain 
— that  is,  when  tliere  is  hemiplegia — adult  years  may  be  reached  and  ordinary 
mental  pursuits  followed  in  many  cases. 

Some  of  these  patients,  moreover,  can  be  materially  improved  by  proper 
training,  in  which  instance  special  senses  which  are  not  impaired,  or  intel- 
lectual centres  which  have  escaped  the  wreck,  may  be  developed  to  such  an 
extent  that  a  fair  degree  of  comfort  and  intelligence  may  be  attainable. 
The  convulsions  cannot  lie  cured,  as  they  depend  upon  faulty  development, 
but  tliey  may  l>e  modified  by  skilful  treatment,  consisting  in  the  administra- 
tion of  neiTous  sedatives,  the  avoidance  of  all  causes  of  nervous  excitement 
and  irritation,  and  the  moderate  employment  of  the  bromides.  As  a  rule, 
better  results  can  l>e  obtained  from  hygienic  metliods  and  from  mental  train- 
ing in  an  institution  devoted  to  this  purpose  than  can  be  obtained  at  home. 
At  one  time  it  was  considered  that  operative  interference  migfit  lie  of  very 
great  value  in  these  cases,  but  we  now  know  that  little  can  be  ex[)ected  from 
such  a  plan  of  treatment.  In  those  cases  in  which  the  skull  has  seemed  to 
l)€  abnormally  small  it  was  proposed  that  the  skull  should  be  cut,  or  bone 
should  be  removed,  in  such  a  way  as  to  permit  expansion  of  the  brain.  But 
the  smallness  of  the  skull  is  probably  more  dependent  upon  the  size  of  the 
brain  than  is  tlie  size  of  the  i)rain  upon  the  con^lition  of  the  skull.  In  some 
instances  tlie  parents  prefer  running  the  risk  of  the  chiUrs  death  as  the 
result  of  such  a  grave  operation  rather  than  to  have  it  continue  a  hopeless 
invaliti,  and  in  such  cases,  if  tfiere  are  distinct  localizing  symptoms,  epileptic 
or  otherwise,  the  question  of  cerebral  localization  and  operation  must  be 
carefully  consideretl. 

Little's  Disease. — The  name  *'  Little's  disease"  has  been  applied  by  some 
writers  to  the  cerebral  palsies  of  childhood;  but  is  probably  best  restricted 
to  cases  in  which  there  is  congenital  spastic  rigidity  of  the  limi>s,  particu- 
larly of  the  legs,  tending  to  improvement.  In  I^ittle's  disease,  thus  defined, 
there  is  normal  mental  capacity  and  no  epilepsy  or  athetosis.  The  condi- 
tion is  purely  motor  from  defective  development  of  the  pyramidal  system 
in  the  brain  or.  according  to  Dejerine.  'a  the  spinal  cord. 
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APHASIA. 

Definition  and  Symptoms. — Aphasia  is  a  condition  i 
of  speech  becomes  impaired  or  arrested  as  the  resul 
those  parts  of  the  brain  which  are  concerned  with  tl 
in  woi^ds.  For  the  power  of  speech  it  is  necessary  th 
have  not  alone  the  motor  centres  which  will  cause 
movements  which  give  rise  to  certain  sounds,  but  ir 
be,  in  close  association  with  these  centres,  others  in  w! 
an  idea  must  originate,  and  still  others  in  which  a  sei 
of  words,  or  sounds  of  words,  is  stored.  When  a  ch 
an  object,  such  as  a  horse,  is  pointed  out  to  him,  anc 
frequently  repeated  at  the  same  moment.  He  therefc 
a  certain  shape  and  form  with  the  word  "horse."  F 
necessary  that  his  \nsual  apparatus  shall  carry  to  his 
and  that  his  brain  should  store  up  that  form  as  typii 
It  is  also  necessary  that  his  auditory  apparatus  shall 
certain  sound  or  sounds,  and  that  his  brain  shall  ass( 
the  form  that  he  has  seen.  In  addition  it  may  be  tl 
stroked  the  horse,  and  so  his  sense  of  touch  has  conve; 
tain  model,  or  form,  which  is  associated  with  those 
his  eyes  and  ears.  When,  therefore,  he  sees  a  horse  a 
ories  or  imprints  derived  from  these  various  sources 
attempts  to  reproduce  the  word  "horse"  by  a  process 
certain  muscles  which  are  necessary  for  making  this  so 
fore  in  one  sense  a  complicated  function,  closely  conn 
of  special  sense,  of  intellection,  and  with  the  motor  neu 
perhaps  made  more  clear  hy  the  following  diagram: 


o 


A,  pathways  for  rec€^vlDg  imprtnU  or  models ;  B,  centre  for  vtonge  of  nu 
motor  memories ;  D,  concept  centre  ;  E,  motor  oeoties  for  oontrolUnf 


•  L 

'  i 


A  visual  impulse,  an  auditory  impulse,  a  touch  i 
impulse,  or  a  taste  impulse,  or  all  of  them  together, 
where  they  are  received  and  stored.  From  B  these 
are  transmitted,  whenever  they  are  needed,  to  those 
which  are  concerned  with  the  power  of  the  conceptio 
may  be  transferred  directly  to  C,  which  may  transfo 
by  mimicry,  without  any  idea  or  higher  intellectual  p 
cemed  with  imitation.    If  the  child  thinks  of  a  hoi 


APHASIA 


931 


memories  of  the  character  of  a  horse  from  B  and  sends  from  D  an  impulse 
which  cause  C  to  send  impulses  to  the  orj^ans  of  speech.  It  is  evident, 
therefore,  that  if  the  sensory  tracts  are  diseased  before  the  centres  for  storing 
the  character  of  external  objects  have  received  and  retained  models  or 
impressions  sj>eech  will  be  impossible,  or  if  any  part  of  the  mechanism 
described  in  the  diagram  is  undeveloped  or  damaged,  the  entire  chain 
fails  because  one  of  its  links  is  broken. 

This  process  may,  however,  be  even  more  complicated  than  that  described. 
Thus,  there  may  bo  store<l  in  the  storage  centre  not  only  the  model  or  imprint 
of  a  horse  but  also  the  additional  memory  of  the  appearance  of  the  word 
** horse'*  when  in  type,  an<l  in  addition  there  may  be  stored  the  memon'  of 
certain  movements  which  are  characteristic  of  a  horse,  so  that  the  child  can 
imitate  its  movements  or  perhaps  draw  an  outline  of  its  appearance.  While 
pantomime  and  drawing  are  not  speech,  they  arc  so  nearly  related  to  it  as  to 
really  form  part  of  it.  Again,  it  is  necessary  that  there  shouid  be  stored  at 
C  the  models  or  memories  of  those  muscular  movements  which  will  give  rise 
to  the  sound  of  the  word  horse,  for  this  is  part  of  learning  how  to  talk. 

In  certain  easels  in  which  the  brain  is  diseased  the  patient  may  see  and 
feel  and  hear  a  horse,  and  his  concept  centres  may  know  perfectly  that  a 
horse  is  before  him,  or  that  the  word  "  horse  "  is  in  print,  but  he  cannot  say 
the  word  "horse"  because  the  centres  concerned  with  the  storage  of  mem- 
ories of  the  muscular  movements  necessar}'  to  speak  the  word  "horse"  are 
destroyed.  He  may  write  the  wonl  "  horse  "  or  draw  a  horse,  but  he  cannot 
say  *' horse. "^  To  this  form  of  motor  aphasia  the  word  aphemia  is  applied. 
If  the  centre  in  which  the  memories  of  how  to  write  the  word  "horse"  are 
destroyed  the  condition  is  calle4i  agraphia,  and  if  those  in  which  the  muscular 
movements  required  to  describe  a  horse  by  gesture  are  diseased  it  is  said 
to  be  amimm.  When  the  tracts  that  associate  the  storage  centres  for  mem- 
ories of  wonls  are  interfered  with,  the  patient  skips,  or  jumbles,  or  repeats 
his  words,  and  this  is  called  conduction  aphasia;  and  if  he  speaks  one  word 
when  he  means  another,  it  is  callei)  paraphasia. 

On  the  other  hand,  when  tlie  sensor^'  jx)rtion  of  the  speech  mechanism 
is  diseased  the  patient  may  he  able  to  say  the  word  "horse,"  but  if  he  sees 
a  horse  he  cannot  say  that  he  has  seen  it  because  he  has  lost  the  memories 
of  the  horse;  or  if  he  sees  the  word  *'  horse  '*  in  print,  he  may  be  able  to  repro- 
duce the  letters  in  writing,  in  their  order,  but  he  is  entirely  unable  to  read, 
for  he  has  lost  the  memory  of  the  significance  of  these  letters  when  so  joined. 
This  is  called  alexia,  or  word  hlimlness,  an  unfortunate  term,  as  blindness 
would  indicate  failure  of  visual  power,  which  does  not  exist.  Again,  in  cer- 
tain cases  there  is  loss  of  memory  of  sounds.  The  voice  of  a  speaker  may 
be  heanl  and  even  imitated,  but  the  patient  understands  nothing  more  than 
if  an  unknown  language  was  spoken.  It  conveys  no  idea  to  his  mind.  This 
is  called  ivord  deafness — another  unfortunate  term,  because  hearing  in  the 
ordinary  sense  of  that  word  is  perfect.  Apraxia  is  still  another  nearly 
related  state  in  which  the  patient  fails  to  appreciate  tJie  purposes  or  uses 
of  an  object.  He  may  see,  hear,  and  touch  a  knife  or  a  coin,  but  his  mind 
cannot  grasp  its  uses. 

'  Am  ft  mftUw  of  faet,  ih«w  powan  an  usually  lo«t. 
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Vfhen  we  come  to  study  the  lesions  which  produce  these  disturbances 
in  the  ability  to  express  an  idea,  we  find  that  when  the  patient  has  apheniia 
or  motor  aphasia  the  damage  has  been  done  to  the  third  left  frontal  con- 
vokition  (Broca's  convolution).  In  .such  a  case  he  also  cannot  write  either 
his  own  ideas  or  the  words  that  he  hears  spoken,  but  he  can  copy.  If  the 
lesion  is  a  severe  one,  liis  power  of  understanding  words  he  sees  written  or 
hears  spoken  is  usually  impairc*!.  In  otlier  words,  he  also  suffers  from 
word-blindne^ss  and  wonl-deafness.  When  he  has  word-blindness  or  alexia 
the  lesion  is  at  tlie  angular  g}Tus.  If  there  is  a  pure  alexia  the  lesion  is  t^ 
the  subcortical  substance  of  the  angular  gyr\xs.  Aphasia  also  develop 
when  a  lesion  takes  place  from  hemorrhage,  embohsm,  or  thrombosis  in  tli 
knee  of  the  internal  capsule,  for  at  this  point  the  fibres  which  couve 
speech   impulses  are  destroyed. 
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Intracranial  tumors  arise  from  the  substance  of  the  brain  itself  or  fron 
the  membranes  whieli  surround  it.  A  great  variety  of  these  growths  have 
been  recorded,  but  by  far  the  most  common  are  tul^ercle,  gumma,  glioma, 
and  sarcoma.  Cancer,  fibroma,  osteoma,  neuroma,  and  vascular  tumor: 
also  rarely  occur.    Echinococcus  cysts  may  develop. 

Etiology  and  Frequency. — The  causes  of  tlicsc  morbid  growths  are  nof^ 
understood  except  iw  the  case  of  tubercle  and  gumma.    Sex  seems  to  exercise 
a  very  distinct  influence,  for  we  find  that  males  suffer  very  much  more  fre- 
quently than  fenuiles.     Gowers  states  that  out  of  650  cases  of  brain  turaor 
440  occurred  in  males  to  210  in  females.    Dana  gives  the  figures  at  044  to 
320,  and  Starr's  figures  are  nearly  i<lentical  in  their  proportions.    This  gn-^l^^ 
preponderance  in  males  is  not  explaineil  by  either  syphilis  or  injur>',  for  B^ 
there  is  no  greater  frequency  of  gumma  in  men  than  in  women.     On  the 
contrary,  tul)ercle  and  glioma  are  the  growtlis  that  are  particularly  fre^ 
(]uent  in  men.    Gowers  has  shown  that  after  the  first  six  months  of  life  till 
old  age  all  ages  suffer  about  eijually.     Thus,  the  percentage  in  the  firet 
tiecade  is  18.5,  in  the  second  M,  in  the  third  20.  in  the  fourth  deca<le  18.5, 
and  in  tlie  fifth  14.     Most  of  the  growths  in  childhood  are  tuberculous, 
and  indeed  tiiey  form  53  per  cent,  of  all  growths  at  all  ages,  if  gumma  be 
excluded. 

Pathoiog^  and  Morbid  Anatomy. — Tumors  of  the  brain  affect  its  tissues 
in  its  different  areas  iis  follows,  according  to  Gowers:  In  the  hemispbcrw 
297,  in  the  cerebellum  179,  in  the  base  of  tfie  brain  76,  in  the  pons  59,  in  the 
centra!  ganglia  4S,  in  tlie  medulla  31,  in  the  corpora  quadrigemina  13,  and 
in  the  cms  10. 

Tubereulous  tumors  occur  as  solid,  firm,  round  masses  which  are  not 
rarely  multiple.  Their  size  varies  from  that  of  a  pea  to  a  hen's  egg  or  even 
larger.  The  growth  starts  from  the  lymphoid  sheatlis  of  the  vessels,  and 
rapidly  obliterates  them.  For  this  reason  it  is  devoid  of  vessels  and  its  tissue 
soon  undergoes  necrosis,  so  that  on  section  it  is  cheesy  and  shows  spots 
of  softening.     As  the  surface  is  soft,  and  the  surrounding  brain  substance 
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is  also  softened,  tlie  mass  is  clearly  outlined,  hence  the  name  tuberculoma. 
Finally,  the  growth  may  become  calcified  or  undergo  suppuration.  Tuber- 
culous growths  are  often  found  in  the  cerehelluni,  and  they  also  occur  in  the 
pons  and  cerebnnii.  When  in  the  cerebrum  they  are  usually  found  along 
the  great  vessels  in  the  interpeduncular  space  or  in  the  fissure  of  Sylvius; 
not  rarely  the  growth  is  near  a  l*acchionian  bo<ly,  but  it  may  be  found  ir 
the  depths  of  the  centrum  ovale. 

Gun»mata  of  the  brain  rarely  reach  a  size  greater  than  that  of  a 
bickory-nut.  Tliey  are  also  somewhat  cheesy  in  appearance  and  have 
an  irre-gular  surface,  which  may  be  gehitinous,  or  indurated  and  hard, 
and  enclosed  in  a  fibrous  capsule.  These  growths  are  thought  to  spring 
from  the  bloodvessels  of  the  dura  mater. 

Sarcoma  occurs  as  round,  oval,  or  spintUc-cell  tumors  which  destroy  the 
tissues  of  the  brain  as  they  grow.  When  they  are  of  the  gliomatous  type 
they  differ  greatly  from  all  the  growths  so  far  described,  for  they  are  not 
round,  but  extctul  by  a  process  of  infiltration  between  the  ncr\e  cells.  They 
may  be  soft  and  mucoi<l  (myxoglionia),  or  firm  and  fibrous  (fibrogUoma). 
Gliomas  of  the  soft  variety  are  liable  to  hemorrhage.  A  cystic  form  of 
glioma  due  to  softening  is  not  rare,    Gliomata  are  usually  single. 

The  secondary  changes  priKluce<i  by  these  growths  are  of  importance 
and  depend  chiefiy  upon  the  pressure  of  the  tumor  upon  healthy  tissues 
which  in  this  way  are  destroyed.  The  very  growth  of  the  tumor  inside  the 
skull  also  increases  intracranial  pressure,  and  if  it  be  so  situated  that  it 
prevents  the  free  passage  of  cerebrospinal  fluid  from  the  choroid  plexus 
in  the  lateral  ventricle  through  the  third  ventricle  and  the  iter  a  tertio  ad 
quartiim.  veutrivnlumj  then  distention  of  the  lateral  ventricles  or  internal 
hydrocephalus  develops.  A  tumor  of  the  pons,  of  the  corj>ora  fjuadrigemina 
of  the  middle  lol>e  of  the  cerebellum,  or  in  the  thinl  ventricle  may  cause  such 
obstruction.  A  tliird  result  of  the  intracranial  tumor  is  irritation  of  the 
ner\'e  cells  of  the  brain  and  inflammation  in  them  or  in  the  meningeal 
membranes,  and  lastly  it  may  cause  actual  thinning  of  the  skull  by  the 
pressure  induced. 

Symptoma. — By  far  the  most  common  symptom  of  brain  tumor  is  Arad- 
ache.  This  headache  is  usually  severe  and  is  characterized  by  sharp  exacer- 
bations. In  some  instances  it  is  dull  and  boring  in  character.  In  others 
it  is  sharp,  stabbing,  and  tearing.  By  reason  of  its  constancy  it  prevents 
sleep,  and  in  its  most  severe  paroxysms  may  produce  temporary  aberration  of 
vtiTui.  The  pain  is  widely  diffuse<l,  and  is  particularly  severe  if  it  encroaches 
on  the  dura  which  is  supplietl  with  sensation  by  the  fifth  nen^e.  If  the  pain 
is  Walized  it  does  not  necessarily  indicate  that  the  growth  is  in  tliat  neigh- 
borhooil,  although  in  those  cases  in  whicli  the  tumor  is  superficial  the  locality 
of  the  growth  and  of  the  pain  is  often  identical. 

Next  to  headache  in  constancy  as  a  symptom  is  vomiting.  The  expulsion 
of  the  stomach  contents  is  usually  spoken  of  as  '*  projectile/*  and  in  this 
respect  it  resembles  the  vomiting  of  certain  forms  of  intestinal  obstruction. 
Although  the  vomiting  is  severe,  nausea  is  often  absent.  This  symptom  is 
supposed  to  be  most  frequent  and  severe  when  the  growth  is  mpidly  pro- 
gressing,    Verligo  also  occurs  and  varies  in  severity  from  slight  dizziness  to 
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a  degree  which  causes  the  patient  to  fall.  Not  inf] 
causes  the  patient  to  walk  in  the  direction  in  which  it 
go.  Vertiginous  symptoms  are  more  common  in  tun 
than  in  lesions  elsewhere,  and  often  the  patient  falls  1 
very  important  symptom  of  brain  tumor  is  optic  neur 
large  proportion  of  cases  and  which  often  enables  us  t 
brain  tumor  with  the  aid  of  the  ophthalmoscope  w 
toms  are  so  obscure  that  it  is  difficult  to  determii 
patient's  disease. 

Optic  neuritis  is  usually  most  marked  in  cases  of  tui 
of  the  midbrain,  and  of  the  great  ganglia  near  the  ba£ 
quently  when  the  tumor  is  in  the  cortex  or  springs  fro 
branes,  but  the  localizing  value  of  neuritis  is  really  not 
both  optic  nerves  are  involved,  although  sometimes 
one  before  it  attacks  the  other.    Gowers  gives  three 
neuritis:  First,  irritation  of  the  nerve  fibres  produced  1 
finally  causes  inflammation.     Second,  distention  of  1 
the  lymphatic  spaces  of  the  papilla  by  subarachnoid 
contains  irritating  poisons.    The  third  cause  is  thougl 
of  the  meninges,  which  is  so  frequently  present,  and 
the  optic  nerve. 

Slowness  of  thought  and  gradual  mental  failure 
present.     Sometimes  aphasia  develops.     All  these 
prone  to  occur  when  the  tumor  affects  the  frontal 
tom  of  aphasia  is,  of  course,  most  frequently  dev< 
frontal  lobe  is  involved.     Epileptiform  convulsions 
quarter  of  the  cases  of  brain  tumor,  and  are  especi 
instances  in  which  the  growth  directly  or  indirectly 
the  cortex.    So,  too,  there  may  be  symptoms  which  fo 
early  stages  of  an  apoplexy.    Quite  rarely  actual  ruj 
occurs,  and  so  the  symptoms  are  really  apoplectic. 

Paralysis  due  to  brain  tumor  may  be  unilateral  or 
lateral  it  may  manifest  itself  as  a  monoplegia  or  as 
usually  gradual  in  onset,  and  when  hemiplegic  in  type 
of  a  growth  in  the  upper  part  of  the  pons,  in  the  crus, 
sule,  or  over  a  wide  area  in  the  cortex.    Localized  pai 
plegia,  may  be  due  to  a  growth  involving  the  cortex  oi 
the  fibres  have  come  together  so  closely  that  even 
affect  the  whole  bundle  and  produce  widespread  pan 
plegia  involving  the  arm  or  leg  is  not  infrequently  ass 
form  attacks,  limited  to  the  paralyzed  part.    If  the  g 
third  of  the  pons  the  ordinary  form  of  crossed  paralys 
face  being  paralyzed  on  the  side  of  the  lesion,  while 
paralyzed  on  the  opposite  side. 

A  rarer  form  of  crossed  paralysis  (Weber's  syndro 
tumor  of  one  crus  involving  the  third  nerve.  The  ey< 
side  opposite  the  lesion  and  the  pupil  dilated  on  the  side 
arm  and  leg,  as  in  ordinary  hemiplegia,  are  paralyzed  u[ 
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Bilaieral  paralysis  due  to  brain  tumor  can  only  occur  when  the  growth 
is  raulliple  and  presses  upon  hoth  sides  of  the  brain,  or  when  it  is  so  situated 
that  it  can  at  once  cut  off  fibres  from  both  sides  as  they  approach  the  miildle 
area, as  in  the  pons  or  in  the  medulla.  Undcrthese  circumstances  the  legs 
are  usually  more  ufTected  tluin  the  arms,  even  though  the  face  as  well  as 
the  arras  be  includecJ  in  the  paralvsis.  Contractures,  tonic  spasms,  or  con- 
vulsions, either  generalized  or  Jacksonian,  may  also  occur.  They  usually 
indicate  that  tiie  growth  is  situated  somewhere  near  the  cortex,  where 
it  pro<Juces  other  irritations. 

If  the  tumor  is  in  the  frontal  area  and  grows  forward  it  may  cause 
protrusion  of  the  eyeballs  and  paralysis  of  the  extrinsic  muscles  of  the 
eye,  while  if  it  grows  backward  it  may  cause  spasms  and  epileptiform 
convulsions  by  the  irritation  of  the  motor  area  of  the  cortex. 

The  development  of  a  growth  in  the  central  region  produces  symptoms 
which  are  more  definite  than  those  which  are  found  in  association  with 
growths  elsewhere,  because  it  is  the  motor  area  of  the  brain.  Not  infre- 
quently localizeiJ  convulsions,  or  Jacksonian  epilepsy,  occur  in  such  cases 
and  paralysis  limited  to  the  same  muscles  may  follow  such  an  attack.  The 
part  in  which  the  convulsion  begins  and  the  subsequent  paralysis  indicate 
the  presence  of  the  tumor  in  or  beneath  the  centre  supplying  the  centres 
controlling  these  muscles.  Disorders  of  sensation  in  the  affected  limb  may 
be  present,  consisting  of  numbness,  tingling,  and  even  hemiancesthesia. 

When  a  tumor  involves  the  parietal  region  the  symptoms  are  not  definite, 
but  pertain  chiefly  to  common  sensation  and  **  muscle  sense." 

If  the  superior  parietal  lobule  l>e  invadeil  there  is  more  or  less  loss  of 
"  muscle  sense,"  and  often  the  symptom  astereognosis  is  present.  When 
the  angular  gyrus  are  involved,  wonl  blindness  may  be  present. 

When  that  fx^rtion  of  the  parietal  area  near  the  longitudinal  fissure  is 
invaded  we  not  infrequently  have  spasms  or  convulsions  in  the  lower 
extremities  on  the  side  opposite  the  lesion,  because  the  growth  begins  to 
invade  the  part  of  the  leg  centre  which  is  on  the  inner  surface  of  the  hemi- 
sphere. 

Tumors  of  the  occipitid  lobe,  if  in  the  cuncus  or  otherwise  near  the  cal- 
carine  Hssiire,  pro<luce  lateral  homonymous  hemianopsia.  If  the  growth  in  the 
occipital  lobe  is  sufliciently  far  forward  to  involve  some  of  the  parietal  area, 
and  so  do  damage  to  the  angular  gj'nis,  wonl-blindness  and  hemianopsia 
may  develop,  and  if  the  invasion  extends  still  farther,  liemiataxia,  hemi- 
aiia^slhesia,  and  even  some  hemiplegia  due  to  involvement  of  some  of  the 
fibres  of  the  internal  capsule  may  be  present. 

In  the  first  left  temporal  convolution  brain  tumor  produces  word-deafness, 
a  form  of  sensory  aphasia.  Occasionally  large  tumors  in  the  temporal 
area  produce  vertigo. 

Tumors  of  the  corpus  callosum  are  not  only  very  unusual,  but  produce 
symptoms  which  are  not  very  definite,  being  primarily  those  of  mental 
failure  and  secondarily  those  due  to  encroachment  upon  neighboring  parts. 
In  addition  to  the  general  symptoms  of  brain  tumor,  the  growth  in  this 
region  pnxluccs  hemiplegia,  ultimately  developing  into  paraplegia,  great 
mental  dulness,  and  finally  coma. 
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Via.  liil 


SbnwlnKthe  area*  nf  iKe  hrmin  conperiio*!  Mill)  ^wcial  function*.     1.  Prvfrontal    nroi.     2.  rVntrml 
area.      •*).   Pariotal  area.      4.  Ocotpitttl  urea.      5.   TeniptrraJ  ureu.      (MiMiifiel  fnitn  I'uUer.) 


PlO.  122 


6.  Cort'ti'*  <^nll"i"iim.     7.  Ttiidamun  optieun.      10.  C«trpor»  qua«lrigotnini.      H.  Cnu.      12.  Potim, 
13.  Metlulia  oblongBio.      14.  OrebcUum.     15.  Fuurth  ventricle.     ( Modified  from  ft«icb«rt.> 
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WTien  a  tumor  involves  the  great  basal  ganglia  or  the  fibres  of  tlie  internal 
capsule,  hemiplegia  is  the  most  prominent  symptom,  and  hemianisesthesia 
and  choreic  movements  may  be  present. 

If  tiie  posterior  part  (piilvinar)  of  the  optic  thalamus  anrJ  nearby  tissues, 
particularly  one  of  the  optic  tracts,  are  involve*!  by  tlie  growth,  lieniianopsia 
may  be  present,  but  this  hemianopsia  may  l>e  separateti  from  that  which 
is  due  to  a  lesion  in  the  occipital  lobe  by  the  presence  of  Wernicke's  sign 
^hcmianopic  pupillary  inaction). 


Fi(i.  \2'6 


10.  Corpora  quiulricetniim. 


U.  Crii«.      12.  Pnnf*.      13.  Medulla ohlimtptla. 
(M<}tUficd  frum  Reiobert.) 


14.  Ccraballum. 


Having  from  these  several  symptoms  determined  that  a  brain  tumor 
15  present,  it  still  remains  for  the  physician  to  determine  its  locality^  and 
this  can  only  be  tione  by  his  knowletlge  of  cerebral  l*K-alizjitif)iL  For  this 
stUily  the  brain  can  best  be  divided  into  fifteen  parts,  most  of  which  can  be 
seen  on  the  accompanying  diagrams  (Figs.  121,  122,  and  123). 

The  numbers  in  the  text  refer  to  the  numljers  in  the  figures  and  show 
where  the  growth  would  be  situated. 
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I'umora  of  the  preftonul  area 
(See  Fig.  121). 


Tamon  of  the  central  area . 
(See  Fig.  121.) 


Tumors  of  the  parietal  area 

(See  Fig.  121.) 


Tumors  of  the  occipital  lobe 
(See  Fig.  121.) 


Tumors  of  temporal  area 
(See  Fig.  121.) 


Tumors  of  corpus  callosum 

(Very  rare.) 
(See  Fig.  122.) 


7,  8»  9. 
Tumora  of  the  great  basal  ganglia 

and  capsule. 
(See  Fig.  122.  for  7  and  Fig.  118 

for  8  and  9.) 


10. 
Tumor  of  the  corpora   quadrl- 
gemina  (vermis  of  the  cerebel' 
lum)  and  pineal  gland. 
Additional  information  as  to 
these  lesions  can  bo  had  by  study- 
ing Figs.  118  and  123. 


Tablr  of  Cebebbal  Localizing  Syuptoi 

No  symptoms,  or 

Stupidity. 

SllUneas. 

Emotionalism. 

Loss  of  smell  on  one  side  or  both  sides. 

Hemianopsia  and  optlo  neuritis. 

Protroslon  of  the  eyeball. 

Paralysis  of  the  extrinsic  ocular  muscles. 

Jackaonian  epilepsy. 

Sensory  disorders,  tingling  or  hemlaiuesth< 

Impairad  miucle  sense. 

Motor  apbasia  and  agraphia. 

Local  palsy  after  spasm. 

No  symptoms,  or 

Loss  of  muscle  sense  If  supramaiginal  gyr 

Word-blindness  If  angular  gyrus  and  Infei 

Paralysis  or  spasm  of  the  lower  limbs  if  tt 

cerebral  area  is  invaded. 
Perhaps  slight  paralysis  of  the  sixth  nerve 

ailbcted. 
Homonymous  hemianopsia  If  the  cuneus  < 

calcarine  fissure  and  6nt  occipital  convo 
Failure  to  gimsp  meaning  of  surrounding 

cuneus  escapes. 
Word-blindness  and  some  hemianopsia  if  tt 
Hemiataxia,  hemlansestbesia,  and  partial 

capsule  is  slightly  involved  In  the  poster 

mouB  hemianopsia  from  involvement  of 

No  symptoms  If  on  right  side. 
Word-deafhesB  if  the  posterior  part  of  ihe 

convolution  is  involved. 
Vertigo  and  forced  movements,  If  the  gr 

Irritation  of  internal  ear. 

Gradually  developing  hemiplegia  foUowec 
Dulness  and  other  mental  symptoms  8ugg< 
Stupor  )    and  various  symptoms  due  to  i 
Coma    /       structures. 
Death. 

Progiessive  hemiplegia. 

Ana!8theBla(7). 

Choreic  movements  if  tumor  involves  opt 
part  of  capsule  (8).    Starr  thinks  that  th< 

No  localizing  symptoms  if  the  tumor  involv 
nucleus  (9). 

Hemianopsia  and  the  hemioplo  pupUla] 
if  the  optic  tract  or  its  endings  near  the 
thalamus  and  adjacent  tissues  are  invol 
action  of  Wernicke  Is  absent  hemianoptf 
occipital  lobe  Involving  the  cortex  or  th 

Cerebellar  incoordination. 

Forced  movements. 

Ocular  palsies,  often  symmetrical. 

Hemianopsia  if  primary  optic  centres  o: 
blindness  If  destroyed  on  both  sides. 

Deaftaess  or  partial  deai^ess  If  posterior  tt 
gcmina  are  affected. 


1  In  the  preparation  of  this  table  much  use  has  been  made  of  the  ftusts  si 
on  Nervous  Diseases. 

<  A  ray  of  light  thrown  on  the  blind  half  of  the  retina  will  not  produce  re: 
though  the  pupils  react  normally  if  the  light  strikes  the  other  half  of  the  rettn 
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11. 

Tnmors  of  cnu  .    .    . 

(Voy  mre.) 

12, 
Totnort  In  the  poiu    . 

13. 
Tumon  in  medulla 


14. 
Cerebellar  tumor    , 


15. 
Tmnor  In  anterior  fossa  . 


Hemiplegia. 

Hernia  nsestheBla  (?). 

PaTalyais  of  ocalomotor  nerre  upon  same  side  as  tumor  (croned 

pamlyslB). 

Facial  palsy  on  same  side  as  tumor ;  hemiplegia  on  opposite  side 

(croeaed  paraly^). 
TrilkclAl  paralysis  on  same  side  as  tumor  if  below  middle  of  pons ; 

hemiamesthesla  on  opposite  side  (crossed  sensory  paralysis). 
Hemiansesthesia  and  hemiplegia  if  tumor  is  large  and  above  middle 

of  the  pons. 
.  Conjugate  deviation  of  eyes  away  from  the  lesion. 
Hemlpl^:la  and  hemianesthesia  with  hypc^loasal  paralysis  or  other 

cranial  nerve  pAlsy  on  side  of  lesion.    Glycosuria  and  vasomotor 

disturbance. 
L  Symptoms  of  bulbar  paralysis  if  growth  Is  large. 
Headache 
Vomiting 
Vertigo 
Optic  neuritis 
RecllDg  gait  if  in  middle  lobe. 
Glycosuria  and  cranial  nerve  palsies  If  pressing  upon  or  In  middle 

lobe. 
Bulbar  symptoms  (i.  e.,  cxmnial  nerve  patsies). 
Hydrocephalus  if  tumor  presses  on  aqueduct  of  Sylvius. 
Same  symptoms  as  pre^ontal  tumors. 
Loss  of  smell,  sight,  and  oculomotor  paralysis.    Acromegaly,  optic 

neuritis,  and  temporal  hemianopsia  if  the  tumor  Is  in  middle  fossa 

and  involves  0{^c  chiasm. 


unusually  severe. 


Diagnosis. — As  already  stated,  the  important  symptoms  in  the  diagnosis 
of  brain  tumor  are  headache,  vertigo,  optic  neuritis,  convulsions,  and  par- 
alysis. It  must  be  remembered,  however,  that  these  symptoms  are  none  of 
them  pathognomonic  of  brain  tumor,  and  that  each  of  them  is  often  present 
in  other  maladies.  It  is  the  combination  of  symptoms  rather  than  any  one 
of  them  alone  that  indicates  or  establishes  the  diagnosis.  Headache  and 
vertigo  are  due  to  a  host  of  causes,  as  convubions  and  paralysis  are 
common  conditions;  it  is  the  localization  of  the  convulsions  and  of  the 
paralysis,  pointing  to  a  distinct  focus,  that  is  significant.  Hysteria  may, 
however,  cause  localized  palsies  and  localized  anaesthesia.  Sometimes,  too, 
localized  convulsions  are  not  only  due  to  tumor,  but  are  symptomatic  of  a 
general  condition  such  as  poisoning,  or  of  a  widespread  nervous  disease 
such  as  paresis.  The  most  valuable  sign  of  brain  tumor,  optic  neuritis,  may 
be  present  in  chronic  contracted  kidney,  chronic  lead  poisoning,  and  severe 
ansemia,  etc.,  but  these  conditions  can  be  eliminate*!  from  the  case  by  the 
absence  of  the  other  signs  and  symptoms  of  these  maladies. 

Among  the  pathological  states  that  may  produce  symptoms  of  brain 
tumor  is  to  be  mentioned  localized  meningitis  due  to  tuberculosis  or  syphilis. 
"(See  Meningitis.)  In  tuberculosis  the  degree  of  optic  neuritis  is  usually 
slight;  there  is  a  primary  tuberculous  focus  existing  elsewhere,  and,  as  the  case 
progresses,  evidences  of  a  general  meningeal  inflammation  may  develop. 
Syphilitic  meningitis  is  usually  tliffuse,  not  localized,  and  when  localized 
is  to  be  considered  as  a  gumma  or  tumor.  Another  cause  of  such  symptoms 
is  abscess.  This  may  l^e  differentiated  by  its  rapid  development  and  by  the 
presence  of  a  septic  focus  elsewhere,  as  in  the  ear  or  in  other  parts  of  the 
body,     (See  Brain  Abscess.) 
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The  question  as  to  the  character  of  the  growth  is  determined  by  the  fol 
lowing  farts  in  many  cases.  Tuberculous  grow-tlis  are  frequently  met  with, 
particularly  in  children.  The  presence  of  tuberculous  infection  elsewhere 
also  points  to  this  form  of  tumor.  So,  too,  the  presence  of  a  malignant 
growth  ill  some  other  part  of  the  bo*!y  suggests  that  the  lesion  in  the  brain 
is  of  the  same  cimractcr.  A  history  or  the  presence  of  the  scars  of  syphilis 
will  indicate  the  existence  of  a  guiiiina.  Gowers  states  that  if  the  tumor 
be  in  the  cerebellum  or  pons,  there  is  some  probability  "of  its  being  tubercle 
or  glioma,  and  if  it  is  in  the  cortex  the  probabihty  tiiat  it  is  syphilitic  is  con- 
siderable." **A  tumor  outsiile  tlie  brain  ti.ssue  is  probably  sarcoma."  So, 
too,  the  disappearance  of  the  symptoms  under  active  antisyphilitic  treatment 
point  to  syphilis  as  the  cause.  "A  tumor  which  grows  rapidly  at  the  onset 
and  then  becomes  stationary  is  probably  tuberculous." 

Pro^osis, — The  prognosis  in  all  forms  of  brain  tumor  is  grave.  It  is 
least  so  in  gumma  and  next  best  in  tul>ercle,  for  in  the  former  active  treat- 
ment may  cure,  and  in  the  second  a  long  period  of  arrest  may  ensue.  A 
growth  in  the  pons  or  medulla  is  more  dangerous  as  to  life  than  one  in  the 
cortex,  but  tlie  presence  of  severe  symptoms  of  brain  tumor,  be  the  seat  ofj 
the  growth  what  it  may,  is  always  of  grave  omen. 

Treatmeat. — From  what  lias  l>een  said  of  the  etiology  and  patholog 
of  brain  tumor  it  must  be  evident  that  medicinal  treatment  can  do  nothingl 
more  than  palliate  tlie  patient's  suffering,  unless  the  growth  be  syphilitic. 
For  the  relief  of  the  headache  the  various  coal-tar  products,  such  as  ace- 
lanilid,  phenacetin,  or  antJpyrin,  may  be  employed,  and  their  efficiency  is 
usually  much  increased  by  giviug  simultaneously  1  or  2  grains  of  caffeine 
and  10  or  20  grains  of  one  of  the  broini<les.  preferably  the  bromide  of  stron- 
tium or  bromide  of  sodium.  In  those  cases  in  which  the  headache  becomes 
so  severe  as  to  he  insupportable,  hypoilcrmic  injections  of  morphine  may  be 
employed,  but  it  is  an  mteresting  thera]>eutic  fact  that  this  drug  gives  less 
relief  in  the  pain  of  brain  tumor  tlian  in  almost  any  other  aifection  charac- 
terized by  pain.  Excessive  vomiting  is  to  be  checke<l  by  atlministrations 
per  rectum  of  10  or  20  grains  of  chloral  witli  VO  grains  of  bromide  of  sodiuia, 
to  which  may  be  a<lded  30  to  00  minims  of  de<xlorized   tincture  of  opium. 


least  in  ]>art,  by  the  use  of  the  bromides,  or,  if   an  aura  is  present,  by 


4 


So,  too,  epileptiform  convulsions,  if  they  are  severe,  may  be  prevented,  at 
least  in  ]>art,  by  the  use  of  '  " 

inhalations  of  nitrite  of  arayl 

In  those  cases  in  which  there  is  the  history  of  syphilis,  the  administration 
of  mercury  and  the  imiide  of  potassium  is,  of  course,  strongly  indicated, 
and  if  a  gumma  is  producing  symptoms  such  as  convulsions,  which  may       y 
in  themselves  endanger  the  patient's  life,  the  mercury  should  be  pushed  &sj^| 
actively   as  possii>le,   being  given   by  the  mouth,  by   inunction,   by  hypo-'^l 
dermic  injection — that  is.  by  every  avenue  of  entrance — in  the  hope  that  it 
may  exercise   its  influence  >jpon  the  s}^hilitic  growth    before  a  con\Tilsion 
sufficiently  violent  to  cause  death  ensues.     In  other  instances,  when  there 
are  no  acute  sj-roptoins  which  demand  immediate  interference,  protiodide 
of  mercury  may  be  alternated  with  iodide  of  potassium,  iodide  of  sodium, 
or  iodide  of  strontium. 

When  the  growth  is  due  to  tuberculosis  the  administration  of  cod-liver  * 
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oil,  iron,  and  arsenic,  and  residence  in  a  climate  in  which  plenty  of  fresh 
air  and  sunshine  can  be  constantly  otitained,  is  essential.  In  siich  cases 
great  improvement  in  the  general  health  may  do  something  toward  arresting 
the  local  process. 

In  those  forms  of  brain  tumor  which  are  not  tuberculous  or  sypliilitic, 
the  use  of  drugs,  except  to  relieve  pain,  is  pnictically  useless,  and  opera- 
tive interfei'ence  offers  the  patient  the  best  chance  of  recovery.  Surgical 
procedures  ran,  however,  only  he  resorted  to  in  those  cases  in  which  a 
definite  localization  of  the  tumor  can  be  made,  and  where  that  locality  is 
so  situated  that  the  surgeon  can  reach  it  without  doin^  damage  to  vital 
parts.  The  earlier  the  operation  is  performed  the  I  tetter  is  the  outlook. 
M.  Allen  Starr  has  collecteil  400  cases  of  bniin  tumor  which  wwe  operatetl 
upon.  In  154  instances  tumor  of  the  cerebrum  was  successfully  removed, 
and  the  patients  recovered.  In  52  cases  the  patients  died.  In  16  instances 
in  which  the  tumor  was  in  the  cerebellum  it  was  removed  and  the  patients 
recovered.  In  8  instances  death  followed  removal.  It  is  interesting  to  note 
that  in  91  instances  of  supposed  cerebral  tumor  the  growth  could  not  he 
found  on  operation.  The  same  failure  to  discover  a  growth  was  met  with 
in  22  instances  of  supposed  cerel>ellar  tumor. 

Of  the  cases  which  recoverctl  52  were  sarcoma,  29  were  cysts,  8  were 
gummata,  19  were  tuberculous,  and  15  were  gliomas. 

For  the  measures  which  are  to  be  pursued  in  the  removal  of  brain  tumor, 
the  reader  is  referred  to  the  modern  works  on  surgery. 


ABSCESS  OF  THE  BRAIN. 


Definition. — Abscess  of  the  brain  is  a  condition  in  which  an  accumulation 
of  pus  Uikes  place  in  the  cerebrum,  or  the  cerebellum,  or  between  these 
parts  and  their  covering  membranes.  In  the  hitter  case  the  brain  substance 
forms  one  wall  of  the  abscess  and  the  membranes  the  other  wall.  The 
latter  type  of  abscess  differs  from  [>urulent  meningitis  in  that  the  inHam- 
matory  process  is  primarily  in  the  nervous  tissues,  and  that  it  is  limited  to  a 
comparatively  small  area.  Abscess  of  the  brain  without  involvement  of 
the  membranes  is  much  the  more  common  form,  and  the  white  matter  suffers 
very  much  more  frerjuently  than  the  gray  suhstjince.  Abscess  rarely  occurs 
in  the  central  ganglia,  the  pons,  the  medulla,  or  the  middle  lo!>e  of  the  cere- 
bellum. 

Etiology. — Abscess  of  the  brain  is  always  due  to  an  infection  by  some 
pathogenic  organism.  In  some  instances  the  process  is  excited  by  an  injuiy 
which  affords  a  nidus  in  which  the  organism  may  develop;  in  other  cases 
a  septic  embolus  is  carried  from  another  part  of  the  body  in  which  there  is 
an  infected  area;  instill  others  the  infection  takes  pluce  more  directly, as  in 
those  instances  in  which  by  fracture  of  the  skull  injury  and  infection  both 
occur,  or,  as  in  the  case  of  abscess  of  the  middle  ear  and  mastoid  disease. 
the  infection  spreads  by  way  of  the  sinus. 

^Ii<ldle-ear  disease  is  the  cause  in  a  great  proportion  of  cases,  about  45 
per  cent,  arising  from  this  primary  focus  of   infection  and  25  per  cent. 
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from  injury.    The  remaining  causes  are  infection  of  the  other  cranial  bones 
than  the  mastoid  or  septic  foci  elsewhere. 

Males  are  aflEected  far  more  frequently  than  females,  in  the  proportion  of 
3  to  1.  This  is  largely  due  to  the  fact  that  males  are  so  much  more  exposed 
to  injury  than  females.  If  the  cases  of  abscess  due  to  middle-ear  disease 
are  studied  by  themselves,  the  proportion  is  almost  equal;  but  if  those  due 
to  trauma  are  considered  by  themselves,  the  proportion  is  5  of  men  to  1  of 
women. 

The  disease  is  most  frequent  between  the  tenth  and  twentieth  years  of 
life.  In  the  second  decade  ear  disease  is  the  common  cause,  and  in  the 
third  decade  ear  disease  and  injury,  or  a  distant  focus  of  infection,  are  about 
equal  in  frequency  as  causes. 

Pathology  and  Morbid  Anatomy. — ^A  majority  of  cases  of  brain  abscess 
affect  the  right  side  of  the  brain.  Out  of  71  cases  collected  by  Oppenheim 
55  were  in  the  temporal  lobe,  13  in  the  cerebellum,  2  in  the  pons,  and  1  in 
the  cms. 

The  pathological  process  which  results  in  abscess  consists  primarily  of 
an  encephalitis  which  speedily  goes  on  to  the  stage  of  suppuration.    This 
encephalitis  may  be  due  to  any  oi^nism  capable  of  causing  an  active 
inflammatory  process.     Thus,  tiie  Streptococcus   pyogenes^  the  StaphyUh 
coccus   pyogenes   aureus,  and  the  pneumococcus  may  be   the  provolang 
factors.    In  other  cases  the  typhoid  bacillus  may  be  the  cause,  and  even  the 
streptothrix  may  produce  such  a  lesion,  as  in  a  case  seen  by  me  in  consulta- 
tion with  Dr.  J.  H.  Musser.    The  abscess  is  nearly  always  single,  but  two 
or  more  pockets  of  pus  may  be  present.    The  size  of  the  abscess  varies 
greatly.    In  some  cases  it  is  so  small  as  scarcely  to  be  recognized,  a  smaD 
collection  of  pus  being  found  in  the  centre  of  an  area  of  softening;  whereas 
in  other  cases  the  quantity  of  pus  may  be  very  lai^,  varying  in  quantify 
from  a  drachm  to  several  ounces. 

The  abscess  may  be  surrounded  by  an  inflammatory  fibrous  wall  which 
serves  to  separate  it  from  the  neighboring  white  matter,  or  it  may  be  con- 
tained in  a  cavity  without  any  such  well-defined  margin,  the  walls  of  the 
abscess  being  composed  of  softened  brain  tissue.  The  latter  form  b  prone 
to  spread  more  rapidly  than  the  abscess  which  has  been  walled  off.  On 
the  other  hand,  the  wall  of  the  abscess  may  rupture  and  produce  sudden 
death.  Not  rarely  the  extension  of  the  inflammatory  process  produces  a 
meningitis  if  the  abscess  is  situated  near  the  surface  of  the  brain,  and  a 
septic  thrombosis  of  the  nearby  vessels  may  occur. 

Symptoms. — It  is  of  interest  to  note  that  cerebral  abscess  may  occur 
without  producing  symptoms  sufficiently  typical  to  lead  to  an  antemortem 
diagnosis.  In  the  great  proportion  of  cases,  however,  the  symptoms  of  its 
existence  are  well  developed.  The  most  constant  of  these  is  headacht 
general  or  localized;  it  is  excruciating  when  associated  with  middle- 
ear  disease;  next  in  constancy  is  TnerUal  disturbance,  the  patient  being 
alternately  irritable  and  dull,  and  often  seeming  to  be  exceedingly 
ill.  The  temperature,  unlike  that  of  septic  processes  elsewhere,  is  usuwly 
normal  or  subnormal,  unless  the  abscess  ruptures,  when  it  may  be  hype^ 
pyretic.    The  surface  of  the  skuU  is  often  hypersensitive,  and  in  some  cases 
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it  has  been  possible  to  localize  the  abscess  by  the  dulness  on  percussion 
produced  by  its  presence.  Optic  neuritis  b  often  present.  None  of  these 
svTnptoms  is  in  any  sense  pathognomonic,  since  all  may  occur  in  other 
states  of  disease;  but  when  they  are  taken  into  consideration  in  connection 
with  a  history  of  middle-ear  disease,  injury,  or  the  presence  of  a  septic 
focus  elsewhere,  they  possess  great  diagnostic  value.  The  deafness  due 
to  destruction  of  the  auditor)'  centre  is  masked  by  the  deafness  due 
to  the  disease  in  the  ear.  Paralysis  of  one  side  of  the  face  is  not  of 
much  diagnostic  value,  since  this  symptom  is  often  due  to  the  inflam- 
mation about  the  facial  nerve  as  it  passes  through  the  stylomastoid 
foramen. 

The  value  of  localizing  symptoms  depends,  of  course,  upon  the  part 
of  the  brain  which  happens  to  be  affected,  ^\^len  the  infection  spreads 
from  the  mastoid  bone  after  or  during  otitis  media,  and  infects  the  temporal 
lobe,  there  are  no  localizing  nervous  symptoms  because  we  are  in  the  dark 
as  to  the  function  of  the  temporosphenoidal  lobe.  In  a  few  cases  a  lesion 
in  the  left  tein{>orosphenoiclal  lobe  has  caused  aphiusia.  When  the  occipital 
lobe  is  involved  the  patient  may  present  the  symptom  called  optical  aphasia^ 
for  in  this  lobe  is  situated  the  memories  of  objects  and  of  words  seen.  Starr 
has  observed  a  case  of  this  character.  The  patient  knows  an  object  when  it 
is  placed  before  him,  but  cannot  name  it.  A  lesion  of  the  temporal  lobe 
may  also  produce  this  symptom  by  pressure,  and  it  may  likewise  cause 
hemiplegia  or  hemianicsthesia  by  pressure  upon  the  internal  capsule.  Hemu 
anopsia  may  also  be  caused  in  this  manner. 

When  the  abscess  is  in  the  cerebellum  the  symptoms  are  those  charac- 
teristic of  cerebellar  tumor,  viz.,  a  staggering  gait,  vertigo,  and,  it  may  be, 
vomiting,  diplopia,  and  nystagmus.  In  some  instances  the  patient  staggers 
toward  the  diseased  side.  If  pressure  is  brought  to  bear  by  the  abscess 
upon  the  cms  or  pons  there  may  be  paralysis  of  the  oculomotor  or  facial 
nerves  on  the  side  of  the  lesion,  with  increase  in  the  knee-jerks  on  the  opposite 
side. 

Di&gnosis. — The  diagnosis  of  brain  abscess  is  not  difficult  if  the  symp- 
toms just  described  have  been  preceded  by  a  history  of  injury  or  of  a  septic 
process  elsewhere,  near  or  remote.  There  are  two  other  states  with  which 
it  may  be  confused,  namely,  meningitis  and  thrombosis  of  the  lateral  sinus. 
In  tlie  former  condition  the  onset  is  usually  more  abrupt,  tlie  headache  is 
prone  to  be  more  severe  in  the  early  stages,  and  a  sharp  febrile  movement 
IS  usually  present;  whereas,  as  has  already  been  pointed  out,  in  cerebral 
abscess  fever  is  often  absent  unless  the  abscexs  niptures.  The  pressure  of 
abscess  produces  a  slow  pulse  like  that  of  cerebral  compression,  but  in 
meningitis  the  pulse  is  usually  very  rapid.  Adtlitiorial  symptoms  of  menin- 
gitis, which  are  of  great  value,  are  the  stiifness  of  the  muscles  of  the  neck, 
the  muscular  twitchings,  the  early  development  of  squint,  and,  last  of  all, 
the  presence  of  a  pathological  state  of  the  cerebrospinal  fluid  obtained  by 
lumbar  puncture.     (See  Cerebrospinal  Fever.) 

W' hen  thrombosis  of  a  lateral  sinus  is  present  the  febrile  movement  is  sharp 
and  severe,  with  marked  remissions  and  exacerbations  as  in  sepsis.  There 
is  swelling  of  the  jugular  vein  on  the  affected  side  and  of  the  conjunctiva 
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as  well,  associated,  it  may  be,  with  exophthalmos.  Swelling,  oedema, 
and  pain  on  pressure  over  the  mastoid  may  also  be  present.  The  use  of  the 
ophtlialrnosoope  also  reveals  choked  disk  in  many  cases  as  an  early  symptom. 

Prognosis. — This  depends  very  largely  upon  the  site  of  the  abscess  and 
the  ability  of  the  surgeon  to  evacuate  and  drain  it.  In  all  cases  the  prognosis 
is  necessarily  grave.  That  many  patients  may  recover  if  promptly  relieved 
is  shown  by  recent  statistics,  which  sliow  tjmt  GO  [>er  cent,  of  traumatic 
abscess  recover  after  operation,  and  about  50  per  cent,  of  abscess  due  to  < 
disease  do  hkewise. 

Treatment. — Tlie  treatment    is    purely  surgical,  and    fur  the  ne 
procedures  reference  must  be  had  to  surgical  treatises. 


AOUTS  GKREBRITIS  OR  ENCEPHALITIS. 

Definition. — Acute  cerebritis,  sometimes  called  "  acute  encephalitis,"  is 
contlition  in  which  there  is  an  acute  inflammation  of  the  brain  arising  as  a 
primary  disease  not  secondary  to  meningitis.  ^m 

Etiology. — The  cause  of  acute  cerebritis  is  always  an  infection  due  to^ 
the  entrance  of  a  micro-organism  into  tiie  body,  and  in  n)ost  instances  the 
condition  arises  tis  a  complication  of  measles,  scarlet  fever,  smallpox,  or^ 
ulcerative  endocarditis,  or  in  the  convalescence  from  influenza.     Acut|^| 
alcoholism  and  other  forms  of  poisoning  may,  by  diminishing  vital  resist-^ 
ance  in  the  brain^  predispose  to  this  condition.    Pos,sib!y  trauma  may  have 
a  like  result.    Whatever  may  be  the  cause,  this  condition  as  a  primary  acute 
disease  is  very  rare. 

Pathology  and  Morbid  Anatomy. — The  inflammatory  process  is  not  widely 
diffused,  as  a  rule,  but  is  found  to  exist  chiefly  in  tlie  distribution  of  one  orj 
more  nearly  related  bloodvessels.  At  times  it  affects  the  same  areas  on  bothl 
sides  of  the  brain.  In  some  instances  only  the  cortex  is  involved^  while  iq 
others  the  process  chiefly  affects  the  white  matter.  A  limited  form  of  this 
contlition  is  the  acute  inflammatioa  of  the  medulla,  pons,  or  midbrain  (polio- 
encephalitis inferior  of  Wernicke  or  acute  bulbar   paralysis). 

The  changes  found  in  the  atfected  parts  are  those  characteristic  of  acute 
inflammation  in  all  the  nervous  tissues,  and  indeed  in  any  acute  inflamma- 
tion, namely,  hypent^mia,  out-wandering  of  himfti  cells,  and  minute  hemor- 
rhagic extravasations,  followed  by  the  onli  nary  degenerative  changes  in  the 
nerve  cells  produced  by  an  interference  with  tlieir  normal  Idooil  supply  and 
the  effects  of  toxiemia.  The  nerve-cell  body  or  ganglion  cell  itself  sutTers  from 
cloudy  swelling,  loses  its  sharp  outlines,  and  its  nucleus  becomes  indistinct 
or  disappears.  The  axones  and  dendrites  also  undergo  a  similar  cliange, 
The  interstitial  tissues  are  at  first  filled  with  small  cells,  and  ultimately  there 
is  an  overgrowth  of  the  neuruglia  cells,  m»  that  patches  of  sclerosis  are  prtH 
duced.  This  last  result  is,  of  course,  permanent,  and  if  it  takes  pilace  to 
any  great  extent  may  seriously  impair  the  function  of  the  brain.  If  the  inflam- 
matory- process  is  in  the  cortex,  a^ihesions  to  the  meninges  may  take  plftw. 

Symptoms. — The  symptoms  of  acute  cerebritis  depend  to  a  large  extent 
upon  the  portion  of  the  brain  which  is  chiefly  affectetl,  although  the  general 


I 


I 

i 


ACUTE  CEHEBIUTIS 


MS 


manifestations  of  an  acute  inllammatory  process  in  the  brain  are  present 
in  all  cases.  The  patient  is  seized,  after  a  few  hours  of  general  distress,  with 
headache  and  dizzini^ss,  followeil  by  a  chiil  and^  it  inay  be,  vomiting.  Tliese 
symptoms  are  iu  turn  speedily  followetl  by  frrer  and  rapidihj  of  the  jmhe 
and  respirations,  and  these  in  turn  in  some  instances  by  delirium  of  a  violent 
type.  If  the  case  is  severe  the  patient  may  now  pass  into  coma,  and  then 
gradually  pass  to  deatli,  or,  after  several  days,  or  even  weeks,  of  these  symp- 
toms, consciousnens  gradually  returns,  the  temperature  falls,  and  recovery 
takes  place,  although,  as  already  stated,  |x*rmaneut  impairment  of  some 
of  the  cerebral  functions  may  persist. 

The  special  symptoms  which  depend  upon  the  areas  of  the  brain  which 
are  affected  consist  in  hemiplegia,  m^noplrgia,  aphasia,  or  in  %eord-biind- 
ness  and  word-deafness,  hemianx}psia,oT  mutism.  Any  of  ihesc  may  become 
permanent.  In  still  other  cases  the  patient  suffers  from  impairment  of  the 
intellectual  pwwers  or  the  changes  in  the  motor  cortex  produce  epilepfic 
atlaeks,  and  in  other  instances  the  development  of  the  sclerotic  patches 
already  named  results  in  the  produetion  of  a  eoiitlition  identieal  with 
disseminated  sclerosis  with  ng^tagmiis,  tremor^  and  peculiar  speech.  The 
yery  rare  condition  called  "  polioencephalitis  superior  of  Wernicke "  is 
manifested  by  the  presence  of  ptasis,  strabismus,  ny-ftagmus,  ami  even  optic 
neuritis  with  vertitjo  nud  a  staggering  gait.  In  addition  tliere  maybe  difficult 
speech  and  facial  paralysis, 

DiagnosiB. — Aeute  encephalitis  may  be  confused  wilh  brain  tumor  when 
epileptiform  convulsions  and  paralyses  are  prominent,  but  the  ubsence  of 
choked  disk  and  the  rapid  onset  will  distinguish  the  former.  In  its  **coma- 
tose"  and  *'epileptic"  fonns  it  may  resemble  apoplexy  or  epilepsy,  and  a 
close  study  of  the  entire  clinical  pieture  is  necessary',  witli  the  historj',  to 
differentiate  sueh  cases. 

Prognosifl. — That  the  prognosis  in  acute  enceplialitis  in  tlie  early  course 
of  the  malady  must  he  uncertain  is  manifest  when  we  consider  the  character 
of  the  lesions  which  are  present.  Kven  after  the  active  stage  of  the  rlisease 
is  passe<l  the  outlook  as  to  coinplfte  restoration  to  health  is  still  clouded 
because  it  is  not  possible  to  tell  what  secondary  changes  may  develop  iu  the 
brain  or  its  membranes.  All  eases  of  aeute  encephalitis  are  to  be  regarded 
as  of  much  gravity.  A  high  temperature,  convulsions,  profound  and  pro- 
longed coiiui  are  all  ver}*  unfavorable  symjitoms.  Even  in  the  very  grave 
cases  a  remarkable  degree  of  recovery  may  occur. 

Treatment. — This  consists  in  the  application  of  an  ice-bag  to  the  head, 
and  in  the  use  of  moderate  doses  of  tincture  of  aconite  if  there  is  circulatory 
excitement.  If  the  bowels  are  confinwl,  an  active  saline  purgative  is  useful 
to  move  them  and  to  deplete  the  bloo<lve-Ssels.  A  hot  foot-hath  may  also  he 
used.  Phenacetin  and  acetanilid  may  be  employed  for  the  relief  of  pain, 
but  they  usually  fail.  On  the  other  hand,  the  use  of  opium  or  morphine 
often  makes  the  pain  worse.  Absolute  rest  in  a  darkened  room  is  essential. 
After  the  acute  process  is  over  iodide  of  potassium  may  be  given  in  the  dose 
of  10  grains  three  times  a  day,  with  the  hope  that  in  this  manner  inflammatory 
exudates  and  adhesions  may  be  absorbed. 
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THROMBOSIS  OF  THE  VENOUS  SINUSES. 

Etiology. — Thrombosis  of  the  venous  sinuses  is  due,  as  are  cases  of  throm- 
bosis elsewhere,  to  an  inflammation  of  the  endothelium  which  lines  these 
vessels.  This  inflammation  may  be  the  result  of  a  septic  infection  in  remote 
or  in  neighboring  tissues,  as,  for  example,  in  suppurative  otitis  media. 
Where  the  cause  is  sepsis  the  thrombus  usually  contains  micro-organisms. 
The  vast  majority  of  instances  depend  upon  suppuration  in  the  ear. 

Pathology  and  Morbid  Anatomy. — ^The  size  of  the  thrombus  varies  veiy 
greatly.  Beginning  as  a  small  clot  in  one  sinus,  it  may  gradually  increase 
in  size  until  the  sinus  is  filled,  and  may  even  extend  to  adjacent  sinuses  and 
into  neighboring  veins.  If  septic  in  origin  it  may  be  purulent  in  character. 
The  longitudinal  sinus  is  very  rarely  affected.  The  lateral  sinus  is  the  one 
most  commonly  involved,  and  after  it  the  cavernous  sinus. 

Symptoms. — ^The  symptoms  of  thrombosis  of  the  lateral  sinus  are  con- 
gestion of  the  veins  in  the  neighborhood  of  the  mastoid,  with  swelling  of  the 
tissues  covering  it.  There  is  often  pain  and  tenderness  on  pressure.  Not 
rarely  the  cervical  glands  are  enlarged  from  infection,  and  wryneck  may 
be  present.  Choked  disk  is  frequently  present  upon  both  sides.  With  the 
infection  of  the  sinus  there  is  usually  a  history  of  a  rigor  followed  by  high 
fever,  with  headache,  vomiting,  delirium^  and  finally  coma.  The  fever  not 
rarely  follows  a  septic  course,  rising  and  falling  sharply.  Other  evidence 
of  septicoBmia  may  also  be  present,  such  as  sweaiingt  diarrhcea^  and  the 
occurrence  of  infarctions  in  such  organs  as  the  lungs,  spleen,  and 
kidneys. 

In  thrombosis  of  the  cavernous  sinus  there  is  local  swelling,  congestion 
of  the  face  about  the  eyes,  epistaxis,  and  undue  fulness  of  the  retinal  veins. 
Occasionally  squint  develops  as  a  result  of  interference  with  the  function 
of  the  oculomotor  and  abducens  nerve. 

Thrombosis  of  the  longitudinal  sinus  is  manifested  by  intense  venous 
congestion  in  the  scalp,  and  indeed  of  the  entire  head.  Choked  dbk  may 
be  present  and  epistaxis  may  occur. 

^gnosis. — ^This  is  unfavorable  unless  surgical  interference  gives  relief, 
and  surgical  interference  is  practically  limited  to  cases  of  disease  of  the  laterd 
sinus. 

Treatment. — This  is  purely  surgical,  and  consists  in  trephining  or  othe^ 
wise  opening  both  the  source  of  infection  and  the  sinus  and  thus  removing 
the  focus  and  the  clot.  For  details  as  to  the  method  of  operation,  and  as  to 
the  statistics  of  recovery  following  such  operations,  the  reader  is  referred 
to  books  on  surgery. 

CEREBRAL  MENINaiTIS. 

Definition  and  Etiology. — By  meningitis  is  meant  an  inflammation  of  the 
membranes  covering  the  brain  or  spinal  cord.  From  an  anatomical  stand- 
point there  are  three  of  these — the  dura  mater,  the  arachnoid,  and  the  pia 
mater — but  from  the  standpoint  of  the  clinician  and  pathologist  these  mem- 
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branes  may  be  divided  into  two  parts,  the  dura  mater  on  the  one  hand  and 
the  arachnoid  and  pia  mater  (pia-arachnoid)  on  the  other,  for  the  dura  is 
often  inflamed  by  itiielf,  but  the  pia  and  araehnoid  are  always  afTected 
together.    When  the  dura  is  alone  involved  it  is  calletl  pachymeningitis,  and 

I  when  the  otlier  membranes  are  affected  it  is  calletl  leptomeningitis. 

Pachymenillgitis. — Pachymeningitis  may  occur  in  an  internal  form,  when 
the  smooth  inner  layer  of  this  membrane  is  iiilhmie*!  (pachymeningitis 
interna),  and  in  an  external  form,  in  which  the  outer  layer  is  chiefly  affected 
where  it  is  in  contact  witli  the  bone  (pachymeningitis  externa).    The  latter 

[  is  the  most  common  type  by  far. 

Pachymeningitis  externa  is,  in  the  greater  proportion  of  cases,  secondary 

I  to  some  traumatism  or  to  disease  of  the  bone,  llius,  a  blow  on  the  head 
which  fractures  the  skull,  or  necrosis  of  the  skull,  may  so  result.  Very  much 
more  rarely  an  acute  infection  arises,  as  in  an  infectious  and  septic  malady 
such  as  erysipelas. 

Pathology  and  Morbid  Anatomy. — The  inflammatory  process  resembles  that 
seen  in  any  inflamraalion,  namely,  hyperiemia  followed  by  swelling  and 
cellular  infiltration,  and  this  in  turn  by  the  formation  of  pus  which  is  found 
between  the  skull  and  the  dura  mater,  or,  in  extraordinaiy^  cases,  between 
tlie  layers  of  this  membrane.  When  the  inflammatory  process  does  not  go 
on  to  suppuration,  the  external  layer  of  the  dura  becomes  thickened  and 
adherent  to  the  skull.  If  the  inflammation  is  very  severe  the  inner  layer  of 
the  dura  is  affectexi,  and  the  pia  mater  may  become  involved  and  adherent 

I  to  it. 

I  Symptoms. — Tliese  consist  in  those  characteristic  of  the  cause,  as  the 
primary  unconsciousness  from  a  blow,  or  the  pain  of  bone  disease,  and  in 
the  development,  as  direct  symptoms,  of  keitdachet  confu-non  of  mind, 
delirium^  and  in  severe  cases  convulsive  seizures.  Fever  may  or  may  not  be 
present.  If  pus  collects,  symptoms  of  pressure  on  the  brain  may  develop, 
and  paralysis  of  the  opposite  side  of  the  body  may  ensue  (hemiplegia). 

Diagnosis. — The  history  of  injury,  of  bone  disease,  or  of  some  focus  of 
infection  makes  the  diagnosis  possible. 

Prognosis. — Tliis  is  bad  in  direct  proportion  to  the  severity  of  the  inflam- 
matory process  and  the  degree  to  which  tfie  pia  mater  is  involved.  External 
pachymeningitis  is  less  grave  than  leptomeningitis. 

Treatment. — This  consists  in  the  use  of  saline  purgatives  to  relieve  cranial 
congestion,  in  applying  an  ice-cap  to  the  head,  rest  in  bed  in  a  darkened 
room  to  secure  perfect  quiet,  and  in  the  employment  of  aconite  as  a  cardio- 
vascular sedative  if  the  pulse  is  excited.  If  symptoms  of  cerebral  com- 
pression develop,  as  coma  or  paralysis,  the  fluid  or  pus  must  be  evacuated 
by  operation. 

Pach3nneQiilgiti3  Interna. — Pachymeningitis  interna  occurs  in  a  purulent 
and  in  a  hemorrhagic  form,  the  purulent  being  very  rare.  To  the  hemor- 
rhagic type  the  tenns*' hemorrhagic  internal  pachymeningitis  "or"  hematoma 
of  the  dura  mater"  are  sometimes  applied.    Even  this  type  is  rarely  met  with, 

I  and  its  existence  is  rarely  recognizable  before  autopsy.    It  affects  males  far 

'  more  commonly  than  females  (4  to  1,  Gowers),  and  is  generally  met  with 
after  the  fiftieth  year.    It  is  also  met  with  more  commonly  in  the  first  twelve 
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months  of  life  than  in  childhood  or  early  manhood.    As  a  rule,  in  adults 
develops  in  the  course  of  some  form  of  chronic  insanity,  particularly  iu  the 
course  of  general  paralysis  of  the  insane,  or  in  cases  of  chronic  inebriety, 
Very  rarely  it  has  complicated  the  course  of  one  of  the  acute  infectious  di 
cases,  such  as  typhoid  fever  or  smallpox.     In  children  it  may  complical 
scurvy. 

Pathology  and  Morbid  Anatomy. — 'I'he  exact  method  or  process  by  which 
the  hemorrhagic  extravasation  takes  place  is  not  known.     The  autops; 
reveals  a  bilateral,  and  rarely  a  unilateral,  extravasation  between  the  layei 
of  the  dura  and  between  the  dura  and  the  arachnoid.    Not  only  is  a  blood;^ 
flui<l  fonned  in  these  spaces,  but  a  psendomembrane  is  also  present;  it  may 
be  in  several  layers.    These  layers  are  at  first  red  and  later  may  be  pallid, 
and,  by  adhering;;  together  at  S(x>ts,  form  (KK'kets  in  which  the  bloody  fluid  is 
found.    When  the  condition  has  existed  a  lung  time  this  fluid  may  lie  decolor^ 
ized   and  contain  crystals  of  cholesterio.      Very  rarely  suppuration    taki 
place. 

Symptoms, — ^The  symptoms  are  in  many  cases,  if  the  disease  complicate 
chmnic  insanity,  so  suppressed,  or  absent,  that  no  suspicion  of  the  state  just 
described  is  harbored.     In  some  cases  the  patient  develops  attacks  which ^ 
resemble  those  of  apoplexy,  which  are  supposed  to  be  due  to  fresh  extrav-fl 
asations  of  blood.      In  other  instances  there  arc  signs  of   cerebral  com- 
pression, as  sliown  by  stupor,  or  coma,  or  optic  neuritis.     Headache  and     , 
vomiting  may  be  present.     Partial  hemiplegia  may  develop.  fl 

The  prognosis  is  very  unfa\'oral)le.    Treatment  is  almost  useless.    Quiet  ™ 
and   rest,   with  cold  to  the  head,  is  all  that  can  be  done.     In  cases  with 
strtctJy  lnrali?;ed  symptoms  surgical  intervention  is  justifiable. 

Leptomeningitis.  -riC[jtomcningiti3  is  the  form  of  meningitis  which  com- 
plicates the  course  of  all  of  the  acute  infections,  notably  pneumonia,  erysip- 
elas, septicieraia,  and  less  frequently  variola,  scarlet  fever,  typhoid  fever, 
and  measles.  Measles  produces  it  very  commonly  because  this  malady  is 
often  followed  by  otitis  media,  and  because  otitis  media  not  rarely  caiisw 
mastoid  abscess,  and,  from  this  focus,  infection  involves  the  meninges  or 
the  lateral  siniis.  It  is  probable,  too,  that  a  very  considerable  proportion  of 
cases  of  leptomeningitis  are  caused  by  infection  which  takes  place  through  the 
nose.  It  can  bt^  readily  utnlerslood  that  any  infei^tious  micro-orf/anisni  which 
can  gain  access  to  tlie  meninges  throu^^h  the  openings  in  the  skull  or  in  the 
blood  may  cause  such  an  inflammation,  and,  in  addition,  that  the  |>ossibility, 
or  probability,  of  infection  is  greatly  increased  by  any  disease  which  lowers 
vita!  resistance^  such  as  nepliritis.  It  must  not  be  thought,  however,  that 
all  cases  of  leptomeningitis  due  to  the  pneutnococcus  are  complications  (if 
croupous  pneumonia,  for  this  micro-organism  may  produce  a  meniugitis 
by  direct  infection,  without  the  lung  being  alTected  in  the  least.  It  is  prol)- 
able,  too,  that  the  typhoid  bacillus  may,  in  a  case  which  has  long  sincet-on- 
valesced  from  the  fever,  act  in  a  similar  manner.  (For  the  relationship  of 
leptomeningitis  to  pneumonia  and  typhoid  fever  the  reader  is  referred  to 
the  articles  on  those  diseases.    Also  to  tiiat  on  cerebrospinal  menin^tis.) 

Meningitis  Is  more  common  in  children  during  the  first  decade  of  lift* 
than  at  any  other  period,  but  in  these  cases  the  inflammation  usually  involvca 
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the  meninges  at  the  base,  whereas  in  adults  that  part  of  the  meninges  which 
covers  the  convexity  is  chiefly  aft'ected. 

Morbid  An&tomy  and  Pathology. — The  inflammatory  process  may  involve 
the  whole  membrane  or  be  tjuite  limited.  The  limited  eases  are  those  which 
arise  from  direct  infection  from  a  nearby  focus  of  disease.  Thus,  in  cases 
which  are  secondary  to  middle-ear  disease  the  lesion  is  often  unilateral, 
whereas  in  those  cases  in  which  the  pneuinococcus  is  the  infecting  agent 
the  entire  convexity  on  both  aides  is  usually  affected.  In  the  latter  type  of 
case  the  effusion  which  develops  is  often  large  in  quantity  and  pundert. 
If  the  cause  is  tuberculous  the  base  is  usually  affected.  (See  Tuberculous 
Meningitis.)  The  actual  lesions  found  in  the  meninges  in  these  cases  are 
noteworthy.  Beginning  with  hyperecmia  and  congestion  they  pass  on  to 
cloudiness  of  the  membranes  affected,  which  is  particularly  well  marked 
along  the  course  of  the  bloodvessels  because  of  the  engorgement  of  the 
accompanying  lymph  vessels.  Small  spots  of  purulent  materia!  are  dotted 
along  these  vessels  which,  as  they  increase  in  size,  coalesce,  and  so  consider- 
able areas  are  covered  by  pus.  When  the  process  is  severe  the  dura  mater 
and  the  cerebral  cortex  may  be  involved  by  the  inflammatory  changes. 

Symptoms. — In  stuiijnng  the  symptoms  of  leptomeningitis  it  must  be 
recalled  that  the  manifestations  of  involvement  of  the  cortical  area  are  by 
no  means  patiiognomonie.  Plvery  physician  of  experience  has  seen  eases 
of  typhoitl  fever  or  croupous  pneumonia  present  evidences  of  meningitis, 
yet  tfie  autopsy  has  revealed  no  such  lesion  present.  In  other  words,  as 
pointed  out  when  tliese  diseases  were  discussed,  toxins  produced  by  tl»e 
specific  organisms  may  cause  symptoms  identical  with  those  of  meningeal 
inflammation.    This  is  exceedingly  common  in  the  pneumonia  of  children. 

There  are,  however,  certain  symptoms  of  meningitis  which  are  certainly 
indicative  of  either  inflammation  or  irritation  of  the  meninges,  particularly 
if  they  are  associated  with  a  disease  or  an  injury  qualified  to  produce  menin- 
geal involvement.  These  consist  in  fever,  headache,  vomiUng,  retraction  of 
the  head,  and  rarely  con  v  ids  tons.  Grindiuff  of  the  tceth^  obstinate  constipa- 
tion, and  an  excessive  hj/percesthcftia  of  the  skin  of  the  arms  and  legs  are  also 
common  symptoms.  When  the  inflammatory  process  is  basilar  the  symp- 
toms are  much  more  ciefiiiite  and  reliable.  In  addition  to  those  just  named 
we  find  tliat  optic  Tieuritis  is  present,  and  strabismus  and  ptosis,  due  to  the 
pressure  exercised  upon  the  cranial  nerves,  develop.  The  pupils  may  be 
contracted  in  the  early  stages  because  of  irritation  of  the  oculomotor  nerves, 
and  later  widely  dilated  by  reason  of  paralysis  of  these  nerves.  Fever  may 
or  may  not  he  present,  and  the  pulse  is  usually  slow  even  if  the  temperature 
is  raised.  Kemig^s  sign  may  be  present.  (See  Cerebrospinal  Meningitis.) 
A  rapid  Ions  of  flesh  takes  place  in  nearly  all  cases. 

Diagnosis. — The  smptoms  of  basilar  leptomeningitis,  whatever  its  cause, 
are  usually  unmistakable,  A  very  useful  aid  to  diagnosis  is  lumbar  punc- 
ture, already  described  under  Cerebrospinal  Meningitis.  If  the  cerebro- 
spinal fluid  escapes  with  a  spurt  from  the  needle,  it  is  indicative  of  the 
presence  of  tuberculous  meningitis,  but  by  no  means  {M)sitivc  of  this  condi- 
tion, for  it  Sfmietimes  happens  thut  a  similar  high  pressure  exists  in  cases  of 
purulent  meningitis  and  of  spinal  tumor.    If  disintegrated  blood  is  present 
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in  the  cerebrospinal  fluid  it  is  an  indication  of  the  presence  of  pachymenin- 
gitis or  injury.  Fresh  blood,  on  the  other  hand,  is  probably  due  to  the 
puncture.  If  the  fluid  is  perfectly  clear,  every  inflammatory  affection  of  the 
meninges  except  tuberculosis  may  be  excluded.  In  tuberculosis  it  may  be 
clear,  but  is  often  cloudy,  and  toward  the  end  of  the  case  even  purulent 
The  normal  proportion  of  albumin  in  it  is  0.02  to  0.04,  and  if  more  than 
i :  0.05  is  present  an  inflammatory  process  is  probably  going  on.     If  the  small 

i  quantity  of  sugar  which  is  normally  present  is  absent,  this  is  a  sign  that 

inflammation  is  present. 

Treatment. — Aside  from  the  employment  of  rest  and  cold  to  the  head,  if 
fever  is  present  or  pain  is  suffered,  we  can  do  little  for  this  condition  except 
we  resort  to  lumbar  puncture  for  the  purpose  of  relieving  pressure. 

The  cerebrospinal  fluid  may  also  give  us  valuable  information  as  to  the 
presence  or  absence  of  meningitis,  if  it  be  examined  microscopically  and  a 
quantitative  estimation  of  its  leukocytes  is  made.  As  a  general  rule,  there 
is  a  marked  increase  in  lymphocytes  if  the  inflammatory  process  is  tuber- 
culous, and  of  polymorphonuclear  cells  if  it  is  non-tuberculous.  Exceptions 
to  this  rule  occur,  and  therefore  the  presence  of  either  one  of  these  forms  of 
leukocytes  in  increased  number  is  not  pathognomonic. 

Microscopic  examination  of  the  cerebrospinal  fluid  may  also  be  made 
for  the  purpose  of  discovering  tubercle  bacilli,  or  the  diplococcus  of  pneu- 
monia, or  other  pathogenic  micro-organisms.    The  fluid  for  this  purpose 
should  be  kept  on  ipe  for  not  less  than  twelve  hours,  until  a  small  clot  is 
formed.    The  web-like  fibres  of  this  clot  are  transferred  to  a  cover-glass, 
spread  in  as  thin  a  film  as  possible,  and  stained  by  the  methods  commonlj 
employed  for  staining  the  tubercle  bacillus.     Where  the  examination  must 
be  performed  at  once,  the  fluid   may  be   put  in  a  centrifuge,  and  the 
sediment  examined  by  the  staining  methods  already  describol-    As  with 
examinations  of  the  sputum  in  suspected  tuberculosis,  the  finding  of  tubercle 
bacilli  is  a  positive  sign  of  great  value,  but  the  failure  to  find  them  by  no 
means  proves  that  the  disease  is  not  tuberculous.    Reference  to  the  presence 
of  the  Diplococcus  intercellularis  meningitidis  has  already  been  made  in  the 
article  upon  Cerebrospinal  Meningitis.    Occasionally  the  streptococcus  and 
staphylococcus  are  found.     In  African  "sleeping  sickness"  tiypanoswnes 
have  frequently  been  found  in  the  cerebrospinal  fluid. 

DEMENTIA  PABALTTIOA. 

Definition. — Dementia  paralytica,  often  called  "meningoencephalitis," 
"paresis,"  or  "general  paralysis  of  the  insane,"  is  a  state  characterized  ana- 
tomically by  a  widely  diffused  process  of  degeneration  in  the  central  nervous 
system,  particularly  in  the  cerebral  cortex,  with  morbid  changes  in  the  pia 
mater.  The  chief  symptoms  in  the  early  stages  are*  the  development  of 
great  irritability  of  temper,  forgetfulness,  carelessness  as  to  habits,  and  later 
delusions  of  grandeur.  Clinically  it  is  characterized  by  a  progressive  pa> 
alysis  of  the  body,  associated  with  certain  physical  signs,  and  a  progresave 
loss  of  mental  power  of  a  peculiar  kind.  The  most  striking  symptom  of  this 
disease  is  the  "delusion  of  grandeur." 
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Etiology. — Without  doubt  syphilis  is  a  provoking  cause  in  a  large  prof>or- 
tion  of  cases  (75  per  cent.),  hut  it  is  not  present  in  all,  and  in  no  cose  is  it  to 
be  reganletl  as  a  direct  cause,  in  the  sense  that  the  syphihtic  virus  is  active  in 
a  given  instance.  On  the  contrary,  it  isjike  locomotor  ataxia,  a  parasyphilitic 
affection,  that  is,  a  sequel  of  that  malady,  appearing  from  five  to  twenty 
years  after  the  initial  lesion.  Alcoholism,  excessive  sexua!  indulgence,  and. 
indeed,  excesses  of  every  kind,  are  aiso  without  doubt  factors  of  importance. 

^    The  disease  is  a  common  one  among  rou<?s.     Some  cases  seem  to  follow  a 

I    sunstroke  or  severe  injury. 

The  disease  is  one  of  the  middle  period  of  life,  between  thirty  and  fifty 
years,  but  a  numlx:-r  of  cases  have  been  recorded  as  occurring  in  children 
who  have  usually  had  hereditary  syphilis. 

Pathology  and  Morbid  Anatomy. — The  primary'  change  in  cases  of  this  dis- 
ease takes  place  in  an  increased  blood  supply  to  the  pia  mater  and  in  the 
smaller  vessels  of  the  cerebral  cortex,  associated  with  degenerative  changes 

^    in  the  blooilvrsscl  walls.    The  progress  of  these  degenerative  changes  results 

■  ill  the  development  of  fusiform  dilatations  of  the  bloodvessels  and  the  filling 
of  the  l^'mph  spaces  with  scrum.  The  exact  cause  of  these  changes  is  not 
understooil,  but  Mott  believes  that  tlu-y  are  due,  in  part  at  least,  to  the  forma- 
tion of  a  toxic  substance  called  choline,  which  is  not  only  found  in  the  hTuph 
spaces,  but  diffused  through  the  whole  cerebrospinal  fluid.  This  poison 
causes  congestion  of  the  veins  of  the  brain,  and  affects  chiefly  those  which 
empty  into  tlie  longitudinal  sinus.  Ultimately  the  quantity  of  l\Tnph  present 
in  the  perivascular  Sjjaccs  is  so  great  that  a  true  cerebral  oedema  is  prrxiuced. 
There  is  an  overgrowth  tjf  the  neuroglia  about  the  vessels,  and  this  newly 
formed  connective  tissue  seuils  fibrils  riown  between  the  cells  of  the  cortex, 
with  the  result  that  a  true  sclerosis  develops.  Associated  with  these  con- 
nective-tissue changes  there  are  degenerative  changes  in  the  cerebral  neurones. 
The  bo<ly  of  the  neurone  undergoes  hyaline  and  then  fatty  degeneration, 
pigmentation,  and  finally  atrophy.  AVhen  the  disease  has  been  present  for 
a  long  time,  autopsy  reveals  the  presence  of  small  cysts  in  the  white  and  gray 
matter,  and  so  marked  a  decrease  in  the  size  of  the  convohjtions  and  of  the 
entire  brain  that  it  is  found  to  be  much  smaller  than  is  normal.    Its  surface 

tis  harder  than  is  natural,  pigmentcti,  and  adherent  to  the  pia  mater,  which 
is  also  found  to  be  the  site  of  overgrowth  of  connective  tissue.  The  ventri- 
cles contain  an  excess  of  Huid,  and  their  lining  membrane,  the  epend}Tna, 
is  thickened.  It  is  noteworthy  that  the  left  hemisphere  is  usually  more 
affected  than  the  right,  and  that  the  changes  already  described  affect  the 
frontal  IoIm?s  and  the  areas  of  the  motor  cortex  before  the  rest  of  the  brain 
is  involved. 

In  most  cases  of  paresis  degeneration  is  found  in  tlie  spinal  cord,  so  that 
spinal  symptoms  are  added  to  the  cerebral  signs  and  form  part  of  the  clinical 
picture  of  the  disease.  The  lateral  and  posterior  tracts  are  usually  affected, 
producing  s;yTnptom3  of  ataxic  paraplegia.  Sometimes  the  posterior  columns 
alone  are  degenerated,  presenting  symptoms  of  locomotor  atfixia.  Rarely 
disseminated  sclerosis  is  found;  and  recently,  in  one  case,  the  spinal  cord 
in  a  case  of  paresis  was  found  to  be  suffering  from  syringomyelia.  In  a 
few  cases  of  locomotor  ataxia  (tabes  dorsalis),  fully  developed  and  typical. 
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the  cerebral  signs  of  paresis  came  on,  as  if  the  disease  had  finallv  "risen" 
to  the  brain.    These  cases  constitute  the  **asceiKling  type"  of  paresis.  ^M 

Some  authorities  believe  that  paresis  is  iflentical  in  nature  with  tabes — thaV 
it  is  a  'Habes  of  the  brain."  A  clinical  picture  of  paretic  dementia  with  tabes 
is,  therefore,  met  with.  Rarely  the  spinal  symptoms  precede  the  cerebral 
symptoms  in  the  (ievelopnicnt  (jf  the  disease.  So,  too,  symptoms  of  spastie 
paraplegia  may  develop.  Sometimes  autopsy  reveals  the  fact  that  pachy- 
meningitis and  htematoma  have  occurred  as  the  result  of  the  aneurysmal 
dilatations  of  the  cerebral  and  pial  vessels,  already  described,  leaving  behind 
them  an  organized  membrane  beneath  the  dura,  or  a  mass  of  encysted 
blood  clot. 

Symptoms. — -When  the  symptoms  of  dementia  paralytica  are  well  devel- 
oped, they  are  so  characteristic  and  obtrusive  that  there  can  be  little  difBcultj 
in  reaching  a  correct  diagnosis  in  regard  to  the  condition  from  which  the 
patient  is  suffering.  It  is  only  when  the  disease  is  in  its  stage  of  onset,  or  i 
an  atypical  form,  that  any  doubt  can  be  present. 

As  a  rule,  the  early  symptoms  are  recognized  in  retrospect  rather  than 
at  the  time  at  which  they  occur,  unless,  perchance,  these  sj'mptoras  are  very 
strongly  developed.     It  is  noticed  that  the  patient  seems  to  be  ticrtv)uj/y 
fatigued   or  incntalUj  jagged,  and    often  this  condition  is  ascribed  to  the 
excesses  which  have   been    committed    in    connection  with  vener}',  wine,^ 
and  other  forms  of  nervous  stress.     The  tamper  is  usually  irritable,  an^H 
the  friends  notice  that  the  patient  takes  offence  at  remarks  which  ordinarilv^ 
he  would  not  notice.    At  times  he  is  remarkably  forgetful.     Naturally  tiilv 
as  to  his  haliits  and  dress,  he  becomes  careless  and  slovenly.     Occasionally 
sleeplessness  will  l>e  complained  of. 

Although,  before  the  onset  of  the  symptoms,  he  may  be  apparently  kind 
and  faithful  to  his  family,  he  begins  to  be  brutal  in  his  conduct  toward  his 
wife  and  children,  and  perhaps  returns  to  the  alcoholic  and  sexual  excesses  ^j 
which  laid  the  foundation  for  his  disease  many  years  before.    The  speech  ^| 
becomes  indistinct,  liesitating,  and  if   the   tongue  is   protruded  a  very  fine  ^ 
tremor  may  be  seen  in  it.     There  is  also  a  very  marked  tremor  of  the 
han<ls.     Ataxia  of  station  (Romberg's  .sign)  i.s  a  common  symptom.     The  ^M 
pupils  are  generally  unequal  and  irregular,  and  the  piipillanj  light  reftac  V^ 
may   be    lost,  while   reaction    to  accommodation  is  maintained.    In  other 
words,  the  Argyll-Robertson  pupil  is  present,  for  the  same  reason  that  it  is 
present  in  cases  of   locomotor  ataxia,  because  Meynert's  decussation,  or 
other  fibres,  involved  in  the  light  reflex  arc  are  affected  by  the  degene^ 
ativc  process  already  described.     The  loss  of  consensual  reflex  is  also  fre- 
quently observed. 

The  symptoms  of  onset  are  often  prolonged  over  the  period  of  many 
months,  and  sometimes  for  several  years,  depending  upon  the  rapidity 
with  which  the  pathological  changes  in  the  brain  develop.  The  disease 
is  progressive  and  ultimately  the  symptoms  of  the  later  stages  are  devel- 
oped. These  symptoms  may  consist  in  delnai/ynSj  which  arc  usually  com- 
posed of  extravagant  ideas.  Thus,  the  patient  may,  on  the  one  hand. 
believe  that  he  is  some  great  historical  character,  or  that  he  is  a  ruling 
potentate,  or,  again,  that  he  is  possessed  of  fabulous  riches.    In  one  instance. 
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for  example,  within  the  writer's  knowledge,  the  patient  took  a  room  at  a 
prominent  hotel,  after  having  provided  himself  with  large  sums  of  money, 
and  from  the  balcony  outsitlc  of  the  room  showered  the  crowd  beneath  with 
coins  of  different  vahies,  with  the  idea  that  his  wealth  was  limitless.  In 
another  instance,  the  manager  of  a  small  plant  for  making  steel  became 
imbued  with  llie  idea  that  his  company  had  obtained  and  could  fill  con- 
tracts for  the  delivery  of  manufacture*!  steel  on  a  scale  far  beyond  those  ever 
attempted  by  any  corporation,  although  as  a  matter  of  fact  the  Inisintss  of 
the  concern  was  at  its  last  ebb,  and  his  delusions  aided  in  causing  its  final 
financial  collapse,  through  its  inability  to  carry  out  the  agreements  which  he 
ma^le  with  other  concerns.  In  this  instance  the  stress  of  business  worry 
combined  with  previous  excess  was  an  active  factor  in  producing  the  dis- 
ease. 

As  the  degenerative  process  in  the  brain  continues,  the  patient's  judg- 
ment becomes  profoundly  impaired,  lie  rarely  is  capable  of  continuous 
thought,  and  no  longer  adheres  for  hours  at  a  time  to  his  delusions.  He 
frequently  becomes  exceedingly  emotional,  and  laughs  and  cries  without 
adequate  cause.  At  times  he  is  excessively  depressed;  at  other  times 
exalted,  and  he  may  occasionally  become  frenzied  with  rage,  during  which 
time  he  may  commit  some  crime. 

The  handwriting  is  often  characteristic.  It  may  become  illegible,  either 
because  the  letters  are  badly  forme<l  or  because  important  words  are 
dropped  out.  Still  later,  loss  of  power  occurs  in  the  limbs  until  total 
paralysis  may  be  present.  Sensation  is  nut  so  markedly  disturbed,  but  areas 
of  anaesthesia  and  analgesia  may  be  found.  The  reflexes  may  be  markedly 
increased  or  entirely  lost. 

Naturally,  there  is  an  impairment  of  the  general  health  with  the  progress 
of  the  disease.  Epileptiform  attacks  or  sudden  periods  of  unconsciousness 
(apoplectiform  attack.s)  develop,  accompanied  by  paralysis  of  one  limb,  or 
by  hemiplegia.  Death  usually  ends  the  case  by  the  end  of  the  third  to  the 
sixth  year,  the  patient  dying  of  exhaustion  or  of  some  intercurrent  disease, 
such  as  pneumonia,  obstruction  of  the  bowels,  or  of  one  of  the  epileptiform 
or  apoplectiform  attacks. 

Cases  of  paresis  in  which  the  delusion  of  grandeur  is  prominent  are  the 
earliest  recognized,  and  constitute  the  classic  form  of  the  disease.  There 
are  many,  however,  in  which  depression  simulating  melancholia  is  present 
throughout;  that  is.  the  drprcssed  form  of  paresis.  But  in  a  large  proportion 
of  all  cases  the  mental  symptoms  are  mainly  those  of  progressive  mental 
loss,  without  distinct  delusions  (tlie  simple  or  demented  form  of  paresis). 
An  alternation  of  excitement  and  depression  (circular  form  of  paresis)  is 
observed  rarely;  delusions  similar  to  those  of  paranoia  or  of  alcoholic 
insanity  may  mask  the  underlying  condition. 

Diagnosis. — Dementia  paralytica  must  lie  separated  in  its  early  stages  from 
neurasthenia.  The  patient  suffering  from  nervous  exhaustion  usually  studies 
his  own  symptoms  in  the  greatest  detail,  and  usually  considers  that  he  is  an  ill 
man,  while  the  paretic  has  a  very  much  more  optimistic  view  and  often  insists 
that  he  is  more  than  usually  well,  when  it  is  manifest  that  his  ill  health  is 
extreme.    So,  too,  the  neurasthenic  rarely  has  complete  lapses  of  memory 
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and  defects  of  speech.  From  cerebral  syphilis  paresis 
that  the  former  disease  usually  manifests  severe  pal 
aphasia  due  to  a  syphilitic  arteritis  in  the  neighborho* 
The  fine  tremor  of  the  tongue  and  of  the  hand  in  pi 
bral  syphilis.  Optic  neuritis  is  usually  present  in 
not  very  common  in  paresis.  So,  too,  the  mental  s 
depression  in  syphilis,  and  not  that  of  excitation.  ] 
paresis  is  separated  by  the  presence  in  sclerosis  of  n; 
tremor  and  by  the  absence  of  delusions. 

Prognosis. — ^This  is  absolutely  unfavorable.  N 
although  temporary,  and  it  may  be  prolonged;  n 
encouragement  on  the  part  of  the  friends,  may  occu 

Treatment. — It  must  be  evident,  from  ttie  patholo 
described,  that  treatment  can  do  little.  In  paresis  w 
tory  of  syphilitic  infection,  the  iodides  and  mercury 
connection  with  hot  baths.  But  it  must  be  rememb< 
the  sequence  of  syphilis  rather  than  the  direct  rest 
these  remedies  are  in  no  sense  specific.  Their  genera 
and  they  may  perhaps  arrest  for  the  time  being  the  j 
changes,  but  they  cannot  cure  those  in  existence.  li 
to  control,  it  is  far  better  both  for  himself  and  his  fri 
committed  to  an  asylum  where  he  can  be  properly  ca 
sense  of  being  properly  controlled,  but  of  being  well  f 
of  health  and  general  nutrition  is,  of  course,  of  imp 
may  be  treated  by  any  one  of  the  good  hypnotics,  of 
and  sulphonal  are  the  best.  Occasionally,  hyoscin 
must  be  taken  that  the  carelessness  of  the  patient  i 
does  not  result  in  obstinate  constipation,  which  maj 
For  this  reason,  active  purgatives  are  often  necess 
excitement  comes  on,  ^w  ^^  ^  grain  of  hyoscine 
dermically. 

DISSEMINATED  SCLEROSIS 

Definition. — Disseminated  sclerosis  is  characterize 
of  irregularly  distributed  patches  of  sclerosis  in  diffe 
and  spinal  cord.  Similar  changes  also  take  place 
It  is  sometimes  called  "  insular  sclerosis  "  or  "  multi 
French  it  is  called  scUrose  en  jUaques  disseminSei 
recognized  as  a  distinct  disease  for  a  little  more  than  i 

Etiology. — The  essential  cause  of  multiple  scleroi 
affects  both  sexes  equally,  and  occurs  at  all  ages, 
childhood.  Its  most  common  period  of  existence  is,  I 
tieth  to  the  fortieth  year.  Occasionally  it  has  been  V 
the  acute  infectious  diseases,  and  has  been  regardec 
disseminated  myelitis  of  infectious  origin  (Marie);  bu1 
this  malaciy  has  any  direct  •  productive  effect  in  th< 
great  cause  of  organic  nervous  disease,  does  not  » 
present  as  an  etiological  factor. 
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Pathology  and  Morbid  Anatomy. — The  lesions  of  disseminated  sclerosis 
consist^  as  already  stated,  in  irregularly  distributed  patches  in  which  the  inter- 
stitial tissues  have  un^lergone  sclerotic  change.  These  patches  are  found 
chiefly  in  the  white  matter  of  the  brain,  being  comparatively  rare  in  the 
gray  sukstance  of  the  cortex.  They  :ire  irregular  in  outline  and  vary  in  size. 
Id  appearance  tliey  are  retidish-gray  and  translucent.  The  surface  of  a  patch 
is  usually  even  with  the  surrounding  brain  tissue,  but  it  may  be  slightly 
depressed.  A  sharp  line  of  demarcation  separates  the  diseased  area  from 
the  healthy  tissues.  When  touched,  tlie  patches  seem  harder  than  normal 
gray  matter,  but  they  are  not  usually  met  with  until  section  of  the  brain  or 
cord  is  made,  when  they  appear  in  strong  contrast  to  the  surrounding  white 
tissue.  They  may  be  found  in  considerable  number  in  the  lateral  ventricle, 
in  the  corpus  callosum^  crura,  ami  pons.  The  patches  in  the  spinal  cord 
are  not  so  re<l<lish  in  luic  as  in  the  brain,  but  are  more  gray  in  color  and 
extend  vertically  rather  than  transversely;  but  this  rule  is  not  absolute,  and 
at  times  the  transverse  extension  of  a  patch  may  embrace  the  entire  thick- 
ness of  the  cord.  When  one  of  the  cranial  nerves  is  involved,  it  is  found  to 
be  gray  in  color  and  sclerotic  for  a  certain  [jortion  uf  its  length.  In  some 
instances  the  entire  thickness  of  the  nerve  is  involve*].  The  olfactory,  optic, 
oculomotor,  trifacial,  and  facial  nerves  are  the  ones  which  are  most  com- 
monly affeete<l,  and  in  the  case  of  t!ie  optic  ner\'e  the  favorite  seat  is  the 
chiasm. 

Tlie  sclerotic  process  in  this  disease  does  not  differ  very  materially  from 
that  met  with  in  sclerotic  processes  occurring  in  other  organs  of  the  body; 
there  is  an  overgrowth  of  the  tnie  neuroglia  or  connective  tissue,  and  side 
by  side  with  this  overgrowth  a  corresponding  atrophy  or  disappearance  of 
the  ner\'e  cells  and  fibres  themselves  takes  place.  When  the  degenerative 
process  is  well  advanced,  we  find  scattere<l  through  the  connective-tissue 
fatty  granules  and  nerve  cells  which  show  evifknce  of  degenerative 
change.  In  the  nerve  fibres  the  chief  change  takes  place  in  the  myelin, 
but  after  the  disease  is  far  advanced  the  axis  cylinder  also  becomes 
affected  and  finally  is  cr>mpletely  destroyed.  In  the  central  nervous  system 
it  is  usually  found  that  secondary  degeneration  in  the  nerve  fibres  above  or 
below  die  seat  of  the  original  sclerotic  patch  is  only  met  with  when  the  dis- 
ease has  been  sufficiently  severe  to  destroy  the  axis  cylinders.  On  this 
account  secondary  degenerations  are  not  common  in  disseminated  sclerosis. 
the  axis  cylinders  surviving  in  the  midst  of  fully  developed  sclen)tic  patches. 

Symptoms. — The  symptoms  of  disseminated  sclerosis  depend  almost 
entirely  upon  the  areas  of  the  nen'ous  system  which  are  chiefly  affected  by  the 
pathological  changes  just  described.  Among  the  earliest  symptoms  in  many 
cases  is  a  has  of  jkhvct  in  the  exir entities.  In  the  legs  the  symptoms  may  be 
ataxic,  but  usually  simulate  those  of  spastic  paraplegia  in  a  striking  degree. 
When  spastic  paraplegia  is  present,  this  indicates  that  the  sclerotic  process 
has  involvetl  the  pyramidal  tracts,  and  the  knee-jerks  are  found  to  be  exag- 
gerated. In  other  instances  inco-ordinaiion  of  the  hands^  or  of  one  hand, 
mav  be  the  first  manifestation  of  the  maladv,  and  in  still  others  sensory 
disturbances  in  the  legs  or  arms  are  first  complained  of  hy  the  patient.  The 
iuco-ordination  of  the  muscles  of  the  arms  is  often  xcvy  marked  indeed. 
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Often  it  is  impossible  for  a  patient  to  carry  a  glass  of  water  to  his  lips  without 
spilling  it  (intention  tremor).  Tlic  co-onlinated  movements  which  are 
necessary  in  writing  are  impossible  because  of  the  quick  or  spasmwlic 
contractions  of  the  muscles  employed  for  this  purpose.  The  cause  of 
these  irrcjE^ular  niuvements  is  not  known.  Acconliiig  to  some  it  la  (le{>enfl- 
ent  upon  the  fact  that  certain  fibres  are  affecte<l,  uml  impulses  going  along 
certain  channels,  particularly  (lie  motor,  are  delayed  in  passing  through  scle-fl 
rotic  areas,  or  that  tliose  which  pass  along  fibres  still  unaffecte<i  are  made' 
inadequate  ami,  as  it  were,  enibarrtissed.  By  others  it  is  thought  that  the 
sclerotic  patches  liave  involved  afferent  fibres  of  the  crrebellar  system  which 
are  concernetl  with  muscular  sense. 

If  sensory  fibres  in  the  dorsal  columns  arc  involved,  areas  of  anaesthesia/^ 
or  kemiamrsihctia^  also  ataxia  of  the  extremities,  will  develop,  the  severity" 
of  these  symptoms  depending,  of  course,  ujion  the  area  involved   in  the 
sclerotic    process,    The  eye  symptoms  are  usually  wrll  marked.     One  of 
the   earliest    and    most    constant    of   these    Is  nifMagnius.      Eyesight    fails 
through  involvement  of  the  optic  ner%'e  or  because  of  a  sclerotic  patch  at 
the  optic  chiasm*    As  the  disease  advances  pallor  of  the  optic  disk,  partic- 
ularly its  tcmprmd  half,  anri  sometimes  4>ptic  atrophy  can   l>e  recognizeii 
on  ophthalmoscopic  examination.     One  eye  is  often   much  more  affected 
than    the    other,    and    loss    of     accommodation    may    occur.      In   other 
instances  the  pupillary    reflex  may  be    lost,  yet  the    pupil  will    react  to 
accommodation.       In  other  words,  the  Argyll-Roherinon  pupil  is  present. 
The  alTcction  of  the  external  ocular  nuiscles,  aside  from  the  production  of 
nystagmus,  consists  most  frerjuently  in  a  failure  in  convergence  and  in  con- 
jugate deviation.    Moi*e  rarely  a  single  muscle  is  affected  and  squint  is  pro- 
duced.   When  the  facial  nerve  is  affected,  the  symptoms  in  the  early  stages 
may  consist  in  clonic  Jtpasnto^  the  mtisclc.'i  of  the  face^ followed  eventually hv 
paralysis.     The  lesions  of  the  crania!  nerves,  which  pnxluce  these  results, 
may,  as  already  pointe*!  out,  occur  in  the  nerves  themselves  or  involve  their 
nuclei. 

Of  all  the  symptoms  of  disseminate*]  sclerosis  perhaps  the  most  character- 
istic aufl  most  frequent  is  the  prcnliar  disorder  of  speech  in  which  syliaMes 
are  enunciated  in  a  measured  manner.  To  this  mode  of  speech  the  term 
staccato  or  scanning  is  applie<l.  The  exact  cause  of  this  is  not  clear.  It  rlo« 
not  seem  to  be  dependent  entirely  upon  paralysis  involving  the  tongue  or 
the  tips. 

The  mental  condition  of  the  patient  Is  usually  not  materially  altered. 
The  mcftwri/  maybe  slightly  impaired •  anrl  the  patient  seem  somewhat 
emotional.  Very  occasionally  actual  insanity  develops.  Paroxysmal  atiacki 
of  vertigo  and  tmmiting  are  occasionally  met  with,  and  in  some  ciises  the 
patient  is  seized  with  attacks  which  closely  resemble  an  ordinary'  apoplexy. 
These  attacks,  it  will  be  remenil>ered,  stnnetimes  develop  in  patients  who 
suffer  from  general  paralysis  of  the  insane,  and  they  appear  either  as  ordinanr 
coma,  as  Jacksonian  epilepsy,  or  as  a  hemiplegia  which  is  fleeting  in  char- 
acter. All  these  symptoms  of  an  apoplectiform  type  may  recur  frequently, 
and  are  usually  recovered  from,  but  occasionally  death  comes  on  during 
coma.  It  is  a  fact  worthy  of  note  that,  notwitlistanding  the  profound  changes 
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which  take  place  in  different  portions  of  tlie  nervous  system,  trophic  changes 
in  the  muscles  are  rarely  met  with,  even  in  advanced  cases. 

Dia^rnoBis. — The  most  characteristic  symptoms  of  disseminatetl  sclerosis, 
as  just  stated,  consist  in  the  intention  tremor,  the  staccato  speech,  the 
nystagmus,  the  peculiar  jerking,  inco-ordinate<l  movements  of  the  muscles 
of  the  arms  and  sometimes  of  tlie  legs,  weakness  of  the  legs,  and  the 
gnulual  involvement  of  the  cranial  nerves. 

The  disease  is  to  be  separate<  I  from  locomotorata?dabytlie  jcrkinf^character 
of  the  inco-oniinatol  movements;  and  hy  the  exaggeration  of  the  rcHexes, 
which  are  in  contrast  to  the  aksent  rcdexes  of  ataxia.  From  paralysis  agitans 
it  is  separateil  by  the  fact  that  in  the  latter  disease  there  is  a  finer  tremor  of  the 
band,  or  of  the  parts  of  the  l>ody  which  may  beaffected  (thetrenior  is  passive), 
by  the  peculiar  attitude  of  tlie  patient  in  piirulysis  agitans,  and  by  the  absence, 
as  the  disease  pr4>gresses,  of  the  characteristic  symptoms  just  spoken  of  as 
peculiar  to  multiple  sclerosis.  General  paralysis  of  the  in.sanc  is  distinguished 
by  the  presence,  in  tlie  classic  type  of  this  disease,  of  flelusions  of  grandeur, 
by  the  twitching  of  tlie  muscles  of  the  lips  and  tongue,  which  are  more  con- 
stant and  severe  than  they  are  in  nuiltii)lc  sclerosis,  and  by  the  other  evidences 
»of  mentid  change.  In  a  case  of  disseminated  sclerosis,  in  which  the  lateral 
columns  of  the  spinal  cord  are  involved,  it  may  be  <lifficult  to  differentiate 
muhiple  selerosis  from  spastic  paraplegia,  but  as  the  disease  progresses  the 
deveh>pment  of  the  other  symptoms  of  di.sseminate<l  sclerosis  makes  the 
diagnosis  easy.  From  liysteria  disseminated  sclerosis  is  to  l>e  separated  by 
the  fact  that  nystagmus  dt>es  not  appear  in  this  functional  ner\'0us  disorder, 
and  by  the  inconstancy  of  the  symptoms  in  many  cases  of  hysteria.  The 
other  characteristic  stigmata  of  hysteria  may  also  be  found.  (See  article  on 
Hysteria.) 

Prognosis. — The  prognosis  in  a  case  of  disseminated  sclerosis  is  absolutely 
unfavorable  as  to  ultimate  recovery.  The  disease  is  characterized  by  various 
reraissif>ns  or  jx^ri(Kls  of  arrest,  so  that  death  is  sometimes  postponed  for 
a  considerable  peri<Hl  of  time.  The  prognosis  as  to  duration  of  life  is  worse 
in  those  cases  in  which  the  legions  involve  nervous  tissues  closely  associated 
with  vital  functions,  as  wlien  sclerotic  changes  take  place  in  the  pons, 
or,  above  all,  wlien  they  occur  in  the  me<lulla.  It  is  noteworthy  that 
pregnancy  or  traiuna  increases  the  rapidity  with  which  the  disease  pro- 
gresses. 

Treatment. — Everywhere  in  this  book,  when  we  have  considered  the 
treatment  of  diseases  depen*ling  upon  sclerotic  changes  or  overgrowth  of 
connective  tissue  it  has  been  ]X)inted  out  that  nnr  therapeutic  resources  are 
inadequate.  We  do  not  know  the  causes  of  this  connective-tissue  over- 
growth, and  so  are  unable  to  combat  it,  nor  do  we  know  why  the  evils  degen- 
erate. Neither  have  we  any  reason  to  believe  that  in  the  future  we  will 
discover  arny  remedy  which  will  cause  the  absorption  of  connective  tissue 
when  it  is  once  fonne<l,  and  it  is  certain  that  fibres  which  have  once  degen- 
erated and  have  been  destroyed  cannot  be  regenerated  by  the  action  of  any 
medicine. 
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DISEASES  IN  WmOH  THE  CHIEF  MAHIFESl 

THE  SPINAL  OOED. 

LOOOMOTOE  ATAXIA. 

Definition. — Locomotor  ataxia  is  a  disease  character 
ordination  of  gait  and  station,  loss  of  muscle  sense,  ai 
reflexes.  It  is  often  accompanied  by  pain.  The  mos 
reflexes  is  in  the  patellar  tendon  and  iris.  Pathological! 
by  slow  progressive  lesions  which  aflFect  chiefly  the  sen 
the  posterior  or  dorsal  columns  of  the  spinal  cord.  Il 
tabes  dorsalis,  or  posterior  spinal  sclerosis. 

History. — Cases  of  locomotor  ataxia  were  recorded  aa 
many  years  ago,  but  it  was  not  till  1847  that  Todd  cl 
malady  from  other  states  of  paralysis.  In  1840  Stanley 
the  affection  was  associated  with  changes  in  the  postc 
spinal  cord.  In  1855  Reynolds  first  showed  that  the  di 
a  state  in  which  the  symptoms  were  due  to  a  loss  of  mu5 
loss  of  power  in  the  motor  nerves  or  muscles — a  view  < 
who  made  a  microscopic  demonstration  of  the  site  of  th< 

Etiology. — Males  suffer  more  than  females  in  the  pr 
In  a  large  hospital  experience  of  over  twenty  years  I  ha 
in  a  woman.  Half  the  cases  develop  in  the  decade  of  lif 
forty  years,  and  80  per  cent,  between  thirty  and  fifty  y< 
that  it  rarely  develops  after  fifty  years. 

By  far  the  most  common  cause  of  the  disease  is  acquii 
the  syphilis  is  hereditary.  Some  writers  have  gone  so 
locomotor  ataxia  is  due  to  this  cause  in  over  90  per  cent. 
Gowers  gives  the  rather  moderate  proportion  of  77  pei 
cent.  It  is,  however,  important  for  the  student  to  remei 
ataxia  is  not  syphilis  of  the  nervous  system,  but  rather  a 
syphilitic  infection.  In  many  instances  the  ataxic  symptt 
years  after  syphilitic  infection  that  the  patient  cannot  1 
maladies  have  any  relationship  of  cause  and  effect,  the  mor 
frequently  met  with  in  patients  who  have  presented  v 
symptoms  than  in  those  who  have  had  severe  symptom 
Rarely  the  ataxic  symptoms  develop  within  five  years  o 

Next  to  syphilis  as  a  possible  cause  is  traumatism,  S 
upon  the  spine,  have  been  followed,  months  or  years  lat< 
but  it  is  impossible  to  tell  whether  the  trauma  is  the 
malady.  Sometimes  other  diseases  of  the  cord  finally 
ataxia. 

Pathology  and  Morbid  Anatomy. — ^In  studying  the  ixn 
pathology  of  locomotor  ataxia  it  is  important  for  the  s 
fact  that  the  primary  lesion  of  the  disease  is  in  the  pc 
posterior  roots  of  the  spinal  cord,  and  in  the  gangha  of 
and  not  in  the  posterior  columns  of  the  spinal  cord,  as 
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time.  The  sensory  cells  in  the  posterior  ganglia,  outside  of  the  cord,  are 
flask-shaped  bodies,  each  of  which  has  a  process  which  divides  into  two 
axones.  One  of  these  goes  by  the  posterior  nerve  root  to  the  spinal  cord, 
and  the  other  goes  to  the  afferent  nerve,  which  extends  to  the  peripheral 
portions  of  the  body.  (See  Plate  VII.)  Degenerative  changes  take  place 
in  the  proximal  axone  as  well  as  in  the  peripheral  portion  of  the  distal  axone. 
These  changes  are  sclerotic  and  are  carried  into  the  cord,  so  to  speak,  by  the 
proximal  axone.  Therefore,  locomotor  ataxia  consists  primarily  in  disease  of 
the  proximal  axone,  secondarily  in  disease  of  the  distal  axone,  and  finally 
in  disease  of  those  fibres  in  the  posterior  portion  of  the  spinal  cord  which 
have  their  origin  in  the  proximal  axone  just  described.  While  it  is  true 
that  the  primary  lesion  is  not  in  the  cord,  it  is  nevertheless  a  fact  that  the 
chief  manifestations  of  the  pathological  process  are  to  be  found  in  this  por- 
tion of  the  nervous  system.  Indeed,  the  changes  in  the  spinal  cord  are  so 
well  developed  in  typical  cases  that  the  macroscopic  examination  suffices 
for  the  diagnosis  at  the  autopsy. 

The  affected  portions  of  the  cord  are  smaller  than  normal  and  more 
grayish  in  appearance.  The  distribution  of  those  areas  varies  greatly. 
In  some  instances  the  disease  is  so  moderate  in  degree  and  in  distribu- 
tion as  to  be  difficult  of  recognition,  except  by  the  microscope.  In  others, 
if  the  malady  is  far  advanced,  the  whole  length  of  the  posterior  columns 
may  be  affected.  There  are  certain  parts  of  the  cord  which  are  particu- 
larly prone  to  the  development  of  the  disease.  Thus,  the  lesions  are  usually 
well  developed  in  the  posterior  columns  in  the  lumbar  region,  particularly 
in  the  neighborhood  of  the  posterior  root  zones,  and  this  accounts  for  the 
fact  that  the  legs  show  the  earliest  and  most  severe  symptoms.  As  we 
ascend  the  cord,  however,  the  lesions  are  chiefly  found  in  the  postero- 
median columns. 

In  instances  in  which  the  disease  affects  the  arms  as  well  as  the  legs  and 
is  well  developed,  the  posteroexternal  columns  are  affected  even  in  the 
cervical  region  (Fig.  124). 

Under  the  microscope  it  is  found  that  the  connective  tissue  in  the  pos- 
terior columns  of  the  cord  has  undergone  hyperplasia  or  overgrowth.  The 
fibrous  sheath  of  the  bloodvessels  is  particularly  affected  and  is  seen  to  be 
thickened  and  to  project  connective-tissue  fibrils  into  nearby  parts.  The 
nerve  fibres  may  have  disappeared  entirely  or  be  represented  by  atropliied 
or  wasted  fibres.  In  some  cases  the  vessels  of  the  pia  mater  are  also 
thickened,  particularly  in  the  part  covering  the  posterior  columns,  and  these 
vessels  may  also  give  off  fibrils  of  connective  tissue  which  add  to  the  con- 
nective-tissue overgrowth  in  the  superficial  part  of  the  cord. 

The  changes  which  are  found  in  the  posterior  nerve  roots  vary  greatly  in 
their  degree.  In  some  instances  they  are  so  slight  that  they  can  be  recog- 
nized orJy  by  careful  microscopic  examination;  in  other  instances  they 
are  so  well  marked  that  the  naked  eye  can  detect  them.  Under  these  circum- 
stances they  appear  atrophied  an<l  the  connective-tissue  elements  may  be 
somewhat  increased.  The  root  fibres  in  the  cord  are  more  affected  than 
those  outside  of  the  conl.  The  ganglia  are  also  affected  by  an  overgrowth 
of  connective  tissue,  and  by  an  atrophy  of  their  nerve  cells.    Beyond  the 
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ganglia  pathological  changes  in  the  mixed  nerve  are  rarely  seen  as  a 
tinuation  of  the  process  fouml  in  the  nerve  roots,  but  it  is  a  well-recog- 
nized  fact  that  marked  primary  changes  are  to  be  found  in  the  peripheral 
nerves,  and  especially  in  the  cutaneous  branches.  These  changes  consist  in 
anatrophy  of  the  inyeHn  sheath  followed  by  degeneration  and  segmentation 
of  the  axis  cylinder,  and  they  occur  at  the  distal  extremity  of  the  nerve  i 

greater  degree  than  higher  up.     The 
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nerve   trusks  are  rarely   affected.      It 
largely  because  of  these  neural  lesions  that 
sensation  in  the  skin  and  in  the  joints  i 
the  muscular  sense  are  lost. 

In  certain  cases  the  changes  of  locomotor 
ataxia  may  be  well  marked  in  the  cord  and 
slight  in  the  nen-e  roots,  and  in  others  the 
nerves  are  chiefly  involved.  It  is  important 
that  this  fact  be  remembered  because  it 
serves  to  fix  in  the  mind  of  the  student  the 
fact  that  locomotor  ataxia  is  not  solely  a 
disease  of  the  posterior  columns  of  the  cord. 
While  locomotor  ataxia  chiefly  afiiects  the 
spinal  cord  and  its  nen^e  roots,  it  also  at- 
tacks <]uite  fre(|uently  the  cranial  nen'es, 
and  of  tliese  the  optic  nerve  suffers  nn 
severely  and  most  frequently.  Its  nep 
fibres  atrophy  and  its  connective  tis 
undergoes  prohfe ration. 

By  no  means  rarely  marked  degeneratiil 
changes  are  found  in  the  joints.  The  artic- 
ulating cartilages  are  eroded,  the  joint  raay 
become  filled  with  fluid,  and  for  these  rea- 
sons dislocations  may  occur.  Trophic 
changes  also  occur  elsewhere.  (See  Symp- 
toms.) 

Symptoms. — In  a  case  of  locomotorataxia 
which  is  typical  in  its  course  the  follow-injj 
symptoms  are  prc^sent,  and  if  they  arc  well 
developed  it  is  not  ditiicult  to  make  a  diag- 
nosis ^t 
The  patient  often  states  that  his  feet  feel  '*  muffled/*  that  is,  as  if  he  had  on" 
several  pairs  of  thick  socks.    In  other  cases  he  notices  that  on  arising  at 
night  lie  has  difficulty  in  glutting  a  proper  "purchavse"  with  his  feet  on  theH 
floor,  or  t!ie  flcM>r  may  feel  as  if  its  plane  is  at  a  different  angle  from  that  pic-^| 
turetl  in  his  mind.  Tliese  awkwarJ  sensations  are  due  to  the  interference  wlh 


?n'es, 

tissfl 
-atiil 


SelenMl*  of  the  Uilemi  and  \,ia  tbe  aute- 
rlt^cerrlcal  re^on)  pyramidal  tmcts,  wiib 
slight  de^ncratloa  of  tbe  Jintenor  ooruna. 
A,  cervlc&l ;  B,  donuLl;  C,  lumber  Beetlona. 
(After  Go  were.) 


the  sensory  nen^e  fibres,  that  is,  with  conduction  of  sensation  to  the  spinJ 
cord.  He  also  has  difficulty  in  walking  in  the  ilark,  not  only  because  liiai 
tactile  sense  is  disturbed!,  but  because  his  muscle  sense  is  also  impaired,  with 


the  result  that  he  is  in  doubt  as  to  the  position  of  his  limbs  and  as  to  the 
relative  tonicity  of  opposing  muscles.     This  loss  of  muscle  sense  depenils 
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upon  the  fact  that  the  sensory  nerves  supplying  the  joints,  tendons,  and 
fascite  are  impaired  in  function  and  the  tracts  in  the  spinal  coni  which  carry 
these  impulses  which  rcHexly  co-cjr<1inate  movement  are  also  involved.  If 
the  impulse  paases  this  area  of  damaj^e  and  reaches  the  cord  it  passes  up 
the  posteromedian  columns  without  decussation,  and  probably  goes  directly 
to  the  cerebellum,  which  presides  oven  balance.  These  columns  are  always 
diseased  if  the  ataxia  is  marked,  but  cutaneous  sensibility  is  often  pre- 
ser\-etl,  pmving  that  the  muscular  ami  cutaneous  sensations  are  carried 
by  different  tracts. 

Closely  related  to  the  disorder  of  nniscle  sense  is  in  co-ordination^  which 
produces  the  peculiar  gait.  In  tfu*  ataxic  gait  tlie  foot  is  raised  awkwardly 
and  then  thrown  down  in  fnmt  of  the  other  foot  with  a  characteristic  uncer- 
tain movement,  tlie  whole  under  surface  of  the  ftK5t  striking  tliegniund  at 
once.  This  uncertainty  of  movement  Itcconies  still  more  marked  if  the 
surface  over  which  the  patient  has  to  walk  is  imeven,  or  if  a  rug  upon  the 
floor  recjuires  that  the  feet  shall  be  lifto<]  slightly  to  clear  it.  In  other  cases 
the  edge  of  the  foot  rest,s  on  the  floor  instead  of  the  plantar  surface,  and 
in  the  effort  to  correct  this  position  another  clumsy  movement  is  made. 
If  the  light  is  poor  or  if  the  patieiit  closes  his  eyes,  the  *lifficulty  in  muscular 
co-ordination  may  be  so  great  that  he  staggers  an<l  falls.  A.s  the  involve- 
ment of  the  sensory  patliways  liecomes  more  marked,  support  by  means  of 
a  cane,  nearl>y  ol)jects,  r>r  an*»ther  pei-son,  is  needful  ft>r  locomotion,  and 
finally  all  attempts  at  walking  have  to  be  given  up.  In  cases  in  which  the 
upj)er  porfious  of  the  coitl  suffer,  tlieiv  is  a  similar  inco-onlination  of  the 
arms,  so  that  the  patient  cannot  carry  fcwx]  to  his  mouth  if  the  eyes  are  closed. 
In  otlier  instances,  however,  even  when  the  legs  are  practically  useless,  the 
arms  entirely  escape.  If  citlier  the  anus  or  the  legs  are  extentled  the  muscles 
do  not  remain  steady,  but  alternately  contract  and  relax,  as  the  patient 
vainly  endeavors  to  maintain  his  ImlanL-e.  There  Is  no  actual  loss  of 
muscle  strength  imtil  the  disease  has  lasted  so  long  that  tlie  muscles  waste 
from  disuse. 

The  same  cause  that  protluces  the  difficulty  in  gait  also  causes  a  disivrb- 
ance  of  ^'station/'  That  is  to  say.  the  patient  cannot  stand  steadily,  but 
sways  in  the  endeavor  to  keep  his  balance.  If  his  eyes  are  closed  or  if  he  is 
blindfoldetl  he  sways  so  wiiJely  that  there  is  danger  of  his  falling,  and  he 
may  actually  fall  if  he  cannot  co-onhnide  his  muscles  by  the  use  of  his  eyes, 
which  will  gi%'e  him  a  conceptii>n  of  tlie  relative  position  of  surroun<ling 
objects.  This  instability  Is  often  very  marked  when  the  patient  attempts  to 
suddenly  assume  the  erect  posture  after  sitting  in  a  chair  for  some  time. 
As  Romljerg  first  called  attfutifui  to  this  loss  of  station,  the  term  '*Rombcrg^s 
symptom*'  is  ap[>lied  to  this  manifestation  of  the  malady. 

Still  another  indication  of  the  disease  in  the  sensory  pathways  in  loco- 
motor ataxia  is  the  diminution  and  final  total  loss  of  the  knee-jerks  when  the 
patellar  tendon  is  tafipetl.    This  is  called  **lVestphars  stftriptom" 

So  far  only  those  tlisorders  of  motion  which  result  from  the  loss  of  muscle 
sense  have  been  discusseil.  There  yet  remain  to  be  considere<l  the  charac- 
teristic sensory  symptoms  themselves.  These  consist  in  pain  and  loss  of 
sensibiliiy.  Pain  is  a  very  frequent  and  often  a  very  early  symptom,  occur- 
fil 
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ring  in  about  90  percent,  of  all  cases,  and  it  may  be  very  severe.    It  occurs 

chierty  in  the  legs  as  sharp  dartings  rallefi  "lightning  pains.*'     Unlike  the 
motor  symptoms,  these  pains  are  not  a)nfined  to  the  legs  and  arms,  but  are 
often  present  in  the  Inxly  and  even  in  the  head,  where  other  symptoms  of 
this  disease  are  rare,  except  in  the  eyes.    The  pains  are  often  agonizing  and 
occur  chiefly  at  night.     In  most  instances  tliey  occur  in  periodic  attacks,  then  I 
ceasing  for  weeks  or  even  months.    They  may  develop  in  different  pjirts  of] 
the  body  at  each  attack.    They  rarely  have  their  seat  in  large  nerve  trunks,] 
but  exist  in  the  more  minute  fibres  of  the  nerves.     ^Tien  they  attack  the  j 
stomach  they  are  calletl  *'(faMric  crises,**  a  term  also  applietl    to  severe  i 
attacks  of  vomiting  in  this  disease.     So,  too,  attacks  of  intense  pain  may 
suddenly  develop   in   the   bladder,    '^vesical   crises^'*   and    in   the   rectum, 
**rectal  crises."     There  may  Ik*  marked  ** girdle  seiuaiions**  in  the  trunk. 

The  pain^  are  descril)e<i  as  darting,  rending,  or  b^trriing,  and  the  patient 
may  speak  of  "burning  toes"  as  his  most  troublesome  sv-mptora.  Intaue 
hyperesthesia  of  the  skin  in  the  painful  areas  may  also  be  pre^jcnt.  These 
pains  are  to  some  extent  affecte<l  by  atmospheric  states.  1  have  more  than 
once  known  thera  to  he  produced  or  exaggeratetl  by  constipation,  prohabl}' 
because  of  the  absorption  of  intestinal  toxins. 

It  is  important  to  bear  in  mimi  the  fact  that  pain  may  be  one  of  tlic 
earliest  signs  of  this  maliuly,  and  may  vary  from  tingling  to  an  agony 
without  any  of  the  disorders  of  the  gait  being  as  yet  present.  On  the  other  < 
hand,  very  severe  ataxia  may  be  present  without  any  pain.  In  addition 
to  the.se  painful  rhsorders  various  other  disturbances  of  sensation  also 
develop,  such  as  formication,  tickling,  pricking,  creeping,  sensations  of  hcjil 
and  cold,  or  hypenesthesia.  When  the  disease  is  well  advanced,  diminution 
of  sensation  in  the  skin  or  even  complete  anaesthesia  may  appear.  The  sense 
of  pain  and  of  touch  may  both  be  impaired.  The  pain  sense  may  W  lost 
an<l  tfie  heat  sense  retaine<l.  or,  again,  the  tactile  sense  may  \ye  interprele<J 
by  the  patient  as  pain  or  heat.  A  very  interesting  perversion  of  the  function 
of  sensation  is  the  delay  in  the  transmission  of  the  sensory  impulses,  so  tliat 
a  very  appreciable  interval  occurs  between  the  moment  at  which  the  foot  is  i 
prickeil  and  the  moment  at  which  the  patient  appreciates  the  fact  that  the 
injury  has  been  sustained.  Obersteiner  has  recordetl  a  case  in  which  the 
interval  was  twenty-five  seconds.  So,  too,  the  patient  is  unable  to  reachly 
intlicate  the  part  touched.  He  may  even  assert  that  it  is  the  left  foot  when 
it  is  really  the  ri^ht  one  that  is  irritated.  To  this  spnptora  the  term  alio- 
chiria  is  applied.  .Vll  these  tests  must  be  made,  of  course,  with  the  patient 
blindfolded.  The  ileeper  portions  of  the  body  may  be  as  anaesthetic  as  the 
skin,  and  injury  to  a  testicle,  pleurisy,  and  severe  muscular  inflammation, 
as  after  a  deep  injection  of  mereury,  may  be  painless.  Sexual  power  may 
or  may  not  be  lost. 

The  changes  which  take  place  ii:  the  eges  in  locomotor  ataxia  are  so  con- 
stantly met  with  and  jire  so  viiluable  to  us  from  a  diagnostic  standp>int,  that 
they  are  worth  rememl>ering.  In  about  -SO  per  cent,  of  the  cases  the  Argyil- 
RoberUon  pupil,  is  present,  that  is,  the  pupil  reacts  to  accommodation,  but 
not  to  light.  This  state  depends  upon  a  lesion,  somewhere  in  the  path  of 
the  light  reflex,  which  includes  the  optic  nerve  on  the  one  hand  and  the 
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t  oculomotor  nerve  and  nucleus  on  the  other,  with  a  connection  between 
these  two  nerves  which  is  not  known.  Some  have  taught  that  Meynert's 
decussation,  between  the  primary  optic  centres  in  which  the  optic  nen'e 

[ends  and  the  thinl  nerve  nurleus,  fomis  this  connection  and  is  the  seat  of 
lesion  determining  tlie  Argyll-Robertson  pupil.  Recent  studies  indicate 
that  the  fibres  conct^nied  piLss  from  the  optic  tract  to  the  third  nen'e  nucleus 
before  the  former  has  reached  the  primary  optic  centres. 

I      There  may  l>e  loss  of  accommodation  in  some  cases.     The  pupils  are 

^usually  myotic;  they  may  he  unequal  an*l  uneven,  especially  during  con- 
traction; they  may  also  be  irregular  in  shape. 

The  second  important  ocular  symptoms  are  those  which  depend  upon  the 
nerve  supply  of  tiie  extrinsic  muscles  of  the  eye.  Diplopia  may  develop  as 
a  fleeting  or  |>ennanent  symptom  (hie  to  insufliciency  of  one  of  the  ocular 
muscles,  the  e?cternal  rectus  muscle  being  the  one  most  commonly  atfected, 
although  there  is  diversity  of  opinion  as  to  tliis  point.  So,too,single  or  double 
ptosis  may  develop  and  be  transient  or  pennanent.  In  some  cases  all  the 
extraocular  muscles  become  paralyzed  sf)  that  a  camplete  external  ophthal- 
moplegia may  be  present.  The  third  ocular  sign  of  importance  is  atrophy 
of  the  optic  nervCf  which  takes  place  iu  about  10  percent,  of  all  cases.    It  is 

I  often  present  l>efore  any  difficulty  of  the  gait  develops,  and  for  this  reason 
the  presence  of  the  disease  may  he  first  recognizeti  by  the  ophthalmologist 
rather  than  by  the  general  practitioner.  It  is  thought  by  some  writers  that 
thLs  manifestation  of  kK-omotor  ataxia  is  more  prone  to  develop  in  the 
instances  in  which  the  arms  are  involved  than  iu  those  cases  in  which  the 
lower  portions  of  the  cord  are  affected.  Not  rarely  the  presence  of  optic 
nerve  atrophy  seerns  to  l)e  accom])anie<l  by  an  arrest  of  the  sclerotic  process 
elsewhere.  The  field  of  vision  is  primarily  diminished »  there  may  be  loss  of 
color  vision,  hut  sometimes  tfie  failure  is  marked,  even  from  the  onset,  in  the 
neighborhood  of  tlie  macula.  The  impairment  of  vision  which  ensues  may 
progress  to  total  blindnras  or  become  arrested  and  consist  in  more  or  less 

'  severe  impainnent.     Usually  the  process  is  slow,  but  occasionally  it  is  so 

'  rapid  that  even  a  few  days  produce  great  changes  in  the  visual  acuity.  As 
is  easily  understooih  when  we  consider  the  nature  of  the  lesions  which  are 
characteristic  of  the  disease  the  loss  of  vision  is  not  always  unilateral. 

I  When  the  optic  nerve  is  examineil  by  the  ophthalmoscope  in  such  cases 
the  disk  is  seen  to  be  pale  and  shrunken,  but  at  times  the  degree  of  blindness 
is  in  excess  of  the  changes  in  the  disk.  Finally,  the  disk  l>ecomes  a  pale  gray. 
Occasionally  deafness  gradually  or  suddenly  tievelopes.    It  may  be  tran- 

[  sient  or  fleetmg. 

The  bladder  in  locomotor  ataxia  is  often  greatly  impaired  in  its  functions. 
The  urine  is  often  imperfectly  expelled  and  as  a  result  residual  urine  pro- 
duces cystiiis.  More  rarely  retention  of  iiriri^  ensues.  The  sphincter  ani 
is  also  weakened,  and  so  control  of  the  feces  is  diminished. 

I      There  still  remain  to  be  considered  two  results  of  the  disease  which  are 

fof  interest  and  diagnostic  iin[)ortance.  The  first  of  these  is  the  so-called 
'^Charcot  joint,"  to  which  reference  has  already  lieen  made.  Owing  to  the 
changes  in  the  elbow,  shoulder,  hip,  and  knees  the  landmarks  of  these  parts 

[may  be  completely  obliterated,  and  great  swelling  often  is  present.    The 
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second  of  these  trophic  changes  is  the  so-called  perforating  ulcer  o^ 
which  may  or  may  not  be  accompanied  by  ulcerations  about  the  toe-nafls, 
Dia^osis. — A^  already  intimaterl,  the  most  valuable  diagnostic  symptom* 
and  signs  of  locomotor  ataxia  arc  the  loss  of  tlic  knee-jerk,  the  swaying 
station,  the  Arg\'il-Rohert5on  pupil,  the  tiptic  atrophy,  and  the  lijjhtning 
pains.  No  one  of  these,  however,  enables  us  to  make  a  diagnosis  because 
of    its   presence.      The   disease    must    be    differentiated    from    periphera] 

neuritis  due  to  alcoliol,  le^id,  and  arsenic,  and 
from   lliat    due    to    typhoid    fever    ami    diph- 
theria.   In  these  cotnhtif>ns  there  is  loss  of  knee- 
jerk,  swaying  station,  arul  often  severe  pains  or 
anaesthesia  it  may  be,  but  the  Argyll-Robertson 
pupil  is  absent  and  the  history  of  the  patient  aj 
to  exposure  to  alcohol,  lead,  or  arsenic  aids  us 
greatly  in  the  differentiation.    To  these  sta,te$^^H 
term  pseutloluVjes  has  l3een  well  applied.         ^^ 
I^>coTnolor  ataxia  is  separated  from  the  various 
forms  of    paraplegia  by  the   persistence  of  the 
knee-jerk,  whicli  is  usually  exaggerated,  and  by 
the  actual  loss  of   power  in   paraplegia.     From 
the    spastic    paraplegia  due  to  hiteral    sclerosis 
tnie  locomotor  ataxia  is  separated  by  the  spastio 
state  of  the  muscles  and  the  greatly  increastti 
knee-jerk. 

From  general  paralysis  of  the  insane  lo^| 
motor  ataxia  may  be  difficult  of  separatoin,  1^^ 
in  this  disease  the  Argyll-Hobertson  pupil  and 
other  physical  si^ns  of  locomotor  ataxia  iiuiy  be  present.  As  the  case 
advances  the  prcilonii nance  of  the  cert'bral  symptoms  over  the  spinal  s>*nip- 
toms  becomes  marked  and  so  renders  the  diagnosis  possible.  (See  Paretic 
Dementia.)  ^m 

The  fact  that  in  rare  cases  of  locomotor  ataxia  severe  pains  are  felt^l 
the  trunk  should  never  lie  for»^ol(en,  for  it  has  happened  not  infrequently 
that  they  have  misle<l  the  physician  into  a  belief  that  caries  of  the  vertel 
was  present. 

The  staggering  gait  of  cerebellar  tumor  can  scarcely  l>c  mistaken 
locomotor  atiixia.      If  there  is  doubt  as  to  its  cause  it  can  be  dispelled  bv 
absRuce  of  shooting  pains,  by  the  presence  of  headache  and  of   nystaginib. 
Prognoais. — Tlic  prognosis  of  locomotor  ataxia  ww  be  best  considered  in 
two  parts.    So  far  as  recovery  is  c<Hicerned,  this  is  out  of  tbecpiestion.   So 
far  as  rapi<lity  of  progress  is  concerned,  we  must  always  l>e  giianled 
expressing  an  o[)ini*)n.     In  the  great  majority  of  eases  the  disease  lasts 
years  and  is  characterized  not  only  by  [>eriods  of  rest,  but  of  actual  improi 
raent  of  a  very  marked  character  in  some  cases.    If  there  is  a  syphilitic 
tory  the  use  of  tlie  proper  specific  remedies  may  arrest  the  mala<ly,  but  li 
cannot  cure  the  ilamage  idready  rlone.     Cases  whifh  attack  those  youn 
years  and  progress  rapidly  are  most  unfavtirable,  but  even  these  case^  mi 
remarkable  **stops"  in  the  advance  of  the  affection. 


eerfomUng  iilcerof  the  foot  in  looo- 
znoior  AlAxia.    (Oberatelner.) 
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Treatment. — There  is  probably  no  grave  disease  of  the  nervous  system  of 
an  organic  nature  which,  in  some  instances  at  least,  yields  such  good  results 
from  treatment  as  docs  this  one. 

As  may  be  gathered  from  the  discussion  of  the  pathology  of  locomotor 
ataxia,  it  must  be  evident  tliat  the  physician  can  only  palliate  the  symptoms 
of  this  disease,  and  that  a  complete  cure  is  practically  impossible.  The  most 
that  we  can  do  is  to  attempt  to  eliminate  from  the  system  tlie  causes  which 
are  primarily  active  in  the  prwiuction  of  the  chiinicteristic  lesions  and  so 
prevent  further  progress  of  the  midiiily.  What  thrse  poisons  are  we  do  not 
know,  for,  as  already  [M>inte<l  out,  c\en  in  those  cases  in  wJiich  tliere  is  a  dis- 
tinct histor}'  of  syphilis,  it  is  probable  that  the  cord  disease  develops  rather 
as  a  parasyphilitic  coridition  than  one  depending  directly  upon  syphilis. 
Nevertheless,  in  a  large  proportion  of  cases,  benefit  is  obtjtined  by  the  pur- 
suance of  a  plan  of  treatment  which  consists  largely  in  the  administration  of 
mercury  and  the  iotlide  of  potassium.  If  the  specific  infection  is  of  com- 
paratively recent  date,  the  mercury  should  be  used,  but  in  many  instances 
this  is  not  the  case,  and  tlie  itxJide  of  potassium  is  the  remedy  of  choice. 
Tlie  rule  governing  its  administration,  under  these  circumstances,  is  to  give 
that  tpnmtity  wliich  the  patient  can  take  without  seriously  impairing  his  diges- 
tive functions  and  general  health.  It  is  a  question  of  the  effect  pnnluced 
rather  than  one  of  gnuns  of  drug  adnnnistered.  Some  patients  can  take 
very  large  tioses  without  symptoms  of  iodism;  whereas,  others  are  affected 
even  l>y  mo^ierate  doses.  The  drug  shoukl  be  given  in  ascentling  doses  until 
its  full  physiological  effects  are  manifested,  aiul  then  the  dose  is  to  be  cut 
down  one-thinl  or  one-half,  and  continued  for  a  number  of  months.  Very 
often  the  be-st  results  are  obtained  if  in  adilition  inunctions  with  mercurial 
ointment  are  practised  twice  or  thnee  a  week. 

While,  on  the  one  haiub  it  should  be  our  endeavor  to  use  these  two 
specific  remedies  very  freely,  it  must  aLso  be  rcniend>ered  that  the  patient's 
vitality  must  l>e  kept  at  the  highest  possible  level  by  every  means  in  our 
power.  Poor  health  and  digestive  disturbance  pnjduced  by  the  unwise 
employment  of  uHTcury  or  iodine  probalily  does  the  patient  more  harm 
than  the  drugs  do  him  gooil.  Often  it  is  advisable  to  give  iodide  of  potas- 
sium for  three  months,  and  then  to  use  mercury'  for  three  months.  Starr 
asserts  that  the  use  of  mercury  hastens  the  process  of  optic  ner\e  atrophy, 
and  in  those  cases  in  which  tins  symptom  is  present  mercurial  treatment 
should  not  l>e  resorted  to.      In  those  cases  in  which  there  is  no  syphilitic 

t history,  or  in  which  the  mercurials  are  badly  lx>nie,  arsenic  may  be  given 
as  a  nerve  tonic.  Nitrate  of  .silver  was  at  one  time  thought  to  be  advan- 
ligeous,  but  there  is  nothing  in  our  knowledge  of  this  drug  or  of  the  disease 
which  makes  its  employment  in  any  way  rational. 
For  tlie  relief  of  the  paiiis  in  tlie  peripheral  nen'es,  the  coal-tar  products 
are  our  best  remedies,  acetanilid,  phenacetin,  and  autipyrin  being  commonly 
employed.  In  other  instances  the  salicylates  are  useful.  If  the  pain  is 
excessive,  morpliine  must  Ih*  used. 

For  the  twitching  of  the  limbs,  the  bromides,  which  quiet  the  sen.sorv 
portions  of  the  cord,  may  be  employed  in  sufficiently  large  doses  to  pro- 
duce sedation. 
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A  method  of  treating  these  cases  which  is  of  some  value  is  that  introduced 
by  Fraenkel,  of  Berlin.    This  method  is  not  curative  in  the  sense  that  it  is 
supposed  to  influence  the  lesions  in  the  cord,  but  is  employed  with  the 
object  of  training  other  nerve  fibres  than  those  originally  used,  so  that  the 
patient  may  to  some  extent  regain  his  muscle  sense.    This  plan  consists 
in  making  him    take   certain   exercises    which   require   co-ordination.    A 
chalk  line  is  drawn  upon  the  floor  and  he  is  required  to  follow  it  as  closely 
as  possible;  or,  a  series  of  cup-like  depressions  are  made  in  a  plank,  which  is 
placed  across  the  foot  of  the  patient's  bed.    These  depressions  are  num- 
bered from  one  to  ten,  and  he  is  instructed  by  the  nurse  to  raise  his  leg  and 
then  rest  his  heel  in  the  cup  which  she  names.    In  this  way  the  patient  in 
some  instances  is  able  to  speedily  respond  to  the  order,  and  so  is  trained 
to  carry  out  well  co-ordinated  movements.    Still  another  method  consists 
in  supplying  him  with  a  small  double  flight  of  steps  provided  with  railings 
so  that  he  cannot  fall.    The  patient  is  then  required  to  mount  a  few  steps  on 
one  side  and  then  descend  a  few  on  the  other,  using  his  legs  to  lift  himself 
up  on  each  step,  and  not  pulling  himself  up  by  his  hands,  which  rest  upon 
the  rails.    In  other  instances  still,  definite  spaces  are  marked  out  on  the 
floor,  and  he  is  directed  to  take  a  stride  which  will  bring  his  heel  on  each 
mark.    It  can  be  readily  seen  that  a  large  number  of  such  exercises  can 
easily  be  devised  if  a  little  ingenuity  is  exercised.    Care  should  be  taken  that 
the  exercises  are  not  continued  so  long  that  the  patient  becomes  in  the 
slightest  degree  exhausted.    For  this  reason  they  should  rarely  be  continued 
;  more  than  five  minutes  at  a  time,  although  they  may  be  resorted  to  several 

t  times  a  day.    Additional  methods  of  treatment  consist  in  the  employment 

of  massage,  which  is  designed  to  maintain  the  nutrition  of  the  Umbs  and  to 
*  keep  in  health  the  bloodvessels  and  lymphatic  system,  thereby  to  a  certain 

r  extent  compensating  for  the  lack  of  exercise  from  which  the  patient  inevitably 

suffers. 
I  The  various  forms  of  baths  at  home,  or  at  health  resorts,  may  be  employed 

4  rather  for  the  mental  effect  which  they  will  exercise  upon  the  patient  than 

j;  with  any  hope  that  they  would  be  in  any  way  curative.    The  great  advantage 

in  resorting  to  the  various  health  resorts  where  baths  can  be  obtained  b  that 
the  patient  goes  away  for  the  purpose  of  getting  well  and  leaves  his  business 
cares  behind  him.  The  great  difficulty  with  cool  baths  is  that  the  patient 
usually  has  not  sufficient  power  of  reaction  to  stand  them,  and  tepid  and 
hot  baths  often  seem  to  exercise  an  enervating  effect.  Where  baths  can  be 
}  used  with  the  object  of  aiding  in  the  absorption  of  mercury  and  the  iodides, 

]  and  where  they  do  not  produce  depression,  they  are  valuable. 

1  So  far  as  exercise  is  concerned,  this  should  be  governed  entirely  by  the 

strength  of  the  patient.  Under  no  circumstances  whatever  should  he  be 
permitted  to  become  exhausted.  Not  infrequently  severe  attacks  of  pains  in 
the  limbs  are  precipitated  by  exercise  which  is  sufficiently  severe  or  pro- 
longed to  diminish  the  nervous  vitality  of  the  patient  or  to  tire  the  nerves 
themselves. 

Electricity  may  be  used  in  the  form  of  the  galvanic  current,  the  positive 
pole  of  the  galvanic  battery  being  placed  at  the  nape  of  the  neck  and  the 
negative  pole  at  the  sacrum  and  at  the  soles  of  the  feet.    The  electitxies 


t 


FRIEDREICirS  ATAXIA 


967 


should  be  large  so  that  the  current  will  be  well  diffused.  As  a  matter  of  fact 
the  conditir)!!  of  the  spinal  cord  and  the  nerve  trunks  is  such  that  Uttle  real 
l^nefit  can  be  expected  from  this  plan  of  treatment  except  for  its  sedative 
influence. 

Some  years  ago  a  method  of  treating  locomotor  ataxia  by  suspension  was 
intro<luced.  A  harness  was  attiiched  to  the  patient's  head  and  shoulders, 
and  by  this  means  he  was  gently  swung  free  fmm  the  chair  in  which  he  was 
sitting.  Under  these  circumstances,  the  weight  of  the  lower  portion  of  his 
body  pro<luced  some  extension  of  the  spine,  and  it  was  claimed  that  in  this 
manner  marked  benefits  were  prothict-^l.  lltin«lreds  of  cases  were  treated 
by  this  method,  but  it  is  worthy  of  note  that  it  has  now  gone  out  of  fashion, 
proving  that  it  does  not  possess  the  value  which  at  first  was  credited  to  it. 


FRI£DR£IOH*S  ATAXIA. 


Definition. — Under  this  name  a  <!isease  of  the  nervous  system  is  rarely 
met  with  which  is  liereditary  and  wliidi  de]>ends  for  its  clinical  manifesta- 
tions upon  lesions  in  the  posterior  and  lateral  columns  of  the  spinal  cord. 
It  is,  therefore,  an  ataxic  paraplegia  which  is  peculiar  in  that  it  deveh)ps  in 
early  life.  Friedreich's  ataxia  is  also  called  *'  heretlitary  atiuxic  pamplegia," 
"  heretlitary  ataxia,"  *'  Friedreich's  disease,"  and  "  family  ataxia." 

EListory. — The  malady  was  first  described  by  Friedreich  in  1S61  and 
again  in  1876.  In  the  United  States  the  most  noteworthy  study  is  that  of 
Everett  Smith  in  1885.  Schultze  showed  in  1877  that  the  disease  was  due 
to  a  congenital  defect  in  the  cord. 

Etiolo£^. — The  exact  cause  is  unknown.  Occasionally  there  is  a  distinct 
family  history  of  the  disease,  but  often  no  more  than  one  child  in  a  family 
is  affected.  Sometimes  the  symjjtonis  rlevelop  after  one  of  the  acute  infec- 
tious diseases  of  childhood,  and  it  is  then  supposed  to  be  due  to  development 
of  the  evidences  of  imperfect  growth  or  to  damage  to  poorly  vitalized  cells 
which  have  never  become  well  developed.  In  some  cases  the  parents  have 
an  alcoholic  history;  in  others  there  is  a  history  of  syphilis.  Neither  of  these 
facts  are,  however,  of  real  etiological  im|x>rtance.  The  influence  of  age  is 
uncertain.  Rarely  the  malady  manifests  itself  in  infancy;  more  commonly 
it  develops  about  the  sixth  or  eighth  year;  if  not  at  this  period,  then  at 
puberty,  and  if  not  at  puberty,  then  at  about  twenty-one  years  of  age.  The 
two  sexes  .suffer  about  equally.  It  has  been  shown  that  defective  develop- 
ment of  the  cert*bellum  may  Ije  a  part  of  the  pathological  findings  in  this 
disease.  Marie,  however,  believes  that  spinal  cord  atrophy  in  these  areas, 
when  due  to  cerebellar  disease,  is  a  separate  malady,  and  the  symptoms  due 
to  agenesis  of  the  cerebellum  are  sufficiently  distinctive  to  constitute  a  sepa- 
rate typo  of  hereditary  ataxia. 

Pathology  and  Morbid  Anatomy. — As  already  stated,  the  lesions  of  Fried- 
reich's ataxia  are  chiefly  found  in  the  posterior  and  lateral  tracts  of  the 
spinal  cord,  and  the  disease  may  therefore  be  considered  as  a  combination 
of  two  maladies  so  far  as  the  lesions  and  symj>toms  arc  concerned. 

When  the  spinal  cord  is  removed  from  such  a  case  at  autopsy  it  is  usually 
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seen  to  l^e  smaller  than  normal,  and  the  pia  mater  is  commonly  thickened, 
particularly  over  its  jwsterior  surface.  m 

If  the  cord  is  examined  under  the  microscope  with  suitable  stainin}^:  (FIjf 
126),  it  is  found  that  the  posterior  dorsal  columns,  particularly  those  of  Goll, 
the  lateral  pyramidal  tracts,  and  the  direct  cerebellar  tracts  all  show  degen- 
erative changes.  These  changes  are  not  chiefly  lunited  to  one  portion  of  the 
cord,  as  they  are  in  most  cases  of  lot^omotor  ataxia,  but  extend  up  into  the 
cervical  region  as  well  as  in  the  lumbar  region.  The  lesions  are  not  only 
posterior  and  lateral,  but  anterior  as  well,  for  the  direct  pyramidal  tract 
on  either  side  of  the  anterior  median  fissure  is  affected.  There  is  also 
atrophy  of  the  cells  in  the  anterior  and  posterior  horns  of  the  gray  matter. 
The  anterior  and  posterior  nerve  roots  are  also  atrophied.  The  cells  in  the 
column  of  Chirke  are  markedly  degenerated,  and  round-cell  infiltration  i^ 
present  about  the  central  canal  of  the  cord.     In  this  disease,  as  in  oti 
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TfeiSlflriOD  of  Prledrelcb's  hereditary  ataxfi.    Maiderclopment  and  scleroils  of  tbe  lateral  tad 

posterior  columuii.    (SchultzeJ 


maladies,  thv  loss  of  nervous  tissue  is  followed  by  overgrowtli  of  the  neuroglia 
in  the  affected  parts. 

Symptoms. — As  Friedreicli's  ataxia  consists,  pathologically,  in  lesioni!  in 
the  posterior  and  lateral  columns  of  the  cord,  it  necessarily  follows  that  the 
symptoms  are  closely  allied  to  locomotor  ataxia  and  lateral  sclerosis.  The 
onset  of  the  rJiscfise  is  characterized  by  (jradnal  Iosm  of  coordination,  affecting 
the  legs  before  it  affects  the  arms,  which  causes  unsteafliness  in  station,  so 
that  the  feet,  when  (lie  patient  is  3tan<ling.  are  placed  far  apart  to  maintain 
the  balance  of  the  body.  In  f^oww  instances  the  first  symptom  is  that  the 
child  falls  over  objects  which  hitherto  have  not  been  obstacles  in  its  path. 
When  the  child  walks  its  (faif  is  ioffering,  and  if  it  closes  its  eves  the  lack  of 
co-orrlination  and  conseijuent  instability  is  so  great  that  it  may  fall.  The 
muscles  of  the  legs  are  often  strongly  contracted  in  an  endeavor  to  maintain 
the  upright  posture,  and  this  condition  of  muscular  rigidity  is  increased  by 
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the  disease  in  the  lateral  tracts.  The  child  if  stripped  and  left  standing  is 
seen  to  be  contintially  writhing  in  an  endeavor  to  adjust  opposing  muscles 
in  order  to  maintain  its  equilibrium.  The  knee-jerks  are  losif  but  cases  are 
occasionally  mot  with  in  wliieh  the  reflexes  are  exaggerated.  These  cases 
closely  approximate  the  group  called  hereditary  cerebellar  ataxia.  (See 
below.) 

Loss  of  power  is  not  as  early  a  symptom  as  is  inco-ordivaiiun.  It  affects 
the  legs  far  more  severely  than  the  anns.  The  extensors  suffer  less  than 
the  flexors,  and  this  may  place  the  feet  in  a  posture  like  that  of  talipes 
equinus  or  varus.  Tins  defonnity  may  q\9o  he  caused  not  only  by  one 
group  of  muscles  overcoming  others  by  reasim  of  tlieir  loss  of  power,  but  by 
the  fact  that  if  the  lesions  in  the  lateral  columns  of  the  cord  predominate, 
a  spastic  paraplegia  develops  which  may  result  in  contractures  as  in  ordinary 
ataxic  paraplegia.  In  those  instances  in  which  the  muscles  of  the  trunk 
become  affected  curvature  of  the  spine  may  develop. 

The  mind  is  not  affected  by  the  disease,  but  nevertheless  the  patient 
rarely  <ievelops  mentally  as  iloes  the  normal  child. 

When  the  disease  is  well  advanced,  the  movements  of  (he  lower  and  upper 
limbs  become  not  only  irregular  from  inco-ordination,  luit  jerking  in  charac- 
ter, and  this  jerking  inovnncni  may  extend  to  the  head  nnd  be  accompanied 
by  ireinor.  Speech  hecomett  impaired,  the  words  are  blurred  l>eeause  of  imper- 
fect articulation,  and  the  utterance  may  h^  sudden  or  explosive.  The  dis- 
order of  speech  is  a  late  symptom  of  the  malady,  and  may  not  appear  for 
some  years  after  the  ataxic  manifestations  appear.  When  the  eyes  are 
moved  laterally  or  upward  nystagmus  may  he  present,  and  it  is  peculiar 
in  that  it  is  absent  when  the  eyeballs  are  at  rest.  The  extraocular  muscles 
are  rarely  paralyzed,  and  the  optie  nerves  always  escape.  In  these  respects, 
therefore,  the  disease  differs  very  distinctly  from  locomotor  ataxia,  in  which 
malady  these  parts  are  conunonly  involved.  Occasionally,  cases  are  met 
with  in  which  the  pupillary  reflex  is  lost.  In  these  cases,  however,  syphilis 
13  the  cause,  and  the  case  is  probably  one  of  tabes  with  A rgjll -Robertson 
pupils. 

The  disease  is  usually  characterized  by  an  absence  of  all  disturbances 
of  sensation  save  that  cramp-like  contractions  of  the  muscles  in  the  early 
stages  may  cause  the  patient  some  suffering.  In  rare  instances  sn-'cre  darting 
pains  have  been  met  with,  or  the  patient  has  experienced  numbness  in  the 
limbs.     The  symptoms  of  ataxia  are  usually  made  worse  by  prolonged  rest. 

Diagnosis. — The  development  of  the  characteristic  symptoms  just  enu- 
merated during  the  period  of  childhood  renders  the  diagnosis  easy,  for  the 
maladies  which  resemble  Friedreich's  ataxia  are  all  of  them  affections  of 
adult  life,  save  multiple  neuritis,  which  may  eause.  of  course,  pseudotabes 
and  a  disturbance  of  station  and  gait.  From  Marie  s  cerebellar  hereditary 
ataxia  Friedreich's  ataxia  can  be  separated  by  a  study  of  the  symptoms  of 
that  affection  desrrib<^d  below\ 

It  must  be  recalled,  however,  that  cases  of  Friedreich's  ataxia  develop 
which  present  symptoms  which  do  not  follow  characteristic  lines.  Thus, 
in  some  cases  great  muscular  atrophy  has  occurred.  Nystagmus  may  not 
appear.    Diplopia  may  be  present. 
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Prognosis. — The  prognosis  is,  of  course,  hopeless.    The  only  thing  favor- 
ahlp  which  can  l>e  said  is  that  thr  disease  often  develops  ven*  slowly  am 
has  long  periods  of  arrest.    The  child,  if  attacked  early  in  life,  rarely  reachi 
adult  years. 

Treatment. — Treatment,  aside  from  that  devoted  to  the  maintenance  oi 
good  nutrition,  is  of  little  avail,  for  obvious  reasons. 

Marie's  Cerebellar  Hereditary  Ataxia.— I  nder  this  name  a  form  of 
hereditary  ataxia  has  been  described  by  Marie  in  which  he  has  shown  that 
a  congenital  defect  exists  in  the  cerebellum.  The  condition  is  characterized 
by  ataxia,  difficulty  in  speech,  and  nystagmus,  and  in  these  points  reserablea 
Friedreich's  ataxia.  It  differs,  however,  in  the  presence  of  defective  pupil- 
lary reaction  and  various  ocular  palsies  with  optic  atrophy  and  exaggeration 
of  the  knee-jerks.  Further,  it  develops  in  the  third  decade  of  life,  wherens 
Friedreich's  ataxia  nearly  always  appears  before  the  fourteenth  year. 

L.  F  Barker  has  recently  put  the  matter  thus:  The  direct  cerebellar 
tracts  of  the  cord  which  are  degenerated  in  Friedreich's  disease  end  in  the 
middle  lobe  of  the  cerebellum,  which  is  ilefective  in  Marie's  type.  The 
ataxia  of  l>oth  these  diseases  therefore  residts  from  lesions  of  different  parts 
of  one  system.  In  Barker's  nomenclature  the  spinal  part  of  the  posle- 
ririr  spinocerel>ellar  system  is  aiTef'ted  in  Friedreich's  ataxia,  while  rbe 
fcrehellar  part  of  it  is  involved  in  Marie's  type.  An  analysis  of  the  symp- 
toms in  all  the  reported  cases  of  Marie's  disease  has  led  H.  T.  Patrick  to 
say  that  inerease  of  knee-jerk  is  its  sole  distinguishing  feature  from  Fried- 
reich's ataxia.  Probably  the  most  advanced  view  is  that  the  two  conditions 
are  phases  of  one  disease. 
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Definition, — This  disease  is  sometimes  called  infantile  spina!  parah*sis, 
acute  infantile  palsy,  and  acute  atrophic  paralysis.  It  is  characterizwl  bv 
sudden  loss  of  power  in  one  or  more  of  the  limbs,  most  commonly  the  lower 
extremities.  As  a  rule,  the  loss  of  power  is  complete,  but  oceasionally  it  ia 
localized  in  certain  groups  of  museles.  Immeiliately  after  the  developinent 
of  the  paralysis  w*asting  of  the  muscles  begins  to  take  place  and  may  be 
extreme.    There  is  no  disturbance  of  sensation. 

Etiology. — Within  recent  years  it  has  become  more  and  more  evident  that 
acute  anterior  poliomyelitis  is  due  to  an  infection.    That  the  disease  at  times 
occurs  in  epidemic  form  was  noted  by  Colmur  more  than  sixty  years  ago. 
Since  his  time  a  large  number  of  such  e[>ideniics  have  been  recorded  in  this  fl 
country  anrl  Europe.    raveHy  lias  recorded  144  cases  in  one  epidemic  near  ^ 
Rudand,  Vermont,  and  in  !1K)5  Ham  reported  an  epidemic  of  1-31  cases  in 
Queensland.     These   epidemics    are    often    associated    with    outbreak*  of  , 
croupous  pneumonia  and  influenza.     The  organism,  if  it  be  one,  has  not  < 
been    isolated.      Cases  also  occur  wliich  seem  to  be  non-infectious.    The 
most  severe  case  T  have  ever  seen  followed  a  mother's  attempt  to  punish 
a  child  for  urinary  incontinence  by  plaiin^  its  naked  back  under  a  hydrant 
in  midwinter.    Within  twenty-four  hours  the  disease  w^as  present  in  full  vigor. 
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The  disease  is  distinctly  one  of  early  child  life,  the  greatest  number  of 
cases  developing  in  the  first  three  years  of  life,  it  being  very  rare  indeed 
after  the  tenth  year.  It  is  far  more  apt  to  develop  in  the  summer  than  in 
winter,  and  has  its  greatest  incidence  in  July  and  August.  After  this  season 
it  is  most  frequent  in  September  and  in  June. 

Pathology  and  Morbid  Anatomy. — ^The  essential  lesion  of  this  disease  is  an 
acute  inflammatory  process  in  the  anterior  comua  of  the  spinal  cord,  with 
associated  hypercemia  of  the  membranes  covering  the  anterior  surface  of 
the  cord.  The  branches  of  the  anterior  spinal  artery  (Fig.  127)  bear  the 
brunt  of  the  attack  and  are  intensely  engorged.  Their  finer  branches  are 
ruptured  so  that  extravasations  of  blood  take  place  into  the  gray  matter. 
As  a  r^ult  of  these  changes  the  typical  picture  of  tissues  suffering  from  an 
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a.  spin.  pp$t. 


a.  spin  pott. 


Scheme  to  show  the  course  and  distribution  of  the  terminal  branches  of  the  arterial  plexus  of  the  pla 
mater:  a.  «pin.  poaL,  posterior  spinal  arteries:  a.  spin,  ant.,  anterior  spinal  arteries-  a.  si/.,  anterior 
median  fissure;  ree.  anL,  anterior  root  arteries.    (Van  Qehuchten.) 

acute  inflammatory  process  is  presented,  for  serum,  leukocytes,  and  red 
cells  crowd  the  nervous  protoplasm.  The  ganglion  cells  of  the  gray  matter 
In  the  anterior  horns  undergo  marked  degenerative  changes.  They  undergo 
cloudy  swelling  and  the  nuclei  become  granular,  or  if  the  change  is  still  more 
severe  the  nuclei  disappear  and  the  neurones  lose  their  dendrites  and  become 
vacuolated.  As  a  final  stage  the  cell  undergoes  shrinkage,  becomes  a  small, 
granular  mass,  and  finally  disappears.  The  damaged  areas,  in  old  cases, 
are  occupied  by  connective  tissue  and  are  much  shrunken,  so  that  the  affected 
gray  horn  is  much  smaller  than  its  fellow.  The  anterior  nerve  fibres,  which 
have  their  origin  in  this  part  of  the  cord,  also  atrophy.  Associated  with 
these  changes  in  the  anterior  comua  of  the  cord  there  is  often  some  involve- 
ment of  fibres  in  the  anterolateral  tracts,  because,  it  will  be  recalled,  some 
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of  the  fibres,  or  axoncs,  which  leave  the  anterior  horns  pass  upward  ar 
downward  in  these  columns  to  pntcr  the  anterior  horns  ahove  and  belofl 
to  assofiate  thrir  function,  and  it  is  also  due  to  the  inflammatory  pr 
extending  into  the  white  cohimns. 

The  tlcgrt'c  of  the  iiiHainmatory  process  in  the  gray  matter  varies  very 
greatly  in  dilfcrcnt  cases  and  may  involve  the  cells  of  hut  a  few  muscles. 
it  uiiiy  atfcct  chiefly  tliat  part  of  the  gray  matter  which  is  most  anterior  or 
that  nearer  the  commissure.  In  rare  cases  it  would  seem  probable  that  no 
true  inflammator}'  process  develops  in  the  cord,  hut  that  simple  degenerative 
chunjL'cs  iKTur  in  the  neurones  in  tlie  anterior  horns. 

Symptoms. — The  symptoms  of  acute  p<^liomyclitIs  usually  take  the  fol- 
lowing course;   A  child  in  good  health  has  a  restless  and  fei^eruth  nighi^  and 
seems  on  the  next  day  to  be  somewhat  out-of-sorts.    In  the  course  of  twenty- 
four  or  forty-tMght  liours  it  not  infrequently  happ<ms  that  the  parents  e<jn- 
srder  the  child  recovered  from  its  acute  illness,  and  it  may  be  some  <lays  oB 
weeks  befort^  the  mother  notices  that  one  or  Ixith  of  the  lower  limbs  an 
lacking  in  power.    Not  rarely  it  is  found,  as  the  child  sits  in  its  mother's  lap 
that  o[ie  leg  moves  while  the  other  hangs  like  a  flail,  or  tlie  mother  notict-a 
that  the  chiKI  is  unal)le  to  push  its  leg  into  its  clothing  as  efficiently  as  it 
could  <lo  before  it  was  taken  iM,    Tliese  may  be  considered  as  the  sjniptonw 
of  a  comparatively  moderate  case. 

In  instances  in  which  the  onset  and  course  of  the  malady  is  mor 
severe,  we  find  that  fever  is  quite  marked,  often  rising  asliigh  as  102.5°»andl 
continuing  at  this  jK)int  for  several  days.  Occasionally,  at  onset,  it  may^ 
reach  as  high  as  105*^,  and  with  this  febrile  movement  there  may  be  hradarht\ 
loss  of  appetite,  and  voniiting.  Sometimes  diarrhoea  occurs.  In  these  , 
instances  the  manifestation  of  loss  of  power  is  usually  so  marked  that  its] 
presence  is  recognized  within  a  few  hours  of  its  onset.  Even  in  these  cases,  ( 
however,  it  not  infrequently  happens  that  the  child  is  supposed  to  have] 
suffered  from  an  attack  of  acute  gastric  catarrh  or  indigestion  until  its] 
inability  to  make  certain  movements  calls  attention  to  the  palsy. 

There  is  still  a  third  type  of  cases  in  which  commhiojis  appear  at  the  time] 
of  onset.    These  convulsions  may  l)e  cerebral  or  epileptiform  in  character,] 
may  be    followed   by  deep  coma  lasting  for  many  hours,  and    the  symp-' 
toras  may  resemble  an  attack  of  cerebrospinal  meningitis.      Occasionally 
pain    is  a  spnptora  of   some  importance,  if,  as  alrt^ady  pointed    out,  the 
lesions  in  the  anterior  horns  extend  stifficicntly  backward  to  involve  some 
of  the  sensory  fibres  beyond  the  commissun^s.    These  pains  arc  usually  h'll 
about  the  joints.     In  some  cases  they  come  on  not  as  a  symptom  of  onset,  ^j 
but  as  a  so<[uel,  an<l  seem  to  be  due  to  an  associated  neuritis.    The  degree  ^M 
of  the  paralysis  varies  greatly  in  different  cases.    In  some  instances  only  one  ^1 
or  two  muscles  seems  to  be  affected.     In  others,  the  whole  limb  may  k 
paralyzed,  or  bi>th  l<»wer  linibs  and  one  upper  limb  rnay  manifest  loss  nf 
power.    Even  when  the  paralysis  is  quite  widesprea<b  It  is  rare  for  the  cranial 
nerves  to  be  affected,  and  equally  rare  for  the  sphincter  muscles  to  lose 
power. 

In  some  instances  the  disease  seems  to  be  progressive  in  its  type,  the  full 
degree  of  paralysis  not  developing  at  once»  but  beginning  in  one  part  aad 
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then  spreading  to  mljacent  parts.  Rarely  one  attack  speeciily  follows  another, 
invok'ing  a  ilifTerent  set  of  inust-les. 

In  very  rare  instances  the  paralysis  may  develop  without  any  history  of 
the  symptoms  of  onset  already  described.  Cases  are  on  record  in  which 
the  paralysis  has  lu-en  jilniost  univereal,  hut  it  is  a  noteworthy  fact,  in  n'crard 
to  the  paralysis  of  acute  poliomyelitis,  that  it  is  far  more  wirlespmid  in  its 
early  stages  than  later  on,  this  heing  due  to  the  fact  that  as  the  inHammation 
subsides  certain  c<'lls  which  have  not  been  irreparably  daina^^nl  regain  part 
or  all  of  their  functions,  and  so  adc(|uatc-ly  supply  tlic  nmsch-s  undtr  their 
controb  or  collateral  muscles  supply  the  power  needed.  On  the  other  hand, 
it  is  a  fact  worthy  of  note  that  complete  recovery  of  ]>ower  in  all  the  muscles 
afTecte*!  practically  never  occurs.  The  result  is,  that  impjiired  muscles  may 
exist  without  great  loss  of  power. 

The  period  of  recovery  usually  extends  from  one  to  three  months.  The 
muscles  which  fail  to  n'cover  soon  lose  their  contractility  to  faracHsm  and 
then  to  galvanic  ek'ctricity.  The  loss  of  faradic  responses  may  l>e  pn-sent 
as  early  as  the  eighth  or  ninth  day.  hut  in  other  instances  some  resp<inse  is 
maintained,  for  a  number  of  weeks.  At  the  end  of  a  few  weeks  the  reactions  of 
degeneration  are  observed.  As  would  be  expected  fnini  the  lesions  already 
mentionetl  and  describe*!  when  discussing  tlie  patlxotogy  of  the  affection, 
sensation  is  usually  unimpaired.  Reflex  activity  is.  of  course,  diminished 
or  lost  Ix^causc  of  the  spinal  lesions  and  the  atrophy  *>f  the  muscles.  As 
secondary  lesions  to  the  paralysis  we  fin<l  sliortening  of  the  muscles  with 
consequent  contractures  and  deformities. 

The  legs  are  affectetl  more  frerjuently  than  the  arms  in  the  proportion 
of  3  to  1.  The  musoirs  below  the  knee  suffer  more  fn-qucntly  than  those 
above  the  knee,  and  the  tibial  atui  peroneal  truiscles  suffer  more  frcf|uent!y 
than  those  of  tlie  calf.  In  the  forearms  the  supinators  usually  escape,  but 
the  deUoi<ls  suffer  more  frequently  than  any  other  muscles  in  the  upper 
extremity. 

Diagnosia. — The  acute  poliomyelitis  of  chiltlhood  is  readily  diagnosed. 
Care  must  be  taken  that  tlie  mu.scular  pains  wluni  they  occur  an^^  not  tlnRight 
to  be  due  to  rheumatism.  None  of  the  other  spinal  lesions  <>f  <'hildhood  have 
such acharacteristic onset.  Cerebral  palsies  are  usually  unilateral  and  spastic. 
Pseudohypertropldc  paralysis  develops  very  gradually.  The  characteristic 
feature  of  the  palsy  in  anterior  p>liomyelitis  is  the  placidity. 

PrognosiB. — This  is  usually  good  so  far  as  h'fe  is  concerned,  although  if 
the  attack  has  been  severe  vital  resistance  may  he  so  diminished  that  other 
affections  may  readily  cause  the  death  of  the  child.  The  de'gree  of  ultimate 
paralysis  can  only  be  determined  after  two  or  three  weeks  itf  careful  obser- 
vation, whon  some  idea  as  to  the  number  of  muscles  which  may  recover  can 
be  obtaineil,  particularly  if  electricity  is  used  to  determine  the  electrical 
contractility  of  the  affected  muscles. 

Treatment. — In  the  treatment  of  actite  poliomyelitis  little  can  he  done  in 
the  way  of  directly  combating  the  disease.  The  child  should  be  put  at 
ahsohite  rest  in  a  quiet  and  darkened  room.  Sweet  spirit  of  mtre  and  citrate 
of  potassium  should  be  given  in  small  and  frequent  doses  to  diminish  fever 
and  to  cause  mild  perspiration.     It  has  usually  been  held  that  the  adminis- 
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tration  of  the  salicylates,  particularly  salicin,  is  of  advantage.  This 
may  be  true  with  children  who  have  a  rheumatic  or  gouty  heredity^  but 
there  is  no  reason  to  suppose  that  they  exercise  any  specific  influence  upon 
the  lesions  in  the  cord.  So,  too,  hot  applications  have  been  recommended 
to  be  applied  to  the  back.  It  is  difficult  to  understand  how  they  can  be  of. 
much  value.  Some  mild  counterirritant  over  the  spine,  such  as  a  spice 
plaster,  or  a  pepper  plaster,  may  be  advantageous.  The  whole  object  of  the 
physician  must  be  to  produce  nervous  quiet  and  aid  in  diminishing  the  inflam- 
matory process  in  the  cord  by  avoiding  excitement  of  the  nervous  system. 

After  the  acute  stage  of  onset  is  past,  and  the  paralysis  is  present,  that  is 
to  say,  after  sufficient  time  has  elapsed  for  the  acute  stage  of  the  inflamma- 
tion to  have  passed  by,  or,  in  other  words,  in  three  or  four  weeks  after  onset, 
moderately  large  doses  of  strychnine  may  be  given,  but  care  must  be  taken 
that  the  doses  are  not  so  large  as  to  produce  twitching  or  great  nervous 
irritability.  At  this  time,  too,  the  slowly  interrupted  faradic  current  may  be 
applied  to  the  paralyzed  muscles,  and  particularly  to  those  which  are  semi- 
paralyzed,  in  the  hope  that  in  this  way  their  nutrition  may  be  maintained. 
It  must  not  be  forgotten,  however,  that  the  greatest  care  must  be  exercised 
that  the  muscles  are  not  overfatigued,  since  if  they  are  exhausted  they  will 
more  rapidly  atrophy  than  if  no  electricity  was  employed.  If  electricity  is 
used  before  the  spinal  cord  has  recovered  from  the  acute  stage  of  the  inflam- 
mation, it  will  make  the  condition  worse.  In  many  instances  it  is  advisable 
to  use  electricity  on  one  day  and  careful,  gentle  massage  on  the  next.  The 
electrical  current  should  never  be  employed  in  such  strength  as  to  give  the 
child  pain  or  distress. 

As  general  tonics  for  the  nervous  system  the  hypophosphites,  glycen>- 
phosphates,  cod-liver  oil,  and  iron  may  be  used. 

Should  any  tendency  to  deformity  take  place,  this  must  be  treated  by  the 
methods  commonly  resorted  to  by  orthopedic  surgeons.  Rapid  recovery 
should  not  be  expected  in  these  cases.  Careful  treatment  for  months  is 
necessary  to  get  the  best  results. 


OHBONIG  ANTERIOR  POLIOMTELITIS. 

Definition.— It  is  evident  from  its  name  that  this  disease  closely  resembles 
acute  anterior  poliomyelitis.  A  very  important  difference  lies  in  the  fact 
that  in  the  acute  form  the  damage  takes  place  suddenly,  and  then  ceases  to 
progress,  some  improvement  occurring  in  most  instances,  whereas  in  the 
chronic  form  the  atrophic  process  is  slow  in  onset  and  progressive  and  so 
the  symptoms  get  worse  rather  than  better.  \Vhen  the  symptoms  develop 
during  a  period  of  from  two  weeks  to  a  month  the  term  subacute  is  applied, 
and  when  they  come  on  even  more  slowly,  so  that  several  months  are  con- 
sumed in  their  advance,  the  term  chronic  is  used.  The  dominant  symptoms 
are  muscular  wasting  with  paralysis.  Chronic  anterior  poliomyelitis  is  some- 
times called  "  chronic  atrophic  spinal  paralysis  "  or  "  progressive  muscular 
atrophy." 
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Etiology. — ^This  is  unknown.  Exposure  to  cold  and  wet  has  been  thought 
to  be  a  cause  in  some  cases. 

Pathology  and  Morbid  Anatomy. — ^The  lesions  of  chronic  anterior  polio- 
myelitis consist  in  atrophy  of  the  nervous  tissues  of  the  anterior  horns  of 
the  gray  matter  of  the  cord.  Not  only  the  cell  bodies  but  their  axones  and 
dendrites  all  undergo  degenerative  change.  There  is  no  acute  inflammatory 
process  present  as  in  the  acute  form  of  the  disease,  and  no  hemorrhages  into 
the  tissues  about  the  vessels.  The  dominant  change  is  a  simple  atrophy 
or  wasting.  The  anterior  nerve  roots  also  suffer  atrophic  changes,  and  the 
so-called  association  fibres  of  the  cord  and  the  cells  which  give  rise  to  them 
also  atrophy.  As  these  association  fibres  pass  to  the  anterior  lateral  columns 
of  the  cord  the  degenerative  process  extends  to  them  as  well,  and  this,  com- 
bined with  the  wasting  of  the  anterior  nen^e  roots,  produces  a  shrinkage  in 
the  size  of  these  columns,  which  is,  however,  not  great  enough  to  be  recog- 
nized by  the  unaided  eye.  The  atrophic  process  extends  down  these  tracts 
and  involves  the  motor  nerve  fibres  all  the  way  to  the  nerve  plates  in  the 
muscles,  which  in  turn  undergo  atrophy,  the  muscular  fibres  losing  their 
strise  and  showing  fatty  globules  inside  the  sarcolemma. 

Symptoms. — ^The  symptoms  of  this  malady  vary  somewhat  with  the  por- 
tion of  the  spinal  cord  which  is  chiefly  affected.  Most  commonly  the  earliest 
manifestations  of  the  disease  appear  in  the  upper  extremities,  and  this  is 
usually  called  the  "Aran-Duchenne  type  of  the  disease."  It  first  manifests 
itself  in  the  adductor  muscles  of  one  thumb.  From  these  it  extends  to  all 
the  small  muscles  of  the  hand,  which  rapidly  become  wasted.  Flexion  of 
the  fingers  upon  the  hand  is  impossible,  and  as  the  interossei  which  flex  the 
first  phalanges  are  paralyzed,  the  long  flexor  and  extensor  muscles  of 
the  forearms  are  unopposed.  As  a  result  we  find  that  the  long  flexors  flex 
the  second  and  third  phalanges  and  the  long  extensors  extend  the  first 
phalanges,  giving  the  so-called  "claw-hand"  deformity.  This  effect  is 
mcreased  by  the  prominence  of  the  extensor  tendons,  caused  in  part  by  the 
wasting  of  the  smaller  muscles  of  the  hand.  The  hand  or  the  shoulder  on 
the  opposite  side  soon  suffers.  Finally,  all  the  upper  arm  and  shoulder 
muscles  atrophy,  and  later  those  of  the  upper  thorax  as  well.  Still  later 
the  lower  extremities  become  involved.  Often  portions  of  the  latissimus 
dorsi,  the  trapezius,  the  triceps,  the  pectoralis  major,  or  other  muscles 
escape.  When  the  cervical  muscles  fail  the  hem!  cannot  be  held  erect,  and 
when  the  costal  muscles  are  atrophied  the  act  of  respiration  may  be  solely 
diaphragmatic.     Finally,  S}'mptoms  of  bulbar  paralysis  may  ensue. 

In  that  type  in  which  the  disease  first  affects  the  lumbosacral  portion  of 
the  cord  the  peroneal  muscles  in  one  leg  undergo  paralysis  and  wasting. 
This  condition  then  develops  in  the  muscles  of  the  other  leg.  A  little  later 
the  anterior  tibial  muscles  are  affected,  first  on  one  side  and  then  on  the 
other.  At  this  time  there  is  "  drop-foot "  and  the  patient  has  to  use  his 
thigh  muscles  to  raise  the  leg  so  that  the  toes  will  not  strike  obstructions 
and  cause  stumbling.  As  the  pathological  process  in  the  cord  advances  the 
adductor  muscles  in  the  thighs  and  the  gluteal  muscles  are  paralyzed. 

In  still  another  type,  sometimes  called  **  Duchennc's  type  of  ascending 
paralysis,"  the  paralysis  and  wasting  extend  upward  from  the  legs  and 
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speedily  affect  the  muscles  of  the  trunk,  the  arms,  the  forearms,  and  the 
hands  so  that  an  almost  total  paralysis  ensues  and  death  comes  from  involvo^ 
ment  of  the  centres  in  the  medulla  or  by  reason  of  some  intercurrent  diseas^l 
such  as  pneumonia.    Sensation  is  not  disturbed,  but  in  a  few  cases  a  sense 
of  discomfort  may  be  complained  of  in  the  legs.    The  reaction  of  degen 
ation   develops  quite  early  in    the  affected    parts  and  finally  response 
electrical  stimulation  is  completely  lost.     The  muscles  present  fibrillary  co, 
tractions  if  irritated,  but  the  bladder  ami  rectum  are  not  paralyzed.     Tf 
paralysis   is  due  to   the  wasting.      The  reflexes  are  diminished  or  lost 
the  affccte<l  muscles. 

Diagnosis. — It  is  important  to  remember  that  chronic  muscular  atrophv 
may  arise  from  other  iliseases  than  chronic  anterior  [Kiliomyelitis.  such  a.s 
amyotrophic  lateral  sclerosis,  the  muscular  dystrophies,  peripheral  neuritis, 
and  syrinifomyelia. 

From  amyotrophic  lateral  sclerosis  (which  see)  it  is  distinguished  by  tl 
absence  of  spastic  symptoms  and  lack  of  the  exaggerated  knee-jerk  and 
Babinski's  reflex. 

From  muscuiar  rlystropiiy  by  the  absence  of  tibrillarj'  tremor  and  of  the 
reaction  of  detjeneratiou  in  the  latter  coiulition,  and  by  the  fact  that  t 
spinal  form  is  a  disease  of  adult  life.     From  syringomyelia  this  coudilid 
is  separated  by  the  absence  of  the  dlssociatetl   anaesthesia  and  of    trophi 
lesions  in  the  skin. 

In    neuritis    the    distribution   of    the    paralysis    is  usually   symmetrical; 
whereas,  in  chronic  poliomyelitis  the    paralyzed   parts  are  irregidarly  i\'\. 
tril»uted.     Unless  the  neuritis  be  purely  motor  in  character  there  are  sensoi 
disturliances  and  tenderness  on  pressure  over  the  nerve  trunks  and  in 
licllies  of  the  muscles.     Moreover,  in  neuritis  there  is  commonly  a  to: 
cause  recognizable. 

The  Charcot-Marie-Tooth  type  of  muscular  atrophy  may  be  confused  with 
certain  forms  of  progressive  muscular  atrophy.     The  first  of  these,  howevei 
is  a  disease  of  early  Ufe,  and  the  paralysis  in  the  legs  does  not  extend  abo' 
the  knees  or  above  the  elliows,  as  a  rule.     Further  sensation  is  usuall 
disturbed   or  impaired   in  the  Charcot-Marie-Tooth  type  and  preserved  in 
this  chronic  muscuhir  atrophy. 

Pro^oaia. — The  prognosis  is  grave.    The  future  of  the  case  can  \ye  detei 
mined  somewhat  by  the  rapidity  of  the  development  of  the  symptonjs,  fi 
in  the  rapidly  advancing  cases  the  outlook  is  of  course  worse  than  in  othei 
When  the  symptoms  follow  injury  to  the  spine  the  prognosis  is  better  than  ii 
the  i<liopathic  cases. 

Treatment. — The  rapi<l  t\'pe  of  cases  should  be  treated  as  we  treat  nculflj 
poiiomyeiitis.  The  chronic  forms  should  be  cared  for  in  a  manner  practically 
identical  with  that  of  the  atlvancetl  stages  of  acute  poliomyelitis.  Thr 
treatment,  therefore,  con.sists  in  hygienic  surroundings,  nutritious  fo<xl,  and 
an  abundance  of  fresh  air  and  sunshine.  Care  should  be  taken  that  the 
paraly/eil  muscles  are  not  exhausted  by  too  much  rubbing  or  exercise- 
Strychnine  may  be  given  in  moderate  doses  three  times  a  day  for  several 
weeks  at  a  time.  Fowler's  solution,  in  moderate  dose,  is  also  useful  as* 
tonic.    Therapeutic  measures,  however,  cannot  promise  much  in  this  disease 
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Bulbar  paralysis  is  a  term  applied  to  a  group  of  synipioms  referable  to 
lesions  of  cranial  nen'c  nuclei  in  the  me<liilla  oUlonpata  or  **  hulh,*'  which 
affect  the  tongue,  lips,  and  larynx  in  peculiar  association,  so  that  the  con- 
dition is  calUMl  "  ^losso-Udiio-hiryngeal  jiaralysis."  The  Icsjitns  may  impli- 
cate the  cranial  nerve  nuclei  in  the  pons  and  cms,  and  the  ^niy  matter  of 
the  spinal  conl,  but  atmphy  of  the  tou^e  and  lips  Is  the  main  feature  of  the 
disease  which  is  centred  in  the  medulla. 

Etiology. — The  cause  of  this  disease  is  unknown.  It  occurs  most  fre- 
quently between  the  thirtieth  and  fiftieth  years. 

Pathology  and  Morbid  Anatomy. — The  lesions  of  this  malady  consist  in 
degenerative  changes  in  the  nuclei  of  the  motor  nerves  whicli  supply  the 
tongue,  lips,  larj'nx,  an<l  pharynx.  As  the  disease  advances,  aflditional 
nuclei  of  the  cranial  nerves  become  involved  so  that  the  pncumo^astric, 
the  facial,  the  motor  fil>res  <jf  the  trifacinl,  and  more  rarely  the  abducens 
and  oculomotor  nerves  are  affected,  f krasionally,  it  occurs  ns  |«irt  of 
amyotrophic  lateral  sclerosis.  If  the  reader  has  a  clear  conception  of  the 
patholof^y  of  chronic  aritcriDr  poliomyelitis  he  will  understand  the  pathology 
of  this  a^fecti<^n  as  well. 

Symptoms. — The  symptoms  of  chronic  bull>ar  paralysis  usually  begin 
with  dijjjculfif  in  motnti(f  the  tongue  in  speech  so  that  llie  patient  is  unable 
to  use  easily  letters  like  i\  n,  r,  /,  and  L  The  sjieech  becomes  nasal, 
swallowiiif:  bccoincs  dtihculi,  and  when  the  muscles  of  the  lips  become 
affectel  labial  soumls  iK'Come  imperfect,  letters  like  b  and  p  being  dillicult 
to  pronounce.  When  the  laryngeal  nniscles  become  pandyzed  speech  is  lost 
completely.  Chervijifj  hrromfs  (lifjuidif  owing  to  the  paralysis  oi  the  tongue 
aufl  lips.  There  is  tUjfwulhj  in  ttuaUmring,  an*!  the  food  not  infrequently 
finds  its  way  into  the  larynx,  from  which  it  may  descend  and  cause  sei)tic 
pneumonia.  Owing  to  the  paralysis  of  the  facial  nerves,  the  expression  of 
the  lower  portion  of  the  face  becomes  altere<l,  the  lips  sag,  and  saliva  may 
flow  over  the  cliin.  FihriUarif  rnnintfiiona  of  the  affected  muscles  also  occur, 
and  the  tongue  lies  relaxed  and  powerless  in  tlie  flor^r  of  the  mouth. 

Diagnosis. — True  hulbiir  paralysis  must  be  separated  from  that  .still  more 
rare  atTection  known  as  myasthenia  gravis.  In  this  contlilion  the  general 
muscular  system  also  sufTrrs  fn>rn  feebleness,  liut  degeneration  does  not 
take  place  in  the  affected  muscles,  and  they  do  not  undergo  material  wasting. 
Furthennorc,  the  condition  in  myastheiu'a  gravis  is  often  diaracterized  by 
perio<ls  of  remission  or  partial  recovery.  Autopsy  in  those  cases  of  myas- 
thenia gravis  which  have  come  to  a  fatal  tennination  has  always  failed 
to  reveal  the  lesions  which  have  Ix^en  described  as  eliaracteristic  of  true 
bull»ar  jjiiralysis. 

Prognosis. — lliis  form  of  paralysis  is  invariably  fatal. 

Treatment. — T!ie  treatment  of  bulbar  paralysis  consists  in  the  adminis- 
tration of  tonics,  and  in  an  endeavor  to  maintain  the  patient's  general  health 
at  the  best  possible  level.     L>o  what  we  will,  the  disease  cannot  be  affected 
by  any  plan  of  treatment  yet  devisefi. 
G2 
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LATERAL  SCLEROSIS. 

Definition. — Lateral  sclerosis,  also  called  "  spastic  paraplegia/'  is  a  con- 
dition in  which  the  patient  suffers  from  stiffness  or  spasticity  of  the  mus- 
cles of  the  lower  extremities,  with  loss  of  power  which  ultimately  amounts 
to  distinct  paralysis.  The  condition  is  characterized  by  great  reflex  irri- 
tability.   There  are  no  sensory  disturbances. 

History. — Tiirck  described  sclerosis  of  the  lateral  columns  of  the  cord  in 
1856,  and  Charcot  made  further  contributions  as  to  the  symptoms  in  1865. 
Seguin  described  it  still  further  in  1873  as  "  tetanoid  paraplegia,"  an  excellent 
term,  but  it  remained  for  Erb  in  1875  and  1877  to  make  a  full  exposition  of 
the  disease. 

Etiology. — In  many  cases   the  cause  of   lateral  sclerosis  cannot  be  dis- 
covered.   Syphilis  may  be  a  cause,  or,  to  speak  more  correctly,  the  malady 
may  be  a  sequel  of  syphilis.    In  some  instances  injuries  to  the  back  are  fol- 
lowed by  these  symptoms.    In  one  case  in  my  experience  a  horse  reared 
and  fell  backward  on  his  rider,  who  at  once  found  his  legs  paraplegic.    Thb 
passed  away  in  a  few  moments,  but  after  a  few  months  lateral  sclerosis 
gradually  developed.    In  another  case  under  my  care  a  man  stood  in  veiy 
cold  water  washing  sheep,  and  dated  the  beginning  of  his  malady  to  that 
exposure.    In  both  of  these  cases,  however,  it  is  quite  probable  that  a  pachy- 
meningitis or  a  hemorrhage  into  the  cord  or  a  myelitis  was  the  cause  of  the 
symptoms  rather  than  a  true  primary  lateral  sclerosis.    In  other  cases  pro- 
longed marches  have  seemed  to  produce  it.    It  is  a  disease  of  the  third  and 
fourth  decades  of  life.    In  some  instances  the  disease  seems  to  depend  upon 
an  hereditary  defect  in  the  lateral  columns  of  the  cord  (Striimpell's  fanuly 
type  of  lateral  sclerosis). 

Pathology  and  Morbid  Anatomy. — ^The  lesions  of  lateral  sclerosis  are  clear 
and  definite.  As  the  name  of  the  disease  implies,  they  are  situated  in  the 
lateral  or  crossed  pyramidal  tracts  of  the  spinal  cord,  and  they  develop 
chiefly  in  their  lower  portions  in  the  early  stages  of  the  disease.  The  axones 
progressively  atrophy  from  below  upward,  and  this  is  associated  with  dis- 
appearance of  the  myelin  and  an  overgrowth  of  the  connective  tissue. 

When  the  disease  invades  the  cervical  region  the  anteromedian  columns  of 
the  cord  may  be  affected  as  well. 

Symptoms. — In  studying  the  symptoms  of  primary  lateral  sclerosis  it  must 
not  be  forgotten  that  they  may  be  simulated  by  secondary  lateral  sclerosis 
following  lesions  higher  up  in  the  cerebrospinal  system.  Thus,  it  is  awdl- 
kr/own  fact  that  a  large  number  of  lesions  in  the  brain  or  cord  may  result 
in  degenerative  changes  in  these  motor  pathways,  and  so  cause  spastic  para- 
plegia. Those  in  the  brain  are  hemorrhage,  abscess,  tumor,  and  softening, 
which,  affecting  the  motor  cortex  or  the  motor  pathways,  induce  a  descendi^ 
degeneration  in  the  pyramidal  tracts.  In  these  cases  the  symptoms  are 
usually  limited  to  one  side,  but  in  the  cerebral  palsies  of  childhood  flic 
lesions  are  often  bilateral.  (See  Infantile  Cerebral  Palsy.)  Any  lesion  in 
the  spinal  cord  which  cuts  off  the  fibres  in  the  lateral  tracts  from  their  trophic 
cells  in  the  brain,  also  results  in  lateral  sclerosis.    Thus,  a  transverse  myelitis, 
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linated  sclerosis,  hemorrhage  into  the  cord,  and  syringomyelia  may 
so  result.  lateral  sclerosis  i.s  not  rarely  a  part  of  the  pathology  of  paresis. 
I.*csions  outsicJc  the  cord,  such  as  tumors,  disease  of  the  spinal  column,  or 
thickening  of  the  memhrane^  may  sometimes  cause  these  symptoms. 

The  symptoms  upon  which  we  liase  the  tliagnosis  of  lateral  sclerosis  are 
the  i)eculiar  sjXiMic  coiitraction^  of  the  muscles  of  the  legs,  so  that  they  are  in 
a  state  of  extension  as  soon  as  the  patient  attempts  to  move  them.  The 
attitude  of  the  legs  is  that  of  a  person  with  ankylosis  of  Iwth  knees,  and  the 
foot  is  apt  to  he  extende<l.  Wlieii  the  patient  walks  he  has  <lijpculty  in  bald- 
ing the  knees  and  the  ankles,  and  still  greater  difficuUif  in  raising  the  toes 
as  the  foot  is  brought  forward  for  another  step.  For  this  reason  he  is  prone 
to  trip  over  small  obstructions  and  to  have  bad  falls,  l)ecause  his  muscles 
are  so  stiff  that  he  cannot  catch  himself  as  he  loses  his  balance.  The  stress 
and  strain  of  walking  arc  therefore  very  great,  and  the  muscles  may  become 
so  fatigucij  that  tliey  ache,  but  this  is  the  only  sensory  symptom.  Crossing 
the  legs  when  sitting  becomes  impossible,  and  if  the  patient  is  recumbent  the 
knees  may  be  approximated  owing  to  the  greater  strength  of  the  adductor 
muscles.  This  adtluction  of  the  knees  also  interferes  wilh  walking.  If  the 
patient's  muscles  are  grasped  they  are  found  to  be  hard  and  tense.  On 
further  physical  examinatioti  it  will  he  found  that  the  reflexesare  all  increased. 
Ankle  clonus  is  marked,  and  the  Babiiuki  reflex  is  soon  manifested.  The 
reactions  of  degeneration  do  not  appear  antl  the  muscles  do  not  atn'jphy 
until  the  disease  has  lasted  several  years,  when  they  may  waste  from  disuse. 

Finally,  when  the  malady  has  continued  for  a  very  great  length  of  time 
the  position  of  the  lower  extremities  in  stiff  extension  may  be  changed  to 
that  of  contracture  so  that  they  are  sharply  flexed  at  the  knees  and  fixed  in 
this  position. 

The  upper  extremities  nearly  always  escape,  but  In  the  rare  instances  in 
which  they  are  involved  the  extensor  muscles  suifer  first  and  suffer  most. 

Diagnosis. — As  already  pointed  out,  the  diagnosis  of  this  disease  should 
not  be  made  till  the  causes  capable  of  producing  secondary'  lateral  sclerosis 
are  exchjde<l.  Occasionally  hysteria  may  prmluce  symptoms  very  like  it, 
A  typical  picture  of  such  a  case  will  he  fuund  in  my  book  (»n  Prartircd 
Diagnosis,  In  such  an  instance  tfie  sex  of  the  patient  and  the  other  signs  of 
hysteria  should  be  carefully  considered  beforc  a  diagnosis  of  lateral  sclerosis 
is  ma<le.  When  spa.'slic  panij>legia  is  cotnbinetl  with  muscular  atrophy  the 
condition  is  one  of  amy* (trophic   lateral  sclerosis  (which  see). 

Prognosis. — This  is  bad  as  to  recovery,  but  its  unfavorable  character  is 
modified  by  the  fact  that  the  progress  is  usually  very  slow.  Often  the  dis- 
ease lasts  twenty-five  years  or  more. 

Treatment. — Unfortunately  the  results  which  may  be  obtained  from  the 
treatment  of  laterid  sclcr^fsis  are  not  brilliaiit.  The  suggestion  thut  nux 
vomica  or  strychrnne  be  employed  does  not  seem  to  be  base<I  on  very  rational 
views  of  the  physiological  action  of  this  drug.  Excitation  of  the  motor  tracts 
of  the  spiiuil  cord  is  already  present,  and  strychnine  rather  tends  to  increase 
this  coniHtioa  and  Lu  exaggerate  the  spastic  condition  of  the  lower  extremities. 
In  some  instances  full  doses  of  the  extract  of  conium  are  advantageous.  In 
others  large  doses  of  chloral  or  one  of  the  bromides  may  be  employed.    The 
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gentle  forms  of  massage  may  also  relieve  the  sensation  of  tension  and  a 
in  tbe   limbs.     Care   sliould   be  taken  that  the  patient   docs  not  walk   !ar 
enout^h  to  exhaust  himself.     In  some  instances  a  hot  pack  will  give  relief, 
particularly  if   it  is  taken  at   Ijedtime,  although  of  course  it   exercises  no 
curati»'c  iudiiencf*  iipfin  tlie  progress  nf  the  ilisease.    Electricity  is  useless^H 
Syphilitic  Spastic  Spinal  Paralysis.— Under  the  name  of  syphilitic  spaiH 
spinal  paralysis  Erb  hixs  described  a  form  of  lateral  sclerosis  developing 
within  five  years  of  the  primary  sore,  hut  differing  from  onlinary  lateral 
sclerosis  by  the  presence  of  some  lack  of  rectal  and  vesical  control  and  mild 
disorders  of  sensation.     This  so-called  syphilitic  spinal  spastic  paralysis^H 
Erb  is  due  to  a  specific  endarteritis,  which  produces  embolism  or  thromboflJP 
of  the  vessels  of  the  spinal  cord  and  a  true  myelomalacia,  although  some 
clinicians  have  considered  it  a  meningomyelitis. 


AMYOTROPHIC  LATERAL  SCLEROSIS. 

Deflnitioa. — Amyotrophic  lateral  sclerosis  is  a  progressive  form  of  clip 
spinal  paralysis  characterized  by  advancing  muscular  atrophy  associati 
with  spastic  paraplegia,  or,  in  other  words,  the  symptoms  of  lateral 
sclei*03is  arc  present.  Although  the  symptoms  are  largely  spinal,  modem 
research  has  shown  that  the  motor  pathway  is  affected  throughout  in 
advanced  cases,  from  the  beginning  of  its  upi)cr  se^^ent  in  the  motor  coi 
to  tlie  endings  of  the  lower  segment  in  the  [x^ripheral  nerves.  Thecanlin 
symptoms  depeml,  however,  upon  degeneration  of  the  contiguous  parts  i 
these  si*gTnents,  namely,  the  pyramidal  tracts  an<I  the  anterior  horns  of 
gray  matter;  antl  the  dlsi'nse  may  Im»  regarded  hh  a  combination  of  later 
sclerosis  with  chronic  poliomyelitis.  Not  rarely  the  disease  invafJes 
medulla,  ami  symptoms  of  progressive  bulbar  [mralysis  are  added  to 
clinical  picture. 

Etiology. — Amyotrophic  lateral  sclerosis  is  usually  met  with  in  pcrsoo 
Ix'tween  thirty  ami  (iCty  years  of  age.  In  some  instances  there  is  a  histor^'l 
exposure  to  <"ol(i  or  of  violent  exertion.  In  slill  others,  it  is  foimd  that  th 
patient  has  been  an  artisan  employefl  in  the  handling  of  such  metallh 
poisons  as  mercury,  lead,  or  arsenic,  or  that  he  has  Ix^n  addictnl  to  tlie 
excessive  use  of  alcohoL  In  some  instaiu^es.  toi>,  the  disease  has  apparentlj 
followed  severe  injuries,  but  in  no  instaar*^  has  it  been  proved  that  tlicrt- 
actual  rchitionship  between  any  of  these  causes  and  the  development  of  th 
disease.  In  all  probability,  these  factors  only  become  active  in  those  ca 
in  which  their  is  a  defective  development  in  th(*  central  nervous  svsten 
which  renders  its  motor  elements  [>c<'uliarly  susceptible  to  damage  or  disea 

Pathology. — The  pathological  conditions  in  amycDtrophie  lateral  sclcmsi 
may  be  considered  tn  three  parts.  The  first  and  most  important  is  tlir 
advancing  atrophy  which  involves  the  motor  neurones  in  the  anterior  horns 
of  tfie  gray  matter  of  the  spinal  conh  Indeed,  the  condition  is  xeiy  similar 
to  that  which  occurs  in  chronic  anterior  poliomyelitis  or  even  identical  with 
it.  As  a  rule,  the  alterations  take  place  chiefly  in  the  cer\-ical  portions  of  the 
cord,  but  in  some  instances,  particularly  if  the  disease  lasts  a  long  time,  th 


AyfYOTROPHIC   LATERAL   SCLEROSIS 


981 


anterior  portion  of  tlio  nrj-ay  mattLT  in  the  lumbar  region  is  also  affected. 
Similar  atrophic  chanj^es  take  place  in  the  motor  nuclei  of  the  cranial  nenes 
in  the  p)i)s  and  intNlulla.  Next  in  importance  to  these  alterations  in  the 
trophic  portioijs  of  the  spinal  cord  is  the  atrophy  antl  d<*^eneraiion  of 
the  fibres  in  tlie  lateral  columns  iimX  X\w  anterior  median  columns.  Those 
changes  extend  to  the  motor  cells  of  the  brain  and  arc  not  limited  to  tlie 
lateral  columnSi  the  cortex  being  involved  secondarily  \)\  "retrograde" 
degeneration  from  the  cord  and  metkilla  upward  through  the  |Kins,  crura, 
cnpsnle,  an<l  corona  railiata.  In  other  words,  the  degenera(iun  dues  not 
l>egin  in  the  motor  cortex,  hut  in  tlie  spinal  cord.  Following  the  wasting  of 
the  nervous  elements  of  the  spiinil  conl,  there  is  an  overgrowth  of  connective 
tissue  which  not  only  involves  die  lateral  columns  and  the  anterior  median 
cohmins,  I)ut  also  tlie  association  fibres  which  are  closely  connected  witli  tlie 
anterior  horns  of  the  gray  matter. 

S3nnptoms. — The  symptoms  of  amyotrophic  lateral  sclerosis  are  quite 
characteristic,  and  ilepend  in  their  development  to  some  extent  upon  the 
portion  of  the  nervtnis  system  which  is  first  alTeete<l  by  the  disease.  In  those 
instances  in  which  the  lesion  first  affects  the  cervical  portion  of  (he  cord  and 
the  anterior  li*»rns  rif  the  gray  matter  the  arms  are  first  alFected.  ^i^hesc 
extremities  manifest  some  ifit'pt ess  intkc  mu-svlcjt,  andihv'n  reflex  cxciiahUity 
w  increased.  Almost  simultaneously  with  these  symptoms  there  is  waMinf^ 
of  the  mwit'Irft  of  one  or  hoth  hamfs,  with  asscieiated  loss  ()f  power.  Fnim  the 
hand  the  [mralysis  ext<'nds  to  tlie  forearms,  or  it  passes  directly  (o  the  muscles 
of  the  shoulder  and  afreets  those  of  the  forearms  afterward.  Fibrillari/  con- 
tractians  flevejop  very  early,  ami  may  be  produced  by  tapping  the  muscles  or 
by  exposing  thcni  to  cold.  The  puffcrs  arc  often  in  semi-flej'ton,  and  if  the 
physician  endeavnrs  to  straighten  them,  it  is  found  that  the  muselfs  are  rigid 
and  ri'Histant,  even  though  the  patient  has  lo.st  power  in  them. 

When  the  <lisease  develops  chicHy  in  the  pyramidal  tracts  of  the  motor 
columns  of  the  ctjrd,  tiie  evidences  of  spastic  paralysis  are  tlic  first  things  to 
impress  themselves  u[H>n  the  ol)ser^*e^,  and  it  may  be  impossible  in  the  early 
stages  of  the  disease  to  separate  tlie  maUi<Iy  from  ordinary  lateral  sclerosis, 
since  the  legs  an:*  stiff  and  move  wi(h  ilifhr-uHy.  the  kuee-jerks  are  exaggerated, 
and  ankle  rlontus  and  the  BahittJ^ki  refhw  are  usually  prisent.  When  the 
patient  walks  the  toe  h  dragged  along  the  ground,  the  whole  leg  is  stiff,  and 
one  foot  is  often  placed  awkwardly  in  front  of  the  other,  through  the  contrac- 
tion of  the  adductor  muscles. 

Wliethcr  the  ilisease  first  begins  in  the  arms  or  in  the  legs,  it  is  worthy  of 
remembrance  that  it  is  often  very  much  more  marked  upon  one  side  than 
upon  the  other. 

As  the  dis<^ase  advances  it  sometimes  happjcns  that  cviilences  of  bulliar 
paralysis  develops,  the  speech  becoming  affected,  as  in  ordinary  liulbar  par- 
alysis. Sivalkneing  may  also  become  difficult.  Owing  to  paralysis  of  tlie 
uvula  and  palate,  choking  often  takes  place,  anrl  fluids  when  taken  into  the 
mouth  escape  through  the  nose.  Indee<l,  all  the  symptoms  of  bulbar 
paralysis  may  he  present,  and  inequality  of  the  pufiils  may  be  noted.  Tap- 
ping the  affected  muscles  in  any  portion  of  the  hody  usually  produces  marked 
contractions  in  the  muscle  tapped  and   in   neighboring  groups  of  muscles. 
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When  contractures  occur  the  hands  may  become  greatly  deformed,  and  the 
feet  may  be  distorted  into  any  of  the  forms  of  talipes. 

In  the  advanced  forms  of  the  disease  the  muscles  of  the  trunk  and  neck 
become  atrophied,  so  that  it  is  impossible  for  the  patient  to  sit  up,  and  the 
head  falls  to  either  side  or  forward.  The  muscles  develop  the  reactioru  of 
degeneration  and  lose  their  electrical  excitability.  There  is  no  loss  of  intelli- 
gence, but  sometimes  in  advanced  cases  a  mild  dementia  appears.  When 
the  bulbar  symptoms  are  marked,  palpitation  of  the  heart  is  often  present 
Diagnosis. — ^From  bulbar  paralysis  amyotrophic  lateral  sclerosis  is  sepa- 
rated by  the  fact  that  lateral  sclerosis  presents  marked  spinal  symptoms 
with  paralysis  of  the  upper  extremities  and  spastic  paraplegia  of  the  lower 
extremities.  If  in  a  case  of  supposed  bulbar  paralysis  these  symptoms 
develop  later  it  proves  that  the  bulbar  palsy  has  been  due  to  the  oncoming 
of  amyotrophic  lateral  sclerosis.  If  the  symptoms  are  due  to  the  presence 
of  a  meningitis  in  the  cervical  portion  of  the  cord,  there  is  stiffness  and  loss 
of  power  in  the  arms,  and  there  will  also  be  pain  of  a  severe  character.  So, 
too,  injury  or  pressure  upon  the  spinid  cord  in  the  dorsal  and  lumbar  r^ons, 
producing  a  spastic  paraplegia,  will  also  produce  sensory  disturbances  and 
involve  the  functions  of  the  bladder  and  rectum. 

From  syringomyelia  amyotrophic  lateral  sclerosis  is  separated  by  the  pres- 
ence in  the  former  of  analgesia  and  the  rapid  trophic  changes  which  take 
place  not  only  in  the  muscles,  but  in  the  bones,  the  skin,  and  its  appendages. 
In  many  instances  it  is  almost  impossible  to  differentiate  between  amyotrophic 
lateral  sclerosis  and  ordinary  lateral  sclerosis,  and  it  is  only  by  the  develo{^ 
ment  of  the  symptoms  which  arise  from  involvement  of  the  gray  matter  of 
the  cervical  portion  of  the  spinal  cord  and  the  medulla  that  the  separation 
can  be  made. 

Prognosis. — ^The  prognosis  in  a  case  of  amyotrophic  lateral  sclerosis  is 
absolutely  unfavorable  so  far  as  recovery  is  concerned.  The  duration  of  life 
depends  upon  the  rapidity  with  which  the  vital  centres  in  the  medulla  become 
involved.  In  some  instances  death  comes  within  two  years  after  the  onset  <rf 
the  malady,  whereas  in  others  it  lasts  for  a  decade  or  even  longer.  The  pro- 
;  1  longed  cases  are  usually  those  in  which  the  involvement  of  the  lateral  columns 

seems  to  be  the  first  stage  of  the  disease.  As  a  rule,  death  does  not  occur  as 
the  direct  result  of  the  disease,  but  from  complications  which  are  produced 
by  it;  as,  for  example,  the  inhalation  of  particles  of  food  into  the  respiratory 
passages  because  of  the  bulbar  paralysis.  Rarely  there  is  heart  failure  due 
to  involvement  of  the  cardiac  centres. 

Treatment. — ^There  is  no  form  of  treatment  which  can  be  considered  cura- 
tive.   Gentle  massage  and  the  use  of  electricity, with  the  hope  that  the  wast- 
[  ing  of  the  muscles  may  be  diminished,  has  been  tried  by  some  clinidans,  but 

j  it  is  manifest  that  this  plan  of  treatment  must  be  used  with  great  caution, 

since  if  the  trophic  centres  are  destroyed,  the  muscles  must  necessarily 
undergo  wasting  more  rapidly  if  they  are  exercised  than  if  they  are  not 
used.  If  bulbar  symptoms  are  present  the  patient  should  be  fed  by  means 
of  a  stomach  tube.  The  employment  of  nervous  stimulants,  such  as  strych- 
nine, is  inadvisable,  because  it  exaggerates  the  spastic  condition  of  the 
lower  extremities. 
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MTELITIS. 


Definition. — Myelitis  is  a  term  which  at  one  time  waa  loosely  applied  to 
all  iiitlaminatory  processes  in  the  spinal  cortL  Its  application  is  becoming 
limited  as  ourconception  of  the  diseases  in  this  part  of  the  body  becomes  more 
definite,  but  it  is  still  used  to  describe  an  inHammatory  process  in  the  cord, 
which  is  general  or  widely  diffused  or  disseminated.  A  myelitis  may  1m*  aeu1t\ 
suhacidc,  or  chronic.  If  it  extends  across  a  given  segment  of  the  cord  it  is 
called  a  **  transverse  myelitis;**  if  it  is  distributed  in  several  foci  through  the 
cord,  it  is  called  "  disseminated  myelitis,"  and  if  it  extends  upward  or  down- 
ward, it  is  called  an  *'  ascending  or  descending  myelitis." 

The  term  "  acute  myelitis ''  is  applied  to  tlmse  cast's  of  sudden  onset  taking 
but  a  fortnight  to  develop.  The  term  subacutt-  is  applied  to  those  which  con- 
sume from  two  to  six  weeks  in  onset,  and  the  term  chronic  to  those  which 
develop  so  slowly  that  a  longer  time  elapses  before  the  disease  is  marked, 

Wlien  the  gray  matter  of  the  spinal  cord  is  affected,  it  is  called  "polio- 
myelitis," from  the  Greek  word  TTohoz,  meaning  gray. 

When  the  brain  and  cord  are  involved  it  is  called  *'  encephalomyelitis," 
and  when  the  gray  matter  about  the  central  canal  in  the  cord  is  affected 
It  is  called  a  "central  myelitis." 

Acute  and  Subacute  Myelitis.  Etiology.— The  chief  cause  of  this  condi- 
tion is  without  doubt  an  intoxication,  due  to  the  action  of  toxins  develope<l 
during  the  course  of  acute  infectious  diseases.  At  one  time  it  was  thought 
that  exposure,  sexual  excess,  anfl  severe  toil  were  causes,  but  we  now  know 
that  at  the  most  they  arc  but  predisposing  factors  in  that  they  diminish  vital 
resistance.  In  addition  to  the  ordinary  infectious  fevers,  myelitis  may  be 
caused  by  gonorrhcra  and  malaria.  Occasionally  severe  vesical  infection 
produces  acute  myelitis.  Myelitis  has  also  been  said  to  follow  concussion  of 
the  spine  and  other  injuries,  but  they  probably  act  solely  as  predisposing 
agencies. 

Patholo^  and  Morbid  Anatomy. — If  we  take  transverse  myelitis  as  a  tyfie 
of  the  various  forms  of  this  riiscasc,  wc  will  find  on  opening  the  sj)inal  canal 
that  the  pia  mater  at  the  level  of  the  lesion  is  hypera^mic  and  reddened.  The 
cord  is  also  reddened  and  somewhat  swollen,  and  its  bloo<lvcssels  cngorge<i 
On  st^-ction  of  the  cord  the  lines  of  demarcation  between  the  white  and  gray 
matter  are  to  a  great  degR-e  f»blit(Tatcd.  The  cord  is  softened  and  its  texture 
may  be  actually  diffluent,  this  very  soft  state  being,  however,  at  least  in  part 
a  postmortem  change.  If  this  part  of  the  con!  is  placed  under  the  micro- 
scope it  is  seen  to  be  filled  witli  granular  cells,  the  bloodvessels  are  sur- 
rounded by  extravasated  leukocytes,  and  bacteria  may  be  found.  Small 
extravasations  of  blood  into  the  tissue  of  the  cord  may  be  present  from  rup- 
ture of  the  vessels.  The  nerve  cells  arc  found  to  have  undergone  granular 
ilegeneration,  an<l  their  axones  and  dendrites  have  also  been  destroyed. 
The  axis  cylinder  of  the  nerve  fibres  is  greatly  swollen  and  has  evidently 
uudergone  segmentation.  Fatty  degeneration  of  the  myelin  is  found.  The 
connective-tissue  cells  are  swollen,  and  if  any  time  has  elapsed,  an  over- 
growth of  the  neuroglia  is  present. 
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For  a  clear  understandinr^  of  the  cause  of  tlie  symptoms  met  with  i 
myelitis,  injelomalacia,  and  climnic  myelitis  it  must  t>e  remembered  that 
the  presence  of  a  lesion  in  tlte  spinal  cord  iii  the  motor  tracts  proihices  a 
(h'scendintf  dej^eneration  in  tliat  tract,  because  the  nerve  fibre  is  cut  off  from 
its  nerve  cell  or  neurone.  If  the  lesion  be  in  the  sensory  tracts  the  degenera- 
tion is  ascending.  The  ultimate  s\TTiptoms.  therefore,  consist  not  only  in 
those  which  arise  from  tlie  primary  focus  or  lesion,  but  in  those  which  ilevelop 
as  the  result  of  these  secondary  chanjijes.  Tliese  changes  are  dcmonstrah 
within  a  few  days  after  the  injury,  and  rapidly  progress  so  that  at  the  ei 
of  three  weeks  the  degeneration  of  the  affected  fibres  is  at  its  height.  The 
overgrowth  of  the  connective  tissue  is  not  marke<l  until  a  later  period.  Thus, 
we  find  that  the  chief  degenerative  change  l>elow  the  lesio?i  is  in  the  anterior 
and  lateral  pyramidal  traets,  and  al)ovc  the  lesion  in  the  dorsal  columns 
of  Goll  and  linrdach.  in  t!ic  direct  cerebellar  tracts,  and  in  the  columns  i 
Gowers  Tn  adiHtion  to  these  chief  secondary  changes,  there  is  also,  fur  j 
sh()rt  tliatanee  ljelc»w  the  primary  lesion,  *lescending  degeneration  in 
anterior  and  anterolateral  ci>lnins.  an<l  in  certain  small  '*  fields"  of 
dorsul  eohunui  foval  tielJ  of  Fleclisig,  etc.),  which  contain  the  so-call() 
association  fibres. 

The  aseen<hng  degenerati<m  which  takes  place  after  a  transverse  lesion 
affects  chiefly  GoU's  and  Gowers"  columns,  and  the  higher  the  primary  h-sio^H 
the  greater  the  degree  of  tlie  rlegencrativc  process.    The  column  of  Burdnc&B^ 
on  the  other  hand,  while  markedly  degenerated  near  the  site  of  the  lesion,  is 
less  and  less  alTeetc<l  higher  up  in  the  cord. 

Symptoms. — The  symptoms  of  myelitis  vary  somewhat  with  the  portid 
of  the  eon!  which  is  alTectcd  ;ind  wit!i  (he  extent  of  the  pathological  pr 

When  tlierc  is  a  tratt.svrr.'tt'.  mtjtiiiis  of  the  dor.sal  portion  of  the  spinal  \ 
the  symptoms  in  the  stage  of  onset  consist  in  wreickedne.tjt  and  moderate  Jn*i 
There  may  he  pnhi  in  the  back  and  numhncss  and  iinglijig  in  tlie  lou 
extrmiltira,  Twiichings  or  cramp-like  rnntrortions  of  the  muscles  in  the  Irf 
may  occur,  anri,  err//  rarrti/  in  adults,  a  coTivulfn'tvt  may  <Ievelo]).  Sometime 
however,  these  prodmmata  are  absent,  and  the  (rrsl  symptom  coniplaiDCtif 
is  loss  of  power  in  the  lower  limbs,  which  speedily  develops  into  a  comply 
paraplegia.  Paraplegia  may  Ix^come  complete  in  a  few  minutes  or  a  fei 
hours.  In  other  instances  of  the  subacute  ty[ie  the  onset  is  so  slow  thd 
days  and  even  weeks  may  elapse  bcfiire  the  loss  of  power  is  complete. 

The  paraplegia  arising  from  a  transverse  myelitis  in  the  dorsal  region  ^^ 
usually  spastic,  and  the  rleep  reflexes  are  increased.  The  legs  are  oulsiretcket^^ 
as  in  ordinary  paraplegia,  unless  degenerative  or  irritative  lesions  arise  li^n 
the  lateral  pyramidal  tracts  below  the  site  of  the  transverse  lesion,  when  the 
may  become  flexed  by  the  spastic  state  of  the  muscles  of  the  thighs.  In  oli 
instances  these  muscles  suffer  from  tivitchings  and  frmporarg  coniraeiio\ 
which  may  Ix*  strong  enough  to  prevent  the  examiner  from  eliciting  any  sii 
of  exaggeration  of  the  fleep  reflexes.  There  is  always  paraUjsis  of  the  hladi 
and  rfchnri  in  transverse  myelitis,  and  reieniion  or  incontinence  of  urlrut  q\ 
feces  may  be  present.  Partly  becnnse  of  pressure  and  unavoidable  unci 
liness,  but  chiefly  because  of  trophic  disorders  and  abnormal  blood  snppi]? 
bed-soTes  are  prone  to  develop  on  the  sacrum  and  buttocks.    The  muscles  in 
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the  legs  tlo  not  rapi<lly  atraphjj  because  they  receive  trophic  impulses  from 
the  cells  in  the  anterior  eonuia  of  a  lower  level  of  the  cord  than  that  of  the 
lesions.  The  skin  of  the  Icf/M  anil  of  the  lioily  hclow  the  level  of  the  lesion 
is  anwsthpiic  to  all  forms  of  irritation,  and  at  the  upper  margin  of  this 
antesthetic  area  there  is  a  girdle  sensation,  and,  it  may  be,  a  band  of 
hyperocsthesia. 

When  the  myelitis  affects  the  lumbar  cord  the  paraplegia  is  not  only  abso- 
hde  as  to  voluntary  nuAement,  but  as  to  reflex  action  as  well.  aU  reflexes  being 

tlost.  A  similar  condition  also  occurs  in  some  cases  when  the  injury  is  at  a 
higher  level,  provided  that  the  cord  is  completely  severed  or  the  injury  so 
severe  that  severance  is  practicairy  complete. 
If  the  lesion  is  in  the  crrrical  cord  the  arms  are  not  only  paralyzedj  but 
undergo  atrophy  and  are  flaccid,  the  legs  sutler  from  a  spastic  paraplegia^ 
and  the  arm^,  legs,  antl  hodg  are  anwsihftiv.  'llu^re  may  also  be  dilatation 
or  contraction  of  the  pupils.  If  the  lesion  is  high  up  in  the  ceri^ical  area, 
then  the  parah/sis  of  the  arms  may  be  sjxislic  instead  of  flaccid,  and 
they  do  not  undergo  atrophy.  In  such  a  east*  rtspiraiion  is  very  diffleult^ 
because  of  the  loss  of  power  in  the  diaphragm  and  in  the  other  respiratory 
muscles. 

Proe:no3is. — While  it  is  a  fact  that  the  prognosis  in  transverse  myelitis  is 
always  grave,  it  is  alst)  a  fact  that  piirtial  recovery  soinetinics  takes  place. 
Thus,  Oppcnheim  statrs  tluit  that  form  following  gonorrhcea  always  gets 
better  under  good  treatment,  and  that  that  form  due  to  the  acute  infectious 
fevers  has  good  rhaiiees  for  recovery.  On  the  other  hand  the  outlook  in 
syphililie  eases  is  not  good,  and  in  septicu-inia,  tuberculosis,  or  puerperal 
sc[)sis  it  is  bad.     Again,  the  prognosis  vari(\s  with  the  severity  of  the  symp- 

Jtoins  and  the  lesion,  for  tnanifcstly  it  must  be  worse  in  complete  transverse 
myelitis  than  in  that  fonn  in  which  the  destruction  of  the  cord  is  not  so  com- 
plete. The  cause  of  death  is  usually  bed-sores,  with  exhaustion  and  septic 
cystitis. 

I  Treatment. — An  understanding  of  the  lesions  of  this  disease  makes  it  evi- 
dent that  tn'alm<^nt  of  a  curative  nature  is  useless.  Careful  feeding  with 
easily  digt\sted  fotxl,  the  mainteruiiice  of  perfect  cleanliness  in  the  parts  jurssed 
upon  \\\  the  dorsal  position,  and  the  cautious  use  of  the  catheter  should  he 
resorte<l  to.  Hyoscine  may  Ih*  given  to  stop  the  aimoying  twitchings  of  the 
muscles. 

Chronic  Myelitis.  Definition  and  Etiolo^. — Chronic  myelitis  is.  as  its 
name  implies,  a  chronic  ffu-m  of  inflammatory  process  in  the  cord  which 
develops  as  a  result  of  a  large  numln-r  of  causes.  Not  only  may  the  causes 
of  acute  myelitis  set  up  a  process  which  may  become  slow  and  chronic  in  its 
progression,  but  other  factors  may  produce  it,  of  which  the  most  important 
are  impainnent  of  its  blootl  supply  resulting  from  degenerative  changes  in 
the  !>loodvessels  from  atheroma  or  syphilitic  arteritis.  Chronic  myelitis  may 
als*.*  arise  as  a  result  tjf  pi'rnicious  auicmiii.  In  some  cases,  too,  the  primary 
cause  lies  in  a  meningitis  of  the  mend^rane  surrounding  the  eoni,  whether 
this  meningitis  be  due  to  an  infection  or  to  injury  followed  by  infection. 
Wlien  syphilis  is  tlu*  cause,  it  not  rarely  happens  that  the  inflammatory 
process  is  limited  to  one  or  more  parts  of  the  spinal  cord,  so  that  the  symp- 
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toms  of  spastic  paraplegia  due  to  disease  of  the  lateral  pyramidal  tracts 
develops,  or  in  other  instances  the  symptoms  of  locomotor  ataxia  are  present, 
because  the  posterior  tracts  in  the  cord  are  affected.  Rarely  but  one  side 
of  the  cord  may  be  afTected,  producing  a  crossed  paralysis  of  motion  and 
sensation  (Brown-S^uard  syndrome). 

Finally,  the  physician  must  recall  the  fact  that  most  of  the  forms  of  chronic 
disease  of  the  spinal  cord,  such  as  disseminated  sclerosis,  amyotrophic  lateral 
sclerosis,  and  the  various  forms  of  poliomyelitis,  may,  in  their  advanced  stages, 
resemble  what  has  been  called  chronic  myelitis.  Indeed,  it  is  so  rare  to  meet 
with  a  case  of  chronic  myelitis  which  cannot  be  placed  under  one  of  these 
headings  that  many  neurologists  are  inclined  to  deny  the  existence  of  chronic 
myelitis  as  a  separate  malady.    (See  below.) 

Pathology  and  Morbid  Anatomy. — ^The  changes  in  the  spinal  cord  which 
are  found  in  cases  of  so-called  chronic  myelitis  are  not  so  manifest  as  in  the 
acute  form  when  the  cord  is  studied  by  the  naked  eye.  In  one  class  of  cases 
the  appearance  is  quite  like  that  of  disseminated  sclerosis  in  that  areas  of 
overgrowth  of  connective  tissue  are  found  in  both  the  white  and  gray  matter 
of  the  cord.  This  overgrowth  of  the  neuroglia  is  situated  chiefly  around  the 
bloodvessels,  the  walls  of  which  are  also  thickened  and  their  lumen  nar^ 
rowed.  When  as  a  result  of  the  degenerative  process  an  axis  cylinder  has 
become  distended  or  swollen,  a  small  cavity  is  formed,  and  if  many  of  these 
are  present  they  may  give  the  section  of  the  cord  a  cribriform  appearance. 
The  pia  mater  is  often  found  adherent  to  the  cord. 

In  the  other  type  of  case  a  microscopic  study  of  the  cord  reveals  changes 
which  are  evidently  the  result  of  the  several  diseases  of  the  cord  already 
named,  and  which  are  really  the  cause  of  the  symptoms  presented  by  the 
patient  rather  than  that  a  true  primary  chronic  myelitis  has  been  present 
Thus,  it  is  found  that  as  a  result  of  a  lesion  in  the  pyramidal  tracts,  a  descend- 
ing degeneration  of  the  fibres  in  that  tract  takes  place,  or  if  the  lesion  has  been 
in  the  posterior  columns,  an  ascending  degeneration  ensues. 

Symptoms. — When  the  condition  of  chronic  myelitis  follows  acute  myelitis, 
the  symptoms  of  that  state  persist  with  gradually  increasing  severity  until 
death  by  exhaustion  or  some  intercurrent  malady  ensues.  If,  however,  the 
process  is  of  the  slow  or  chronic  type  from  the  time  of  onset,  the  primary 
feeling  of  weariness  and  weakness  on  exertion  passes  gradually  into  a  state  of 
paralysis,  more  or  less  complete.  Owing  to  the  degenerative  changes  in  the 
lateral  tracts,  the  paralysis  is  usually  spastic.  There  is  often  an  exaggeration 
of  the  deep  reflexes ^  with  ankle  clonus.  In  other  instances  the  character  of  the 
response  to  reflex  stimulation  is  entirely  dependent  upon  the  portion  of  thecord 
i  which  is  involved.    The  muscles  may  gradually  waste  and  give  the  recuiions 

of  degeneration.  Not  rarely  the  loss  of  power  extends  gradually  to  the  trunk 
and  arms.  Sensory  disturbances  are  common.  There  may  be  patches  of 
aruBsthesia  and  parcEsthesuif  and  occasionally  moderately  severe  pains  may 
be  felt  in  the  nerves  in  the  extremities.  VasoTnotor  disorders  in  localized 
areas  of  the  skin  may  be  present,  one  part  being  very  pallid  and  another 
hyperaemic.     Bedsores  finally  develop,  as  in  the  acute  form  of  the  disease. 

Diagnosis.^Chronic  myelitis  as  a  separate  disease  is  so  rare  that  a  diag^ 
nosis  of  its  presence  should  be  made  only  after  a  most  careful  study  of  a  case. 
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From  disseminated  sclerosis  it  is  separated  by  the  absence  of  evidence  of 
lesions  in  the  brain  and  lower  cephalic  centres,  such  as  nystagmus,  intention 
tremor,  and  scanning  speech.  From  lateral  sclerosis  it  is  separated  by  the 
absence  of  vesical  and  rectal  paralysis  in  that  disease.  Then,  too,  lateral 
sclerosis  is  not  characterized  by  loss  of  sensation.  Paralysis  due  to  polio- 
myelitis is  separated  also  by  the  absence  of  anaesthesia,  and  the  fact  that  the 
paralysis  of  the  muscles  is  not,  as  a  rule,  so  general. 

Prognosis. — ^Recovery  does  not  occur.  Life  may  be  prolonged  for  years 
if  the  process  is  not  progressive  and  no  intercurrent  disease  attacks  the 
enfeebled  sufferer. 

Treatment. — ^This  is,  of  course,  concerned  entirely  with  the  maintenance 
of  good  heaith,  with  the  hope  that  a  terminal  infection  may  not  occur.  If 
there  is  a  clear  history  of  syphilis  the  iodides  and  mercury  may  be  used,  but 
they  are  rarely  of  much  value  in  this  state. 


SENILE  PAEAPLEGIA. 

Under  this  unsatisfactory  clinical  title  may  be  described  a  condition 
occasionally  met  with  in  old  persons,  and  probably  depending  upon  impaired 
blood  supply  to  the  cord,  resulting  from  degenerative  changes  m  the  vessels 
which  are  not  severe  enough  to  result  in  myelomalacia. 

Symptoms. — ^The  symptoms  consist  in  a  moderate  degree  of  loss  of  power 
in  tiie  lower  liwbs  so  that  it  is  difficult  for  the  patient  to  move  about.  The 
legs  TOAj  be  shuffled  along  the  floor  instead  of  lifted  clear  of  it.  When  the 
malady  develops  rapidly  and  is  severe  it  may  be  impossible  for  a  time  to 
separate  it  from  true  myelitis. 

Iteatment. — ^The  treatment  consists  in  rest  in  bed,  massage,  and  hydro- 
therapy. Internally,  the  iodides  and  circulatory  stimulants,  such  as  strych- 
nine and  digitalis,  should  be  used. 


MTELOMALAOIA. 

This  term  is  applied  to  a  state  of  the  spinal  cord  in  which  it  undergoes 
softening  because  of  embolism  or  thrombosis  of  its  bloodvessels,  with 
the  result  that  its  blood  supply  is  impaired.  *  The  degenerative  changes 
consist  in  those  which  we  would  expect  to  find  when  necrosis  of  these  parts 
occurs,  namely,  extravasated  red  and  white  blood  cells,  fat-globules,  and 
broken  axones.  When  the  patient  lives  for  a  considerable  length  of  time 
after  this  accident  to  the  circulation  occurs,  a  microscopic  examination  of 
the  cord  will  reveal  an  overgrowth  of  connective  tissue.  The  essential 
difference  between  this  state  and  one  of  acute  myelitis  is  that  in  this 
condition  the  process  is  necrotic;  whereas,  in  the  latter  it  is  primarily 
inflammatory,  and  diapedesis  of  white  and  red  cells  takes  place  as  a  part 
of  a  vital  process. 
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STEINOOMTELIA. 

Definition. — Syringomyelia  is  a  condition  of  the  spinal  cord  characterized 
by  the  formation  of  a  cavity  or  cavities  in  its  substance;  by  loss  of  pain 
sense  and  temperature  sense,  with  preservation  of  tactile  sense;  by  the  devel- 
opment of  progressive  muscular  atrophy  and  paralysis,  and  by  nutritional 
changes  in  the  skin,  muscles,  bones,  and  joints. 

History. — Although  a  very  rare  disease,  it  was  described  before  many 
other  very  common  maladies,  the  state  of  the  spinal  cord  having  been  first 
noted  in  1546  by  Etienne  and  given  its  name  by  Ollivier  in  1824.  We  are, 
however,  able  to  diagnosticate  the  affection  by  reason  of  researches  of 
Schultze  and  other  later  investigators. 

Etiology. — This  is  unknown.  In  some  cases  it  is  probably  dependent 
upon  a  congenital  defect.  In  other  instances  it  has  been  thought  to  be  due 
to  disease  of  the  spinal  arteries,  and  in  some  cases  Van  Gieson  has  shown 
that  it  has  developed  from  a  perforating  hemorrhage  into  the  cord  itself. 

Pathology  and  Morbid  Anatomy. — When  the  spinal  cord  in  a  case  of  syringo- 
myelia is  examined  macroscopically,  the  membranes  are  found  to  be  normal, 
(  but  the  surface  of  the  cord  may  be  irregular  and  portions  of  it  protrude,  while 

at  other  places  retraction  of  its  surface  seems  to  be  present.  A  closer  exami- 
nation of  the  areas  of  bulging  may  reveal  fluctuation,  and  from  such  areas, 
if  they  be  punctured,  a  clear  serous  fluid  may  run  quite  freely.  This  cystic 
state  may  extend  very  considerable  distances  up  and  down  the  cord,  and 
may  extend  so  far  transversely  as  almost  to  cut  the  cord  in  two.  The  cavity 
is  usually  largest  in  the  cervical  and  upper  dorsal  regions  of  the  cord,  but  it 
may  be  confined  to  the  lower  part  of  the  cord.  On  the  other  hand,  as  just 
stated,  it  may  extend  from  the  end  of  the  cord  even  to  the  pons.  The  cavi^ 
may  have  large  dimensions  as  to  length  and  be  so  wide  as  to  convert 
the  cord  into  a  thin-walled  tube. 
.  It  is  because  of  these  extraordinary  changes  that  the  Greek  words  syrinx, 

'  t  a  tube,  and  myelon,  marrow  of  the  spine,  is  applied  to  it.     So  complete 

may  be  the  excavating  process  that  when  the  cord  is  severed  from  the 
i  I  medulla  the  fluid  may  escape  and  the  cord  flatten  out  like  a  ribbon.   In 

some  cases  there  are  several  cavities  superimposed.  On  cross-section  the 
cavity  is  usually  found  to  be  just  back  of  the  central  canal  in  the  gray  com- 
missure and  in  the  posterior  cornua,  or  it  may  be  present  where  the  central 
canal  should  be.  Occasionally  it  affects  the  anterior  horns  or  the  lateral  or 
posterior  white  columns. 

The  wall  of  the  cavity  consists  in  a  well-developed  mass  of  neuroglia 
(gliomatosis),  which  in  its  growth  encroaches  upon  surrounding  tissues  and 
may  cause  definite  symptoms  before  its  centre  becomes  broken  down.  Sonw 
neurologists,  on  that  account,  prefer  to  call  this  disease,  at  least  in  its 
earliest  stages,  spinal  gliomatosis,  or  gliosis. 

The  loss  of  pain  sense  and  temperature  sense  which  is  so  characteristic 
has  been  ascribed  to  pressure  by  the  neuroglia  mass  upon  the  fibers  conduct- 
ing these  sensations  as  they  cross  in  the  central  gray  matter  on  their  way  to 
the  column  of  Gowers.    This  is  at  least  a  good  working  hypothesis. 
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Around  the  margin  of  the  connective-tissue  boundary  just  described  theie 
is  usually  an  abiinrmal  development  of  bloodvessels  which  are  numerous, 
distorted,  and  larfjer  than  normal. 

Dilatation  of  the  central  canal  by  serous  fluid  is  called  hydromyelia,  and 
is  ordinarily  associated  with  hyrlrocephnlus. 

Symptoms. — The  symptoms  of  syringomyelia  consist  in  loss  of  pain  snuse 
and  of  temperature  sense,  so  that  the  patient  may  be  cut  or  burnt  without 
feeling  pain,  although  his  sense  of  touch  in  the  affected  part  is  still  presen'ed. 
In  some  cases  the  temperature  sense  may  be  preserved,  or  the  sense  of  heat 
is  lost  and  that  of  cold  preserved,  or  vice  versa.  The  areas  in  which  the  loss 
of  pain  sense  exists  are  not  symnietricah  but  are  irregularly  distributed 
over  the  body.  The  fact  that  the  lesion  usually  atTects  the  cervical  iM>rtion 
of  the  con!  explains  why  it  is  tliat  the  art'as  of  analgesia  are  usually  found 
in  the  upper  extremities.  Associatetl  with  this  impairment  of  pain  sense 
there  develop,  as  the  disease  advances^  nuiriiional  changes  in  the  bones, 
muscles,  and  skin,  and  a  progressive  paralysis  due  to  the  muscle  changes. 

The  outward  evidences  of  tropliic  disturbance  are  usually  first  noticed  in 
connection  with  some  injury  which  fails  to  h«*al  nni],  becoming  infected, 
forces  a  recognition  of  its  presence  upon  the  patient,  not  by  pain,  but  by  his 
observation  with  his  eyes  that  healing  does  not  take  place.  In  some  instances, 
however,  nutritional  changes  occur  without  any  history  of  injury.  Felons 
may  develop.  When  they  are  accompanied  by  severe  necrosis  tlie  condition 
is  usually  called  '*Morvan's  disease."  lu  still  other  cases  the  fitujcr-nails 
become  de formed^  or  super (icvil  gangrene  of  the  skin  develops.  The  irlundder-, 
elbow-f  &nd  wrist-joints  become  swollen^  filled  with  flui<l,  and  absorption  of 
the  articulating  surfaces  takes  place,  the  condition  In  the  upper  extremities 
in  this  tlisease  being  practically  identical  with  that  seen  in  the  joints  of  the 
lower  extremitie.s  in  certnin  cases  of  locoinotor  ataxia. 

The  shafts  of  the  long  bones  often  suffer  fracture,  but  these  fractures 
are  painless  and  only  enforce  attention  because  of  the  incapacity  pro- 
duced. Painless  dislocations  may  be  caused  by  insignificant  traumnla. 
Curvature  of  the  spine  may  also  occur,  due  to  nuiscular  atrophy,  and  per- 
haps to  changes  in  the  vertebra^.  Secoridary  etmiratiures  may  take  place 
and  province  great  deformity  of  the  hands,  which,  ad<led  to  the  progressive 
muscular  atrophy  aniJ  the  paralysis,  impairs  the  use  of  the  up|)er  extremi- 
ties very  much.  In  addition  to  these  symptoms  several  special  symptoms, 
tlependent  upon  the  site  of  the  lesion,  nnist  be  considered.  Thus,  if  the 
Imver  part  of  the  spinal  cord  is  affected  there  may  l>e  vesical  or  rectal  par- 
alysis; whereas,  if  the  upper  cervical  cord  is  affected  there  may  be  unilateral 
retraction  of  the  eyeball,  narroitnng  of  the  jmlpebral  opening,  and  a  slow 
pupillary  reaction  because  of  involvement  of  the  spinal  centre  of  the  cervical 
sympathetic.  When  aniesthcsiu  is  found  on  the  face  it  is  ascril>ed  to  impli- 
cation of  the  spinal  root  of  the  fifth  nerve  in  the  cervical  region. 

Dia^osis. — As  already  staterl,  the  loss  of  pain  sense  with  preservation  of 
tactile  sense,  the  tri>phic  changes,  and  the  muscular  atrophy  all  form  a 
picture  which  reveals  syringomyelia.  Before  all  these  symptoms  develop 
the  presence  of  a  slowly  increasing  muscular  atrophy  may  mislead  the 
physician  into  the  diagnosis  of  chronic  poliomyelitis  or  progressive  muscular 
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atrophy.  Indeed,  in  its  commonest  type,  syringomyelia  presents  the  picture 
of  progressive  muscular  atrophy  when  it  is  advanced,  including  the  "claw- 
hand."  Less  frequently  the  white  columns  of  the  cord  are  pressed  upon 
by  the  central  mass  and  symptoms  of  locomotor  ataxia  or  of  lateral  sclerosis 
are  found.  The  true  condition  is  recognized  by  the  dissociated  ansesthesia 
already  described.  Tumor  in  the  cord  usually  produces  so  much  pressure 
that  the  symptoms  of  paraplegia  are  more  marked  than  in  syringomyelia, 
and  a  tumor  is  usually  associated  with  severe  pain.  The  dactylitis  of 
syringomyelia  bears  a  resemblance  to  leprosy,  which,  however,  does  not 
reveal  the  more  general  signs  of  disease  in  the  cord. 

Prognosis. — The  chance  of  recovery  is  of  course  nil,  but  as  the  disease 
progresses  very  slowly  indeed,  life  may  be  prolonged  for  years. 

Treatment. — ^There  is  no  treatment  for  syringomyelia.  The  affected 
extremities  should  be  carefully  protected  from  injury. 


HEMORRHAGE  INTO  THE  SPINAL  OORD. 


Definition  and  Etiology. — Spontaneous  hemorrhage  into  the  spinal  cord 
is  a  very  rare  accident,  so  rare  that  some  writers  have  denied  its  existence 
except  when  it  has  arisen  from  a  direct  traumatism.    Minute  hemorrhages, 

!  of  course,  occur  in  severe  forms  of  acute  myelitis.    The  most  common  period 

of  life  for  this  accident  to  occur  is  between  the  twentieth  and  fortieth  yean, 
but  it  may  occur  in  infants.  Hemorrhage  due  to  injury  may,  of  course, 
develop  at  any  time.  Gowers  cites  a  case  of  hemorrhage  occurring  appa^ 
ently  as  the  result  of  repeated  sexual  intercourse.  Occasionally  hemorrhage 
into  the  cord  ensues  in  cases  of  asphyxia,  as  in  coal-gas  poisoning,  and  cases 
have  been  reported  in  which  hsemophilia  produced  this  lesion.  The  clot  is 
usually  found  in  these  cases  chiefly  in  the  gray  matter  of  the  cord.  Some- 
times it  is  single;  in  other  instances  there  are  multiple  clots.  If  the  escape 
of  blood  has  been  copious  the  blood  may  perforate  the  white  matter  and 
find  its  way  to  the  pia. 

When  the  clot  is  of  any  size  and  the  cord  is  examined  shortly  after  the 
accident,  changes  resembling  those  due  to  hemorrhage  into  the  brain  are 
present.  The  cord  is  softened  and  infiltrated  with  small  round  cells  and 
with  red  and  white  corpuscles  which  are  seen  to  be  undergoing  granular 
change.  The  tissues  are  also  stained  by  blood-coloring  matter.  If  the  patient 
lives  for  some  weeks  and  then  at  death  the  cord  is  studied,  there  is  found 
fatty  degeneration  of  the  neighboring  tissues  or  a  cicatrix  of  connective  tis- 
sue which  occupies  the  site  of  the  hemorrhage.  Secondary  descending  and 
ascending  degenerations  may  ensue  as  in  myelitis. 

Symptoms. — The  symptoms  of  hemorrhage  into  the  spinal  cord  vary,  d 

I  course,  with  the  level  at  which  the  lesion  takes  place.    The  general  symp* 

toms  are  paraplegia  with  loss  of  senaalion  in  the  paralyzed  limbs,  and  loti 
of  control  of  the  bladder  and  rectum.  These  symptoms  are  those  of  acute 
myelitis  as  well.  In  addition  quite  severe  pain  may  be  felt  in  the  spine  or 
be  referred  to  the  front  of  the  thorax  or  to  the  epigastric  region,  and  even  to 
the  legs. 
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When  the  hemorrhage  is  in  the  cervical  cord  there  is  paralj/sis  of  the  ami3 
as  well  as  the  legs,  Tlie  reflexes  are  usually  lost  at  first  because  of  shock, 
but  soon  reappear  and  are  usually  exaggerated  unless  the  cervical  or  the 
lumbar  enlargement  of  the  cord  is  affected,  when  they  are  permanently 
absent  in  the  arras  or  in  the  legs.  Spastic  contraciioii-s  may  <leveIop  later 
from  descending  changes  in  the  crossed  pyramidal  tracts,  as  in  myelitis. 
The  muscles  may  undergo  degenerative  changes  very  rapidly  because  of 
damage  to  the  cells  in  the  anterior  horns  of  the  gray  matter  at  the  level  of 
the  lesion. 

Not  rarely,  if  the  hemorrhage  has  been  at  all  large,  a  stage  of  secondary 
irritation  and  inflammation  develops  as  a  result  of  the  extravasation  of 
blood,  and  this  may  not  only  greatly  increase  the  gravity  of  the  symptoms, 
but  destroy  life.  On  the  other  hand,  it  not  infrequently  happens  that  the 
hemorrhage  in  the  gray  matter  may  not  only  destroy  this  part  of  the  cord, 
but  by  pressure  abrogate  the  function  of  the  white  matter. 

After  the  acute  process  is  over,  the  paraplegia  is  greatly  decreased  as  the 
pressure  is  decreased,  but  complete  recovery*  does  not  ensue  l>ecause  the 
cord  is  permanently  ilamaged,  and  so  atrophy  of  the  muscles,  governed  by 
that  part  of  the  gray  matter  which  has  lieen  rlamngeil,  ultimately  develops 
as  in  acute  poliomyelitis.  Some  degree  of  spasticity  persists  through  loss 
of  fibres  in  the  pyramidal  tracts,  and  various  sensory  defects  if  the  dorsal 
columns  have  not  completely  recovered. 

Diagnosifl. — The  diagnosis  of  hemorrhage  in  the  cord  is  not  to  be  made 
until  the  symptoms  are  so  well  defined  that  there  can  be  little  doubt  as  to 
their  cause.  The  onset  of  the  symptoms  must  be  sudden,  that  is,  almost 
instantaneous.  If  several  hours  are  passed  in  their  ilevelopment  it  is  prob- 
ably a  case  of  acute  myelitis.  Pain  is  also  an  important  symptom,  for,  if  it 
is  present,  it  points  to  hemorrhage. 

Prognosis. — This  depends  upon  the  severity  of  the  s^Tuptoms  and  upon 
the  site  of  the  lesion.  If  it  is  in  the  cervical  or  lumbar  enlargements,  the 
prognosis  is  more  grave  than  if  it  is  in  the  dorsal  cord.  If  bed-sores  speedily 
develop  the  outlook  is  correspondingly  bad  not  only  because  their  presence 
shows  grave  lesions  in  the  cord,  but  also  because  their  existence  is  a  menace 
to  the  patient's  life. 

Treatment. — Absolute  rest  in  bed  is  essential.  An  ice-bag  should  l>e  kept 
over  the  spine,  and  small  doses  of  aconite  and  the  bromides  used  to  allay 
circulatory  excitement.  The  use  of  ergot  in  such  cases  as  commended  by 
Gowers  does  not  seem  to  be  based  upon  a  correct  conception  of  the  physio- 
logical action  of  this  drug.  Some  time  after  tlie  liemorrhage  the  iodides 
may  be  used  to  aid  in  clearing  up  the  inflammatory  exudate. 

HEMORRHAGE  INTO  THE  SPINAL  MEMBRAKES. 


Definition  and  Etiology. — A  hemorrhage  about  the  spinal  cord  may  be 
outside  the  dura  mater  (extra meningeal  or  extradural),  or  inside  the  dura 
mater  fintrameningeal).  If  it  is  between  the  dura  mater  and  the  arachnoid 
it  is  called  subduml,  and  if  it  is  between  the  arachnoid  and  pia  mater  it  is 
called  subarachnoid. 


In 
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Rupture  of  a  vessel  in  the  spinal  meninges  occurs  usually  in  adult  lift 
ami  more  frequently  in  males  tlian  females.     Its  most  common  cause 
injury  to  the  spine.    It  has  been  known  to  follow  violent  convulsions  and  as 
a  sequel  to  those  infections  which  result  in  purpura.     In  newborn  infants 
the  blootl  found  between  the  spinal  membranes  has  its  origin  in  the  mening^^ 
of  the  bniin,  and  follows  the  cord  downward.    Sometimes,  in  cases  of  vei^| 
severe  inttamnmtion  of  the  spinal  meninges,  small  extravasations  of  blood 
take  place. 

In  extradural  hemorrhage  the  blood  comes  from  the  veins  which  lie  between 
the  dura  and  the  bony  canal.  The  quantity  of  blooti  which  is  poured  out 
varies  greatly.  In  some  instances  it  reaches  the  full  length  of  the  cord.  In 
other  instances  but  a  small  area  is  covere<l  by  a  clot.  Tlie  most  eorami 
seat  for  the  hemorrhage  is  the  cervical  portion  of  the  cord.  The  cord  m, 
or  may  not  be  compresseti. 

Sulxlural  hemorrhage,  that  is,  the  escape  of  blood  between  the  (hira  am 
the  arachnoid,  also  varies  greatly  in  quantity.    In  snbarachnoid  hemorrhage 
the  blood  comes  from  the  vessels  of  the  pia  mater,  and  the  clot  may  surroun^f 
the  cord  for  a  few  inches  or  extend  throughout  the  whole  subarachnot*^^ 
space.    In  very  rare  instances  it  may  actually  force  its  way  into  the  cerebral 
ventricles. 

In  all  cases  of  hemorrhage  into  the  spinal  membranes,  save  the  extnir 
dural  type,  the  cerebrospinal    fluid  is  blood-staineti.       This  may  be  a  valu^| 
able  diagnostic  point,  since  lumbar  puncture  may  reveal  the  presence  o^^ 
blood  in  this  fluid. 

Symptoms. — No  symptoms   may   be   present   unless   the   hemorrhage 
extensive  enough  to  cause  compression,  or  unless  a  secon<Jaty  nieningea 
inflammation  develops.     When  the  effusion  of  blood  is  considerable  theji 
is  sudden  severe  pain  in  the  hack,  usually  about  the  level  of  the  hemorrha 
which  extends  into  the  loins,  and  it  may  be  to  the  anterior  surface  of  i\n 
body.    There  may  also  l>e  some  muscular  sjxism.  in  the  parts  involved  b^ 
those  ner\'es,  the  roots  of  which  are  pressed  upon  after  leaving  the  spiimf 
conl.    These  spasms  may  be  severe  enough  to  produce  a  convulsion,  local- 
ized or  general.     IrnTuetliately  after  these  symptoms  evidences  of  hits 
power  develop  and  the  symptoms  resemble  the  early  stages  of  acute  myelitis^ 
or  of  hemorrhage  into  the  cord  itself,  save  that  it  is  rare  for  the  paralysii 
of  either  sensation  or  motion  to  be  as  com|)lete  as  it  is  in  those  conditions.^ 

If  the  hemorrhafje  is  in  the  cervical  region,  the  pain  is  felt  in  the  nrrk  end 
arm^.  There  is  dijfirulty  of  swallowing  and  of  breathing,  and,  it  may  l^e^H 
dilaialion  of  ike  pnpib.  When  it  is  in  the  dorsal  region  the  /win  is  in  'A^V^ 
chest  and  abdomen,  and  when  in  the  lianbar  region  it  is  chiefly  felt  in  the  legs. 
Consciousness  is  preserved  unless  it  be  lost  through  shock.  Some  hours  or 
days  after  the  hemorrhage  a  secondary  reaction  with  febrile  movement  may 
develop.     In  futal  cases  death  usually  comt-s  on  within  a  few  hours.  ^H 

From   a    medicolegal   standpoint   it    is   interesting  to   note  that  at  least^M 
one  case  of  meningeal   hemorrhage  in  the  spine  very  closely  resembled 
strychnine  poisoning.     If  the  symptoms  are  severe,  death  is  very  likelv  toj 
occur  within  a  few  hours.    If  the  patient  survives  the  first  few  days,  partial] 
recovery  from  the  paralysis  may  occur. 
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Prognosis. — The  prognosis  as  to  life  is  worse  when  the  hemorrhage  is 
high  up  in  the  meninges  than  when  it  is  low  down. 

Tkeatment. — ^The  treatment  of  this  condition  consists  in  absolute  rest, 
the  employment  of  small  doses  of  the  bromides  and  aconite  as  nervous  and 
circulatory  sedatives,  and  counterirritation  over  the  back  in  the  shape  of 
dry  cups  or  leeches.  The  patient  should  be  made  to  lie  on  his  side  or  on 
his  face  rather  than  on  his  back,  in  order  to  prevent  the  accumulation  of 
extravasated  blood  at  the  posterior  portion  of  the  cord.  Where  the  quantity 
of  blood  which  is  poured  out  is  very  large,  and  the  symptoms  so  severe  that 
death  is  threatened,  it  may  be  advisable  to  call  upon  a  skilful  surgeon  to 
relieve  pressure  by  operation. 


0OMFRE8SION  OF  THE  SPINAL  OOBD. 

Definitioii  and  Etiology. — Compression  of  the  spinal  cord  occurs  as  the 
result  of  disease  of  the  vertebrae,  of  growths  in  the  vertebrae  or  the  meninges; 
of  growths  occurring  within  the  spinal  canal,  inside  or  outside  of  the  dura 
mater;  of  aneurysm  of  the  aorta,  which,  by  pressure  on  the  vertebrae,  cause 
their  absorption;  as  the  result  of  syphilitic  inflammatory  processes  in  the 
spinal  canal,  or  by  the  development  of  a  pachymeningitis,  which  may  involve 
the  cervical  or  lumbar  portions  of  the  cord,  and  which  is  characterized  by  a 
thickening  of  the  parts  involved.  The  result  of  pressure  exercised  by  any  of 
these  causes  interferes  with  the  nutrition  of  the  spinal  cord  and  with  the 
transmission  of  impulses  along  its  tracts,  and  the  symptoms  which  arise  vary 
in  their  character  and  severity  with  the  degree  of  pressure  and  the  alterations 
caused  by  it. 

Disease  of  the  vertebrcr  is  most  commonly  the  result  of  tuberculous  infec- 
tion, particularly  in  children.  As  a  result  of  this  process,  the  bones  become 
softened,  give  way  under  the  pressure  which  is  exerted  upon  them,  and  as 
they  do  so  pressure  upon  the  cord  results.  In  other  instances  a  suppurative 
process  results  in  the  development  of  so  much  pus  that  pressure  is  produced 
by  it,  and  not  uncommonly  a  carious  process  in  the  vertebrae  is  associated 
with  an  inflammation  of  the  dura  mater,  with  consequent  thickening  of  this 
membrane,  so  that  pressure  is  produced.  Again,  the  caseous  masses  which 
are  formed,  or  the  overgrowth  of  connective  tissue  which  takes  place,  may  cause 
pressure.  In  some  instances  the  dura  mater  suiTers  from  tuberculous  infec- 
tion, and  tubercles  are  found  upon  its  inner  surface,  and  both  the  arachnoid 
and  pia  mater  may  be  involved.  As  a  result  the  nutrition  of  the  spinal 
cord  at  this  point  is  impaired  through  interference  with  the  circulation  in 
-its  bloodvessels  and  probably  also  because  of  the  obstruction  to  the  circu- 
lation of  lymph  as  well.  The  cord,  in  the  majority  of  instances,  is  in- 
volved. If,  however,  the  pressure  is  severe,  there  is  apt  to  be  an  overgrowth 
of  connective  tissue  whereby  a  sclerotic  process  is  developed.  The  axis 
cylinders  become  swollen,  and  fatty  globules  can  be  found  in  the  myelin 
sheaths.  If  the  pressure  is  severe  and  is  long  continued,  the  cord  may  be 
markedly  atrophied  and  the  overgrowth  of  connective  tissue  be  very  great. 
In  some  instances  there  may  be  nothing  left  of  the  cord  but  a  band  of  con- 
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nective  tissue.     If  the  damage  done  to  the  cord  is  of  a  more  severe  type,! 
ascending  ant!  descending  degenerative  changes  occur. 

The    symptoms    pnKluced    by    these    lesions    consist    in    pain   in  thai 
spine  and  in  the  distribution  of  the  nerves  supplying  the  trunk  and  limhstj 
Not  infrequently  pain  will  be  felt  in  the  abdominal  wall  or  in  the  neighboNi 
hood  of  the  sternum  because  of  the  irritation  of  the  nerve  trunks  as  they  make  J 
their  exit  from  the  spinal  cord,  according  to  the  well-known  law  that  pain  is>] 
frcr]uently  referred  to  the  peripheral  ends  of  the  nerve  atfected.    Any  jarringof  j 
the  body  by  a  misstep  or  a  sudden  movement  or  even  a  gentle  blow  upon  the] 
spinal  column  may  cause  t[ie  patient  suffering.    The  rniiscles  of  the  back  are 
usually  fixed,  in  order  to  protect  the  spinal  column  as  much  as  possible. 
This  fixation  is  partly  voluntary  and  partly  involuntary.    In  some  instances 
a  girdle  sen^aiion  is  felt  in  the  nerves  which  make  their  exit  from  the  area 
whicli  is  diseased.  ! 

When  the  Umons  are  high  in  the  cord  there  may  be  jxiinfid  sensations  in 
the  arms,  and  if  the  lateral  tracts  are  compressed  there  is  an  exaggera- 
tion of  (he  reflexes,  with  a  tendency  to  spasticity  of  the  muscles.     In  other  i 
instances  the  patient  may  present  all  the  snnptoras  of  transverse  mye- 
litis and  develop  bed-sores.     The  rapidity  with  wliich   these  symptoms' 
develop  in  different  cases  varies  very  much,  depending  entirely  upon  the 
activity  of  the  pathological  process  in  the  spinal  column.    In  some  instances] 
years  are  consumed  in  the  development  of  the  advanced  stage  of  the  malady. 
In  others  paralysis  of  the   lower  extremities  may  be  produced   in  a  few] 
months. 

The  diagnosis  of  these  cases  is  not  diflScult  if  the  physician  will  carefully 
examine  the  spine. 

The  prognosis  is,  of  course,  not  very  favorable,  but  it  is  a  noteworthy 
fact  that  in  those  stages  in  which  tlie  process  in  the  spinal  column  becomes  j 
arrested  a  very  marked  degree  of  recovery  may  take  place.  On  the  otherl 
hanrl,  it  sometimes  happens  that  spinal  disease  in  infancy  results  in  laterj 
life  in  the  development  of  lateral  sclerosis  or  other  diseases  of  the  spinal] 
cord.  Much  depends  iu  tlie  way  of  prognosis  upon  what  the  surgeon  is  able 
to  do  for  the  spinal  disease.  The  nervous  symptoms  are  to  be  considered] 
purely  secondary,  and  every  effort  made  to  modify  the  pathological  process! 
in  the  spine. 

The  treatment  of  compi-ession  of   the  spinal  corti  due  to  disease  of  the] 
vertebra  is  entirely  in  the  hands  of  the  orlhopalic  surgeon,  who,  by  means 
of  proper  appanitus,  can   often   do   much   good.    The   medicinal    plan  of  j 
treatment  consists  in  the  use  of  cod-liver  oil,  iron,  and  arsenic,  the  following^ 
of  a  perfectly  healthy  mode  of  life,  and  the  use  of  good  foo<l.     Pain  is  to 
be  relieved,  if  necessary,  by  opiates,  and  the  nervous  tv^ntchings  by  sedatives. 
like  bromide  and  chloral.     In  some  cases  hydrotherapeutic  measures  are  j 
advantageous. 

Malignant  growths  of  the  vertebrae,  such  as  carcinoma  and  sarcoma,  are  ; 
rare.     They  are  usually  rapid  in  their  growth  and  produce  symptoms  of  | 
spinal    corapre^ssion    as    soon    as   they   invade   the  spinal   canal.     These 
malignant  gro\vths  soon  penetrate  the  dura,  the  arachnoid,  and  the  pia.and 
speedily  infiltrate  the  spinal  cord  itself,  although  the  dura  mater  is  usually 
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capable  of  protectin|j;tlie  spinal  cord  from  direct  infection  when  the  disease  b 
tuberculous. 

I  When  a  tumor  of  the  spinal  cord  develops  it  is  in  the  great  majority  of 
instances  due  to  sarcoma.  Tumor  of  the  spinal  cord  is,  however,  exceed- 
ingly rare.  Schlesinger  found  only  147  spinal  tumors  in  35,000  autopsies, 
and  Starr  states  that  the  ratio  of  tumors  of  the  spina!  coni  to  tumors  of  the 
brain  is  1  to  13. 

I  Here,  again,  the  symptoms  consist,  as  a  rule,  in  intense  neuralgic  pain 
of  a  shooting  or  stabbing  character  caused  by  pressure  upon  the  nerves 
as  they  leave  the  spinal  canal.  These  pains  are  more  severe  than  those 
protJuced  by  any  other  form  of  spinal  disease,  and  they  are  felt  in 
different   portions    of  the  body,    according    to  the  portion  of  the  spinal 

I  cord  which  is  involved.  If  the  lower  ccn-icul  portion  of  the  cord  is  afTected, 
the  pain  may  be  felt  in  one  or  l>oth  hands  and  forearms.  If  the  growth 
is  in  the  upper  cervical  recjion,  they  are  felt  in  the  shoulder  or  neek;  if  it 
occurs  as  low  as  the  sijih  r/orW  ^fymntt  tlie  paiv  ;.v  frit  in  the  chest, 
near  the  nipple;  in  the  tenth  dorsal  segiuent  it  is  felt  in  the  ahdumvn  and  ijToiyi. 
When  a  tumor  compresses  the  cord  in  its  entire  thickness  degenerations 
ensue,  descending  in  the  lateml  ci»lnmns,  ascending  in  the  dorsal  and  other 
sensory  columns,  just  as  they  arise  in  cases  of  marked  caries  of  the  vertebne. 
Under  these  conditions  the  syniptotns  are  those  of  a  transverse  myelitis.  The 
level  at  which  the  tumor  is  growing  can  largely  lie  detennined  by  localizing 
the  symptoms,  and  the  fact  ttmt  tumor  is  present  may  be  pointed  to  by 
the  pre^sence  of  growths  elsewhere  in  tlie  bixly.  If  tlie  tumor  is  of  the 
malignant  ty[w  its  growth  is  usually  exceedingy  rapid. 

Spinal  symptoms  due  to  new-grr»AvtIi  diH'er  from  those  due  to  caries  of  the 
spine  by  tlie  fact  that  the  stillness  of  the  muscles  of  the  back  and  tendons 
on  jarring  the  spine  is  not  S4>  nuirked  in  growths  as  it  is  in  tuberculous  disease. 
In  the  latter  case,  also,  then'  may  be  fmiiitl  a  prin  ary  tuberculous  focus. 

When  eompression  is  \\\xv  to  tumor  the  treatment  is  operative.  In  many 
instances  it  is  possible  to  give  the  patient  some  relief  by  this  means,  Starr 
has  collected  58  cases  of  tumor  of  the  spinal  cord  in  which  an  operation  was 
attempted.  In  all  his  cases  the  tumor  was  found,  and  in  16  of  them  the 
patients  recovered  If  the  grt">wth  is  malignant  the  possibility  of  doing 
much  good  by  operation  is,  of  course,  remote.  Pain  may,  however,  be 
temporarily  relieved  by  the  removal  of  the  pressure. 

I  The  compression  of  the  spinal  cord  produced  by  gummatous  growths  or  by 
syphilitic  exutlations  almut  the  spinal  cord  present  symptoms  which  also 
depend  upon  the  area  wliich  is  involved,  particularly  upon  the  level  of  the 

I    lesion.    The  condition  may  arise  either  in  actjuired  or  in  hereditary  syphilis, 
and  the  diagnosis  is  made  by  the  history  of  the  patient  and  the  presence  of 
pressure  symptoms.     Tlie  treatment  is  antisyphilitic. 
When  an  aneurysm  of  the  aorta  grows  in  such  a  manner  that  it  erodes  the 
vertebne,  it  may  produce  symptoms  of  compression  of  the  spinal  cord.  Thus, 

»  paraplegia  may  be  developed,  or  severe  pain  may  be  felt  in  those  parts  of  the 
body  which  are  supplied  by  the  nerve  trunks  which  have  their  origin  in  that 
portion  of  the  spinal  cord  which  is  affected.  If  the  physical  signs  of  the 
presence  of  aneurysm  are  demonstrable  the  diagnosis  is  not  difficult,  but  if 
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the  growth  is  in  a  backward  direction  it  may  prea 
indicate  its  presence.  An  examination  of  the  patie 
reveal  signs  of  vertebral  disease,  but  a  bruit  or  i 
and  a  history  of  syphilis  and  of  trauma,  if  add 
the  bloodvessels  are  sclerotic,  will  aid  in  discovei 
symptoms. 

A  sixth  cause  of  compression  of  the  spinal  cord 
pachymeningitis  f  the  pachymeningitis  cervicalis  hy 
This  disease  consists  in  a  thickening  of  the  dura  mal 
the  spinal  cord  and  the  spinal  nerves  as  they  pass  thro 
upon.  As  a  result  the  spinal  cord  suffers  from  menin 
mater  becomes  adherent  to  the  pia  mater.  Sometin 
asations  occur  under  the  dura,  and  there  is  usually 
nective  tissue  about  the  bloodvessels,  both  in  and  a 

The  symptoms  of  this  iorm  of  meningomyelitis  \ 
already  described  as  occurring  in  cases  in  which  th 
other  causes  in  the  cervical  region,  but  they  have  cei 
may  aid  in  the  diagnosis  of  the  condition.  There  k 
head  and  neck,  with  a  certain  degree  of  stiffness  anci 
The  pain  radiates  down  into  the  hands  and  arms,  i 
severe  and  neuralgic  in  type.  Patches  of  ancesthesi* 
present  and  localized  muscular  spasms  may  occur,  U 
and  the  development  of  reactions  of  degeneration 
lasted  long  enough  to  interfere  with  the  transmissi 
from  the  cord  to  the  muscles  affected.  Finally,  i 
great  enough  to  seriously  impair  the  nutrition  of  th 
develop  symptoms  of  spastic  paraplegia  due  to  d 
changes  in  the  lateral  tracts.  If  the  muscles  sup 
median  nerves  are  chiefly  affected,  the  disease  is  p 
of  the  enlargement;  but  if  those  muscles  supplied  by 
lose  power,  the  upper  part  of  the  cervical  enlargei 
of  power  in  the  triceps,  anconeus,  supinator  longus 
longior,  and  the  brachialis  anticus,  therefore  indica 
segment;  whereas,  a  loss  of  power  in  the  flexor  c 
profundus  digitorum  (ulnar  nerve)  and  all  the  muse 
the  forearm  and  thumb  (median  nerve)  indicates 
segment.  In  some  cases  myosis  from  paralysis  of  t 
may  be  present. 

Treatment  of  cervical  pachymeningitis  promises  b 
posed  from  the  character  of  the  lesions,  probably  1 
so  often  due  to  syphilis.  Active  counterirritation  of 
by  the  electrocautery  and  the  free  use  of  the  protic 
nating  with  large  doses  of  iodide  of  potassium,  she 
to.  Pain  is  to  be  relieved  by  the  use  of  acetanilic 
these  drugs  fail  to  give  relief  they  must  be  combined 
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Definition  and  Etiology. — A  condition  of  inflammation  of  the  membranes 
covering  the  spinal  cord  is  practically  always  secondary  to  some  lesion  at 
another  part  of  the  bo<ly-  In  some  instances  the  specific  micro-organism^of 
croupous  pneumonia,  of  enteric  fever,  of  acute  articular  rheumatism,  or 
septiciemia  finds  its  way  to  tliese  parts  and  causes  the  pathological  process. 
In  other  instances  tuberculosis  is  the  cause,  whether  it  be  primarily  present 
in  distant  parts  of  the  body  or  in  the  vertebml  column.  In  sonic  instances  an 
injury  affords  a  means  of  entrance  to  the  body  for  micro-organisms,  which 
attack  the  spinal  meninges,  particularly  if  the  vital  resistance  has  been  low- 
ered by  an  accident.  Spinal  meningitis  may  also  arise  from  cerebral  men- 
ingitis by  direct  extension  of  an  infection. 

Pathology  and  Morbid  Anatomy. — Following  tlie  stage  of  acute  hyperfpnu'a 
present  in  all  acute  iuflaminatory  processes,  there  is  an  excess  of  serous  Huiil 
poured  out  bet%veen  tlie  dura  mater  and  the  pia,  which  fluid  may,  at  autopsy, 
be  found  to  be  purulent.  Patches  of  fibrinous  exudate  are  found  on  the  sur- 
face of  the  pia  mater,  the  bloodvessels  of  which  are  engorged  with  blood  and 
often  suffer  from  small  hemorrhagic  extravasations.  The  spinal  cord,  the 
pia  and  the  dura  mater  are  often  adherent.  After  the  inflammatory  process 
has  been  present  for  some  time,  the  pia  mater  becomes  much  thickened  by 
the  development  of  connective  tissue.  The  secondary  changes  which  ensue 
consist  in  an  inflammatory  process  which  afl'ects  the  superficial  parts  of  the 
spinal  cord  and  causes  degenerative  changes  in  the  spinal  ner\*e  roots,  the 
axis  cylinders  of  which  become  swollen.  Fatty  globules  appear  in  the  myelin 
sheath.  The  changes  in  the  spinal  cord  are  most  marked  in  the  posterior 
and  lateral  columns,  and  in  subacute  or  chronic  cases  these  areas  are  affected 
by  an  overgrowth  of  connective  tissue,  wliich  ultimately  produces  sclerotic 
patches. 

Symptoms. — ^The  onset  of  acute  spinal  meningitis  develops, as  do  most  acute 
inflammations  of  serous  membranes,  w^ith  pain,  chill,  fever,  and  gaicral 
wretchedness.  The  pain  is  felt  in  the  hack  anil  liinhs^  and  is  greatly  increased 
by  movements.  There  is  also  a  state  of  hypera'sihesia  of  all  the  spinal  nerves, 
so  that  touching  the  patient  may  cause  great  suffering.  It  is  soon  noticed 
that  the  jyifipnt  i-f  sttjf  anrl  more  or  le^s  fixed  by  muscular  rigidity,  which  is, 
in  part,  due  to  the  pain  pro<luccd  by  movement  and  to  the  irritation  of  the 
nerves  as  they  piiss  from  the  spinal  cord.  The  stiffness  of  (he  muscles  of  the 
back  and  of  the  neck  is  tfie  most  marke<l.  At  this  time  **  Keroig's  sign"  is 
developed,  which  consists  in  an  inability  of  the  physician  to  straighten  the 
patient's  leg  at  the  knee  after  the  thigh  has  been  flexed  to  a  right  angle 
with  the  trunk.  This  state  is  due  to  spasm  of  the  flexor  muscles  induced  by 
the  irritation  at  the  point  of  exit  of  the  nerve  trunks.  There  is  often  soon 
developed  an  increase  in  the  reflexes,  chiefly  in  the  legs,  and  this  in  turn  is 
succeeded  by  paralysis  and  final  loss  of  reflexes  if  the  process  is  severe  and 
prolongefl.  Along  with  the^e  symptoms  there  speedily  develops  a  paralysis 
of  the  bladder  and  rectum,  so  that  there  is  retention  or  inconiincnce  of  urine 
and  incorUinence   of  feces.     There    may  also   be   paralytic  incontinence. 
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Because  of  the  lesions  produced  in  the  nerve  roots  and  in  the  spinal  nerve 
as  they  pierce  the  meninges,  trophic  changes  in  the  slci?i  may  develop,  aji 
shown  by  localized  areas  of  pallor  and  congestion  and  tlie  speedy  develop-J 
rnent  of  bed-sores. 

If  the  iHsease  is  severe  and  the  inflammatory  process  spreads  until  the' 
upper  portions  of  the  cord  are  involved,  death  may  ensue  !>y  reason  of  the 
inflammation  reachinj^  tlie  level  of  the  medulla  and  causing  fatal  disturbance 
of  the  function  of  ra'^piration  or  of  the  heart.    In  such  cases  Cheyne-Sioka  ^ 
breathing  and  irregularity  of  the  pulse  may  be  the  symptoms  of  irapendingi 
dissolution.     Not  rarely  the  development  of  paralysis  of  the  cranial  nerves  f 
vtf^ith  convulsions  and  coma  precede  death.     Death  may  come  within  a  few 
days  of  onset  or  after  several  weeks.    In  the  severe  cases  which  recover  the 
patient  often  permanently  suffers  from  locahzed  palsies,  antesthesias,  and 
atrophic  lesions  in  the  skin  and  muscles. 

Dia^osia, — Aside  from  the  character  of  the  symptoms  just  describeil, 
which  points  strongly  to  meningitis,  we  may  resort  to  lumbar  puncture  for 
the  purpose  of  making  the  diagnosis  more  certain.  A  strong,  hollow  needle 
attacheii  to  a  syringe,  so  that  it  may  be  easily  handled,  or  a  small  trocar  and 
cannula  are  passed  into  the  spinal  canal  between  the  third  and  fourth  lumbar 
vertebne,  on  a  line  drawn  between  the  crests  of  the  ilia.  The  direction  of 
the  neeiJle  sliould  be  slightly  to  one  side  and  upwanl.  (For  further  details 
as  to  this  method  see  Cerebrospinal  Fever.)  As  soon  as  it  enters  the  , 
spinal  canal  the  cerebrospinal  fluid  will  escape,  drop  by  drop,  or  with  a 
squirt,  if  the  pressure  is  great.  This  duid  should  be  examineil  for  bacteria 
to  determine  the  nature  of  the  infection.  If  the  fluid  contains  disintegraleil 
blood,  the  cause  of  the  affection  is  a  pachymeningitis  or  an  injur)'.  If  fresh 
blood  is  present^  the  blood  is  probably  due  to  the  puncture.  If  the  fluid  is  1 
clear  there  is  probably  no  true  meningitis  present.  In  cases  of  tuberculosis  1 
of  the  meninges  it  is  usually  quite  cloudy.  If  it  contains  pus  a  purulent 
meningitis  is  present.  If  inflammation  of  the  meninges  is  present  no  sujsiar 
will  be  found  in  the  fluid.  A  study  of  the  leukoc\^es  in  the  cerebrospinal 
fluid  may  throw  light  upon  the  case.  They  are  much  increased  in  number 
in  acute  inflammatory  processes.  In  chronic  conditions  the  mononuclear 
cells  are  particularly  increased. 

Pro£^osis. — Tuberculous  meningitis  is,  of  course,  a  state  giving  a  hopeless , 
prognosis.    Septic  cases  are  also  grave.    Those  types  due  to  pneumonia 
and  typhoid   fever  sometimes    recover.     (See   Pneumonia  and  TyphoM 
Fever.) 

Treatment. — The  treatment  of  spinal  meningitis  consists  in  absolute  rest, 
the  patient  being  placed  upon  a  soft  bed.    In  some  instances  if  there  is  any  | 
sign  of  bed-sores  it  is  essential  that  an  air-bed  or  water-bed  should  be  used. 
The  application  of  blisters  or  the  actual  cauterj'  has  been   recommended, 
but  in  view  of  the  possibility  of   bed-sores  developing,  it  is   questionable 
whether  their  use   is  safe.     The  same  objection  holds  in  regard  to  suchj 
forms  of  counterirritation  as  cupping  and  leeching,    Twitchings  or  cramps  I 
of  the  muscles  are  to  be  relieved  by  the  administration  of  sedatives  to  the] 
spinal   cord,  such  as  bromide  and  chloral,  and  if  the  pain  is  very  severe  | 
morphine  must  be  used.    At  one  time  it  was  believed  that  full  doses  of 
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calomel  comblneil  with  opium  were  exceedingly  valuable  in  the  treatment  of 
acute  inflammation  of  all  serous  membranes,  particularly  those  covering  tl:c 
brain  and  spinal  cord.  At  the  present  time  this  method  of  treatment  has 
almost  entirely  ceased,  but  in  certain  instances  it  would  seem  advisable  to 
have  recourse  to  it.  The  object  is  to  give  enough  mercurial  to  exercise  its 
so-called  aiiti})hloi^istic  influence,  and  to  use  the  opium  not  only  for  the  relief 
of  pain,  hut  for  the  purpose  of  preventing  the  calomel  from  purging  the 
patient,  The  mercurial  may  Ix*  pushed  until  slight  tenderness  of  the  gums  is 
manifesteiJ. 

Chronic  Spinal  Meningitis.  Etiology.— Chronic  spinal  meningitis  is 
said  to  occasionally  have  its  origin  in  an  acute  inflammation  of  tlie  meninges 
of  the  spinal  con).  In  all  probability,  however,  such  an  origin  is  exceed- 
ingly rare. and  in  the  majontyof  instances  it  is  the  result  of  syphilitic  infection, 
whereby  there  is  a  thickening  of  the  dura  and  the  formation  of  an  abnormal 
quantity  of  serum  and  connective  tissue  umler  it.  As  tlie  result  of  the  chronic 
inflammatory  process  in  the  membrane,  a  somewhat  similar  one  is  set  up  in 
the  spinal  cord  near  its  surface,  producing  a  meningomyelitis,  which  is  in  its 
nature  closely  allied  to  the  acute  form  of  meningitis  just  consitlert-il.  There 
is  always  present  a  thickening  of  the  bloodvessels,  a  small-cell  infiltration 
al>out  tlieir  walls,  and,  if  the  process  is  severe,  an  obliterating  en<larteritis. 
Sometimes  gumm.atous  masses  are  formefl.  In  most  of  these  cases  there  is 
also  present  cerebral  meningitis  as  well. 

Symptoms. — The  syuifittJUis  of  dironic  spinal  meningitis  consist  in  3tiJ}~ 
ne^a  of  the  hark  and  vxtremiiioi,  with  jmins  and  cramps.  There  are  also 
diMurhanceii  in  sensihilihj,  some  jxirtions  of  the  skin  being  hypera?sthetic, 
others  aniesthetic.  Motor  power  is  also  impaired^  anrj  if  the  inflammation  is 
in  the  lower  jjortion  of  the  spina!  cord  there  may  be  interference  with  the 
function  of  the  bhulder  or  rectum. 

Diagnosis. — -Chronic  spinal  meningitis  is  to  be  recognized  by  the  presence 
of  the  symptoms  just  describe*!  and  by  the  use  of  lumbar  puncture,  which, 
if  meningitis  is  present,  will  show  an  increased  fjuantity  of  cerebrospinal 
fluid,  wlilcFi  is  usually  uutler  pressure,  and  which  wilh  therefore,  escape  from 
the  needle  with  a  spurt.  Care  must  be  taken  that  onlinary  kimbago  with 
spasm  of  the  muscles  tjf  the  back  ami  fixation  and  pain  is  not  confused  with 
this  condition.  Myelitis  is  to  be  separated  by  the  absence  of  severe  pain  and 
of  cramps  in  the  extremities,  and  by  the  presence  of  paraplegia. 

Treatment. — The  treatment  of  chronic  meningitis  consists,  as  must  be  evi- 
dent from  its  cause,  namely,  late  syphilis,  in  the  free  use  of  protiodide  of 
mercury  and  the  iodide  of  potassium,  given  until  a  full  physiological  effect  is 
produced.  In  other  words,  it  is  not  a  question  of  grains  administered,  but 
effects  obtained.  These  cases  are  usually  mucli  benefited  by  going  to  the 
various  hot  springs,  because,  in  addition  to  the  use  of  mercurials  by  the 
mouth,  they  permit  the  simultaneous  use  of  !iot  baths  and  mercurial  inunc- 
tions. Everything  sliould  he  done  to  keep  the  general  condition  of  the 
patient  at  the  highest  possible  level  approaching  that  of  health. 
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AOUTS  ASOENDINO  PABALTSIS  (LANDRT'S  PARALTBI8). 

Definition. — ^This  is  an  acute  ascending  paralysis  beginning  in  the  lower 

extremities  and  rapidly  passing  upward  until  it  involves  the  muscles  of  the 

trunk  and  upper  extremities,  finally  causing  death  by  failure  of  respiration. 

The  condition  is  a  very  rare  one.    It  must  be  clearly  separated  from  those 

forms  of  acute  ascending  paralysis  due  to  an  acute  ascending  myelitis,  or  to  a 

hemorrhage  into  the  spinal  membranes,  and  from  ascending  peripheral  neuritis. 

It  is  a  symptom-complex  which  results  from  a  lesion  of  the  lower  s^ment 

of  the  motor  pathway,  either  in  the  cord  and  bulb  or  in  the  peripheral  nen'es. 

It  is  sometimes  called  acute  progressive  paralysis,  or  Landry's  paralysis. 

having  been  first  described  by  Landry  in  1859.     Rare  cases  have  been 

recorded  in  which  the  disease  has  begun  in  the  arms  and  passed  to  the  1^ 

Etiology. — ^The  exact  etiological  causes  of  this  malady  are  not  understood. 

The  disease  occurs  more  frequently  in  males  than  in  females,  and  its  most 

common  period  of  occurrence  is  between  twenty  and  forty  years  of  age.    In 

all  probability  every  case  is  due  to  an  infection  of  the  peripheral  nerves  and 

spinal  cord,  for  it  sometimes  follows  an  acute  illness  due  to  a  micro-organism, 

as,for  example,  influenza,  smallpox,  erysipelas,  typhoid  fever,  and  pelvic  pcri- 

j  tonitis.    The  excessive  use  of  alcohol  has  seemed  in  some  cases  to  be  a 

i  powerful  predisposing  cause,  and  cases  have  been  recorded  in  which,  in  the 

I  presence  of  a  history  of  syphilis,  the  malady  has  been  arrested  by  the  use 

I  of  specific  remedies. 

Pathology  and  Morbid  Anatomy. — ^The  lesions  found  at  autopsy  in  a  case 
I  of  Landry's  paralysis  are  by  no  means  constant  in  all   cases.    In  some 

!  instances  the  chief  lesions  have  been  found  in  the  spinal  cord,  in  others  in 

the  peripheral  nerves  and  nerve  roots.    In  the  spinal  cord  the  lesions  described 
I  in  some  cases  have  been  practically  identical  with  those  of  acute  dissemi- 

j  nated  myelitis,  and  in  others  they  have  been  identical  with  those  met  with 

I  in  severe  peripheral  neuritis.    In  every  case,  however,  it  is  evident  that  the 

I  peripheral  motor  neurones  are  the  portions  of  the  nervous  system  most 

j  affected. 

i  Symptoms. — In  some  cases  of  acute  ascending  paralysis  the  onset  of  the 

j  paralytic  symptoms  is  preceded  for  a  few  hours  by  a  sense  of  general  wretchd- 

j  ness,  with  tingling  or  ipain  in  the  liiribs  or  back.   This  is  followed  by  a  rapidly 

i  increasing  weakness  in  the  lower  limbs,  which  may  amount  to  a  complete  loss 

of  power  in  from  a  few  hours  to  several  days.  The  muscles  of  the  lower  part 
of  the  trunk  are  next  involved,  and  finally  the  muscles  of  the  arms  and  of 
the  upper  thorax  fall  victims  to  the  rapidly  spreading  malady.  The  respira- 
tion becomes  difficult,  the  speech  indistinct,  and  dysphagia  may  be  present 
Sensation  in  the  paralyzed  parts  may  be  impaired,  but  it  is  not  lost.  The 
reflexes  are  decreased,  and  perhaps  lost,  but  they  may  be  restored  later  on 
and  ultimately  become  excessive.  Muscular  atrophy  does  not  develop 
even  when  the  patient  survives  for  weeks,  and  the  sphincters  usually,  but 
not  always,  retain  their  power.  Bed-sores  do  not  develop.  The  mind  nearly 
always  remains  clear,  and  the  temperature  is  usually  not  elevated.  Very 
rare  cases  have  been  reported  in  which  the  paralysis  has  been  of  the  acute 
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descending  type,  the  arms  being  the  parts  first  affected.  In  such  cases  fatal 
bulbar  paralysis  may  occur  before  the  lower  parts  of  the  body  are  affected. 

Diagnosis. — Acute  ascending  paralysis  is  to  be  separated  from  acute 
poliomyelitis  by  the  absence  of  rapid  atrophy.  From  the  paralysis  due  to 
an  acute  hemorrhage  into  the  spinal  meninges  it  is  separated  by  the  absence 
of  pain  and  of  spasm.  From  an  acute  ascending  myelitis  it  is  separated  by 
the  fact  that  there  is  no  loss  of  sensation,  that  the  sphincters  are  unaffected, 
and  that  the  paralysis  progresses  more  rapidly. 

Prognosis. — The  prognosis  depends  upon  the  state  of  the  respiratory  cen- 
tre and  the  lungs,  and  upon  the  condition  of  the  centres  governing  cardiac 
action.  If  these  parts  are  involved,  death,  of  course,  speedily  ends  the  case. 
Death  may  come  in  a  few  hours  or  days,  or  not  for  several  weeks.  Cerebral 
and  bulbar  symptoms  are  always  grave.  A  fatal  ending  usually  occurs, 
but  cases  sometimes  improve  and  recovery  may  occur. 

Treatment. — ^The  treatment  of  a  patient  suffering  from  Landry's  paralysis 
should  be  almost  identical  with  that  advised  in  cases  of  acute  myelitis.  A 
warm  bath  may  be  given  to  draw  the  blood  to  the  surface,  and  moderate 
counterirritation  should  be  applied  over  the  vertebrse.  It  is  absolutely  essen- 
tial that  perfect  rest  be  obtained,  and  that  the  patient  shall  lie  upon  the  side 
rather  than  upon  his  back,  since  the  dorsal  position  may  increase  the  ten- 
dency to  congestion  of  the  cord.  As  the  disease  is  probably  dependent  upon 
infection  and  toxaemia,  the  skin  should  be  kept  active  by  mild  diaphoretics, 
and  the  kidneys  should  be  stimulated  to  activity  by  the  use  of  the  vegetable 
salts  of  potash  or  other  mild  diuretics.  Some  writers  recommend  the  admin- 
istration of  salicylate  of  sodium,  although  they  do  not  seem  to  be  able  to 
explain  how  it  can  do  good.  Gowers  speaks  highly  of  the  use  of  ergotin, 
and  mentions  the  case  of  a  man  of  fifty-seven  who  developed  symptoms  of 
Landry's  paralysis  after  exposure  to  cold  and  wet.  To  this  patient  ergotin 
was  given  every  hour  till  20  grains  had  been  taken,  when  the  symptoms 
became  markedly  improved  and  the  patient  speedily  recovered,  so  that  by 
the  end  of  a  week  he  was  well.  One  can  not  help  feeling  that  in  all  probability 
the  ergotin  had  little  to  do  with  this  remarkable  recovery,  as  it  is  hard  to 
see  how  this  drug  could  be  useful  in  combating  an  infection  which  was 
so  severe  in  its  ner\'ous  effects.  When  there  is  a  history  of  syphilis  the 
protiodide  of  mercury  should  be  administered  freely. 


CAISSON  DISEASE. 

Caisson  disease  is  a  condition  met  with  in  persons  who  have  been  exposed 
to  high  atmospheric  pressures  for  a  number  of  hours,  and  is  particularly 
prone  to  develop  if  severe  toil  has  been  maintained  during  the  exposure. 
The  disease  is  usually  met  with  in  artisans,  or  laborers,  who  are  engaged  in 
the  building  of  piers  or  foundations  many  feet  under  water,  where  it  is 
necessary  to  have  a  pressure  of  several  atmospheres  in  order  to  keep  the 
caisson  dry.  In  some  instances  the  pressure  is  as  great  as  ninety  pounds  to 
the  square  inch.  The  atmosphere  in  the  caisson  often  has  a  high  proportion 
of  humidity,  and  the  temperature  may  also  be  quite  high.    The  symptoms 
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develop  when  the  workman  leaves  the  caisson  and  is  exposet^  to  normj 
atmospheric  pressure.    In  mild  rases  nothing  more  than  a  feeling  of  (Jizziness 
and  vertigo  develop,  associated,  it  may  l>e,  with  neuralgic  pains  in  the  lieiuL 
In  severe  eases  the  neuralgic  pains  become  excruciating,  so  that  tlie  patient; 
feels  as  if  his  musrles  were  l)eing  stripped  from  his  bones,  and  this  pain  is 
followed  hy  a  loss  of  hoth  motion  and  sensation  in  the  lower  lindxs,  aithnugh 
the  patient  still   eomplains  of  the  pain.     Often  nausea  and  vomiting  an? 
present,  accompanied  by  violent  epigastric  paroxysmsof  paiu.    Occasionally,  j 
there  is  loss  of  power  in  the  sphincters.     In  some  instances  pain  is  al>sent. 
but  paralysis  is  present,  paralysis  l>eing  the  more  constant  symptom.     In  still 
more  severe  eases  coma  develops,  in  which  ease  death  invariably  results. 
The  prognosis  is  generally  favorahle  iinless  the  symptoms  of  pandysis  anil 
pain  are  unusually  severe.    The  mildest  cases  rarely  last  over  twelve  hours, 
anfl  sometimes  only  three  or  four;  but  in  severe  cases,  recovery  may  not  take 
place  for  days  or  weeks. 

The  pathology  of  this  curious  condition  is  not  well  understood.  (A  dis- 
cussion of  many  of  the  views  concerning  it  will  be  found  in  the  author's 
Fiske  Fund  Prize  Essay  for  1SS(>.')  It  would  seem  probable  that  the  smp- 
tomsare  largely  dependent  upon  disorder  of  the  circulation  in  the  crntra! 
nervous  system.  Air  eiuholi  were  found  in  the  small  arteries  of  the  ixislcro- 
lateral  tracts  of  the  spinal  cord,  also  secondary  softening  was  observed. 
Those  who  have  lia<l  the  n]ost  experience  with  the  disease  in  this  country  are 
.Jaminot,  Bauer,  ^nd  Woodward,  who  made  many  observations  (hiring  thr 
bui]*ling  of  the  St.  I^ouis  r?ridge,  and  A.  II.  Smith,  of  New  York,  who  studied 
it  during  the  building  of  the  Brooklyn  Bridge. 

Treatment. — The  treatment  is  both  prophylactic  and  palliative.  The 
prophylaxis  consists  in  having  superimposed  air  chambers,  each  one  haring 
a  different  pressure  so  that  the  workmen  may  pass  by  degrees  from  the  liigh- 
pix^ssure  caisson  to  the  pressure  of  atmospheric  air.  It  is  also  advisable  to 
have  the  workmen  binught  to  the  surface  with  as  little  muscrdar  effort 
as  possible.  In  the  building  of  the  St.  I>ouis  Bridge,  thirteen  of  the  men 
who  were  employed  in  the  building  of  the  east  pier,  which  was  sunk  127  feet 
below  high-water  mark>  <llcd;  but  in  building  the  east  abutment,  which  was 
sunk  five  feet  deeper,  only  one  man  die*!.  In  the  latter  case  the  workmen 
were  lifted  to  the  surface  by  un  elevator  instead  of  hanng  to  climb  a 
ladder. 

When  the  symptoms  come  on,  morphine  should  be  given  hypodennic- 
ally  in  adequate  dose.  A.  II.  Smith  considered  that  ergot  is  of  value. 
Hot  compresses  should  be  wrung  out  and  applied  to  the  feet  and  spine. 
Jaminet  recommends  a  draught  of  a  strong  alcoholic  stimulant,  with  ginj;er. 

The  whole  object  of  the  physician  shouh!  be  to  re-establish  and  equali 
the  circulation.     If  the  pulse  is  full  and  the  heart  laboring,  venesection^ 
should  be  freely  employed.    Soiuetimes  relief  can  be  obtaineil  bv  rctumin; 
the  patient  to  the  caisson.     In  some  instances  a  small  caisson  for  the  resu; 
citation  of  workmen  has  been  built  on  the  surface,  with  advantageous  resuli 
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DISEASES   IN  WHICH  THE  CHIEF  MANIFESTATIONS  ARE 

IS  THE  NERVES. 

NEUKms. 


D«fimtion. — Neuritis  is  an  inflammation  of  a  nen^e.  When  the  in- 
flaminator}'  process  chiefiy  involves  tlie  perineurium  it  is  called  "  perineu- 
ritis;" if  the  tissues  surrounding  the  nerve  bundles  and  between  the  nerve 
Bbrcs  are  affected,  it  is  an  "  interstitial  neuritis/'  and  if  the  nerve  fibres  them- 
selves are  primarily  aifeetecJ,  i(  is  sai<l  to  be  a  '*  jjurenchymatous  neuritis." 
The  latter  condition  is  usually  a  subacute  or  chrnnlc  process  and  is  charac- 
terized by  degenerative  changes  in  the  nerve  fibres.  The  distinction,  how- 
ever, between  these  different  forms  is  theoretical  rather  than  clini<'al,  because 
it  is  not  possible  to  draw  a  deiinitc  line  between  them  in  most  cases. 

Etiology. ^The  causes  of  neuritis  are  very  numerous.  Any  injury  to  a 
nerve  trunk,  as  by  a  blow,  stretching,  or  a  wound,  may  give  rise  to  the  inflam- 
matory process,  as  may  also  tumors,  which  by  pressure  cause  irritation. 
Sometimes  the  use  of  a  to(jl  or  a  crutch  may,  by  constant  pressure  on  a  ner\'e, 
pnxluce  neuritis.  Various  infectious  diseases  and  the  abuse  of  alcohol  may 
produce  it,  as  may  also  many  of  the  metallic  poisons.  In  those  cases,  how- 
ever, in  which  the  malady  arises  as  the  result  of  a  poison,  the  neuritis  is 
usually  a  multiple  neuritis  and  does  not  affect  one  nerve  alone.  (See  Multiple 
Neuritis,)    Gout,  and  lithicmic  states,  also  cause  it. 

Pathology  and  Morbid  Anatomy. — The  nerve,  which  is  acutely  inflamed, 
is  found  on  examination  to  l>c  red  and  swollen  and  lacking  its  usual  lustre; 
the  bloodvessels  supplying  it  are  hyperirmic  or  congested.  If  the  process 
has  been  present  for  some  time  the  nerve  may  be  marked  by  swellings  due 
to  overgrowth  of  connective  tissue  and  its  endoneiirium  may  he  infiltrated 
by  small  cells.  At  this  time  one  of  three  processes  develops,  F^ither  the 
results  of  the  acute  inflammatory  process  undergo  resolution  or  the  inflam- 
mation becomes  so  severe  that  the  nerve  is  destroyed,  or  if  the  process  is 
more  moderate,  but  continued,  there  Is  an  overgrowth  of  connective  tissue 
an*!  gradual  atrophy  ami  h>ss  of  function.  Microscopically,  the  inflamed 
nerve  presents  additional  chnnges  which  serve  to  st^parate  the  parenchyma- 
tous form  of  the  disease  from  that  in  which  the  perineurium  and  interstitial 
tissues  are  chiefly  afi'ected.  In  the  parenchymatous  t>'pe  the  myelin  is 
opaque  and  swollen  anrl  soon  un<lergoes  segmentation  with  granular  material 
between  the  segments  The  axis  cylinder  may  be  continuous  or  broken  into 
segments  corresponding  to  the  breaks  in  the  myelin.  Finally,  the  myelin 
and  cylinder  entirely  disappear  and  only  the  nerve  sheath  ccmtaining  a  little 
granular  matter  is  left.  This  last  state  may  also  arise  as  a  result  of  the 
interstitial  form  of  neuritis,  but  in  this  form  the  nerve  is,  in  the  early  stage 
of  the  inflammation,  more  swollen  and  congested  and  the  sheath  6lle<l  with 
serum  or  purulent  exudate. 
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S3nBptom8. — The  symptoms  of  neuritis  vary  over  a  wide  range  in  severityJ 

Whoii  the  inflammatory  process  is  very  mild  so  that  the  normal  function  1% 
but  slightly  perverted,  as  from  moderate  pressure,  a  tingling  saimtion 
felt  or,  in  its  place,  a  sense  of  numbness  is  experienced.    This  is  called  par 
(Esthesia  and  can  scarcely  be  said  to  be  due  to  any  real  change  in  tlie  nutri- ' 
tion  of  the  nerve. 

When  the  change  in  the  nerve  is  more  severe  tlie  sjinptoras  are  more 
definite.  Tingling  or  pricking  sensations  may  be  present  not  only  at  the 
site  of  the  lesion,  but  at  the  peripheral  part  of  the  nerve.  If  the  damage  is  \ 
the  result  of  pressure  there  is  rarely  any  pain,  and  motor  paralysis,  more  or 
less  complete,  is  present  instead.  If,  on  the  other  hand,  the  lesion  is  asso- 
eiated  with  any  wound^  and  an  infection  of  the  nerve  has  taken  plaoe,  \ 
then  pain  is  usually  present  and  is  often  severe.  Pressure  upon  tlie  inflame*! 
nerve  trunk  by  the  finger-tips  also  increases  the  pain  not  only  at  the  point 
of  pressure,  but  at  the  end  of  the  nerve  as  well.  After  the  pnx'css  in  the 
nerve  is  so  advanced  that  its  function  is  greatly  impaired,  trophic  changi'S 
occur  in  the  muscles  and  skin,  the  former  waging  and  the  skin  brroming 
glossy.  The  miiJtcles  cease  to  respond  to  faradic  electricity  and  later  fail  to 
respond  to  galvanic  electricity,  the  reactions  of  degeneration  being  first 
developed.  Injuries  to  parts  supplied  by  the  nerve  affected  may  result  in 
sloup;hing,  but  sores  rarely  develop  unless  an  injury  is  suffered. 

When  recovery  begins  the  electrical  contractility  to  galvanic  stimulation  ; 
first  returns  in  part  and  later  the  power  of  voluntary  movement. 

Diagnosis. ^Tlic  diagnosis  of  neuritis  involving  a  single  nerve,  or  several ' 
nerves  in  nearly  related  parts,  is  not  difficult,  for  the  pain  is  limited  to  the  ares 
of  the  nerve,  as  is  also  the  anicsthesia  or  hypenesthesia  and  loss  of  power.  The 
condition  is  also  pointed  to  by  the  history  of  injury  or  of  some  diathetic  state  j 
which  produces  the  affection.     Pressure  on  the  nerve  tnmk  will  elicit  pain. 

Prognosis. — The  outlook  for  recovery  in  most  cases  of  neuritis  is  quite  ' 
good  because  of  the  extraonlinary  power  of  regeneration  possessed  by  nerves. 
Even  if  the  damage  to  the  nerve  has  been  so  severe  that  its  function  is 
abolished  by  the  division  of  all  its  conducting  fibres,  the  function  can  bej 
restored  by  the  surgeon,  who.  by  excising  the  destroyed  portion  and   joining] 
the  distal  and  proximal  ends  together,  may  re-establish  the  path^Tiy  for 
both  sensory  aiitl  motor  impulses.    So  rapid  is  the  regeneration  that  if  a  nene 
is  severed  by  accident,  and  immediately  sewed  together,  power  may  return 
in  two  weeks.    When  the  damage  has  been  done  by  pressure  or  inflamma- 
tion the  recovery  rarely  ensues  in  less  than  six  weeks,  and  even  eight  montlu  j 
or  a  year  may  be  consume*]  in  the  regenerative  process.     When  recovery  | 
fails  to  occur  and  it  is  l>elieved  that  only  a  small  part  of  the  nerve  is  diseased 
surgical  procedures  are  necessary,  but  if  there  is  reason  to  believe  that 
permanent  damage  to  a  large  part  of  a  nerve  has  taken  place,  then  the  prog- 
nosis is  hoi>eless.    Sometimes  the  mere  exposure  of  the  ner\'e  and  the  break- 
ing up  of  adhesions  or  exudates  that  cause  pressure  is  sufficient  to  produce 
recovery. 

Treatment.— The  treatment  of  neuritis  may  be  divided  into  two  parts, | 
that  devoted  to  the  relief  of  pain  and  that  to  the  abatement  of  the  inflam- 
mation and  to  the  regeneration  of  normal  function-    For  the  relief  of  pain  the] 
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part  affected  may  be  wrapped  in  lint,  which  is  heavily  smeared  with  equal 
parts  of  an  ointment  of  ichthyol  and  lanolin,  outside  of  which  is  placed 
some  oil-silk  to  retain  moisture.  In  some  instances  a  hot  poultice  of  flaxseed 
or  hot  compresses  may  be  used  in  the  earlier  stages  to  diminish  the  activity 
of  the  inflammatory  process.  If  the  pain  is  so  severe  that  sleep  is  interfered 
with,  the  various  coal-tar  products  may  be  employed,  of  which  the  most 
valuable  are  phenacetin  in  the  dose  of  5  grains  four  or  five  times  a  day,  if 
need  be.  Acetanilid  may  be  given  in  similar  dose,  and  antipyrin  in  slightly 
larger  dose.  In  other  cases  better  results  accrue  if  to  these  products  of 
the  coal-tar  group  are  added  small  doses  of  codeine  or  morphine.  If  the 
pain  does  not  yield  to  these  remedies,  hypodermic  injections  of  morphine 
may  be  necessary  for  a  short  time,  but  their  continued  use  is  dangerous,  as 
the  patient  only  too  readily  develops  the  morphine  habit.  If  the  neuritis 
affects  the  arm  or  some  portion  of  the  body  which  does  not  by  its  disability 
force  the  patient  to  lie  in  bed,  it  is  essential  that  the  part  involved  shall  be 
placed  at  rest.  Thus,  if  the  arm  is  affected  it  should  be  carried  in  a  sling, 
and  it  may  be  necessary  to  protect  it  by  a  splint. 

For  the  restoration  of  function  no  therapeutic  measure  should  be  insti- 
tuted beyond  those  already  named  until  the  acute  stage  of  the  inflammatory 
process  has  ceased.  When  it  is  evident  that  the  acute  process  is  no  longer 
present,  strychnine  or  nux  vomica  may  be  given  internally  in  full  doses. 
These  may  also  be  combined  with  phosphorus  and  small  quantities  of  quinine. 
The  area  of  the  skin  which  is  supplied  by  the  affected  nerve  should  also  be 
stimulated  by  the  application  of  faradic  electricity,  care  being  taken  that 
the  current  employed  is  not  so  strong  as  to  damage  the  part.  It  is  a  good 
rule  never  to  use  a  current  so  strong  as  to  produce  suffering.  This  method 
of  treatment  not  only  tends  to  rapidly  restore  sensation  in  the  paralyzed 
part,  but  also  to  bring  back  faradic  contractility  in  the  muscle,  and  so  ulti- 
mately restore  motor  power.  If,  however,  the  parts  fail  to  respond,  then 
galvanic  electricity  must  be  used,  and  the  current  interrupted  so  as  to  pro- 
duce a  stimulant  effect.  In  some  instances  the  muscle  seems  to  respond 
better  to  the  negative  than  to  the  positive  pole,  much  depending  of  course 
upon  the  stage  of  degeneration  which  is  present.  Care  should  be  taken  that 
the  applications  of  electricity  are  not  prolonged  for  more  than  a  few  minutes 
at  a  time,  and  that  they  are  not  made  oftener  than  once  a  day.  Additional 
measures  for  improving  the  nutrition  of  the  part  are  massage  and  manipula- 
tion. None  of  these  measures  should,  however,  be  employed  if  there  is 
tenderness  in  the  ner\^e  trunk  or  if  they  produce  exhaustion  in  the  parts 
aff^ected.  Indeed,  it  is  possible  in  some  instances  to  produce  injuries  of 
the  nerve  by  too  active  manipulation.  It  must  be  remembered  that  the 
electricity,  the  massage,  and  the  Swedish  movements  only  do  good  by 
increasing  the  circulation  and  modifying  the  nutritional  processes  in  the 
parts  affected.  If  aniesthesia  of  an  extremity  exposes  it  to  injury,  by  reason 
of  the  patient  being  unconscious  of  the  presence  of  heat  or  cold,  or  of  objects 
which  are  capable  of  doing  damage,  the  part  should  be  carefully  protected 
by  a  splint  or  soft  dressing. 
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Special  Forms  of  Neuritis. 

Cervicobrachial  Neuritis. — Cervicobrachial  neuritis  follows  injuries  to  ( 
the  neck  and  slioulder.  and  is  usually  produced  by  falls  or  severe  blows. 
Symptoms  mny  also  arise  as  the  result  of  ilisease  of  the  vertebra?  or  from  an 
aneurysm.  In  other  cases  the  acute  infectious  diseases  or  gouty  or  rheu- 
matic comlitions,  associated  with  exposure  to  cold,  seem  to  be  responsible 
for  the  con<lition.  The  symptoms  depend  to  a  large  extent  upon  the  portion 
of  the  cervicobrachial  plexus  which  is  affected.  If  the  four  upper  ccrvirai 
nerves  are  involved,  severe  pain  in  the  neighborhood  of  the  occiput  is  felt, 
and  th&  head  is  held  in  a  fixed  position  because  movement  increases  the 
suffering.  When  the  fifth  or  sixth  cerincal  nerves  are  involved,  the  pain  is 
in  the  neck  and  the  up|>er  portion  of  the  shoulder  and  axilla,  and  it  may  be 
felt  down  the  back  of  the  arm.  WJiereas.  when  the  lower  cervical  nerves 
ai-e  affected,  including  the  branches  of  the  first  dorsal,  the  pain  is  clavicular 
and  axillary  in  the  area  of  its  distribution  and  extends  down  the  front  of  tlie 
arm  and  forearm  into  the  fingers.  There  is  also  loss  of  pcnvcr  in  all  the  mus- 
cles whic!i  are  supplied  by  the  nen'^es  making  up  the  cervicobmcliial  plexus 
when  their  fibres  are  involved.  Because  of  the  fact  that  the  cervical  sympa- 
thetic nerve  receives  fibres  froTi  this  pirt  of  the  spiaal  cord  it  sometimes 
happens  that  ocular  symptoms  accompany  manifestations  of  the  neuritis 
in  the  lower  portions  of  the  cervicobrachial  plexus,  with  the  result  that  there 
may  be  retraction  of  the  eyeball  and  narrowing  of  the  palpebral  fissure,  with 
a  mild  degree  of  myosis  and  some  pallor  of  the  side  of  the  face  affected. 
The  skin  on  thissifte  is  dry  and  does  not  become  flushed  on  exercise.  Cases 
of  neuritis  of  the  cervicobrachial  plexus  show  marked  evidences  of  pain  when 
pressure  is  made  over  the  plexus  or  when  the  arm  is  moved  away  froia  the 
bo<ly. 

In  some  instances  of  cervicobrachial  neuritis  of  very  sudden  onset  actual 
hemorrhage  may  occur  into  the  sheath  of  the  nen'es,  the  so-called  "apo- 
plectic neuritis."  The  same  numbness  and  tingling  n,s  luus  been  described 
under  neuritis  in  general,  followed  by  loss  of  sensation  and  of  motor  power. 
occurs  in  cervicobrachial  neuritis.  Trophic  changes  in  the  skin  and  mu5cks  , 
take  place,  and  the  reactions  of  degeneration  develop. 

A  form  of  cervicobrachial  neuritis  which  affects  children  is  sonietimes 
callefi  obstetrical  paralysis,  or  birth  palsy,  and  is  due  to  damage  of  the 
cervicol>rachial  plexus  in  parturition. 

Prognosis. — ^The  prognosis  in  cases  of  cervicobrachial  neuritis*  like  that 
of  neuritis  in  general,  is  goo<l  pro\nded  the  injury  has  not  been  so  severe  as 
to  sever  the  nerve  fibres,  and  provided  the  condition  has  not  lasted  too  long. 

Treatmeat. — Tiie  treatmeiit  consists  in  absolute  rest,  the  cTuployment  of 
hot  compresses  if  the  condition  is  seen  early  in  its  course,  and  later  on  the 
constant  use  of  couiiterirritalion.  Rubbing  the  parts  with  some  stimulating 
liniment  like  that  of  chloroform  or  ammonia  is  of  value.  Electricity, 
massage,  and  Swedish  movements  are  to  be  rcsorteti  to  after  all  evidence 
of  acute  indammation  is  passed.  The  rest  of  the  treatment  is  identical  with 
that  given  for  neuritis. 
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Obstetrical  or  Birtb  Palsy. — A  paralysis  of  brachial  nerves  is  a  frequent 
occurreiice  in  rliffifiilt  and  protracted  labors,  ej^pecially  in  cases  of  breech 
presentation.  Pressure  with  the  finger  or  tenaculum  introduced  inlo  the 
axilla  in  order  to  facilitate  delivery  will  injure  the  nerves  and  pruiluce 
paralysis.  In  birth  palsy  tlie  following  muscles  are  affected:  deltoid,  biceps, 
supinator  longus,  and  infraspinatus.  This  leads  to  inward  rotation  of  the 
arm,  extension  of  the  forearm,  and  pronation  of  the  hand.  The  paralysis 
is  soon  followed  by  atrophy  of  the  muscles.  The  prognosis  uf  birth  palsy 
is,  generally  speaking,  favorable,  except  when  reaction  of  degeneration 
exists.  As  to  treatment,  massage  and  electricity  are  the  only  means,  and 
shouh!  commence  a.s  early  as  possible. 

Multiple  Neuritis.  Definition  and  Etiology. — Multiple  neuritis,  sometimes 
called  **  polyneuritis  "  or  '*  peripheral  neuritis,"  is  a  condition  in  which  a  large 
number  of  the  peripheral  nerves  of  the  body  suffer  from  subacute  or  chronic 
inflammation  as  a  result  of  the  action  of  some  toxic  agent.  These  toxic 
agents  may  be  deriveil  from  external  or  interna!  sources.  The  external 
agents  are  alcohol,  lead,  arsenic,  copper,  mercury,  anilin,  carbon  monoxide, 
and  carbon  bisulphide.  The  internal  agents  are  the  poisons  developed  in  the 
various  acute  infectious  fevers,  as  typhoid  fever,  smallpox,  scarlet  fever, 
influenza,  er}'sipelas»  pneumonia,  diphtheria,  dysentery,  and  other  infectious 
maladies.  Occasionally,  too,  a  multiple  neuritis  develops  as  a  complication 
of  septic  infection,  either  tliat  following  a  wound  or  occurring  during  the 
puerperal  period.  Cases  have  also  been  recorded  in  which  the  toxic  sub- 
stance apparently  has  arisen  from  decomposition  changes  in  the  intestines. 
In  some  instances  syphilis,  tuberculosis,  diabetes  mellitus.  and  malarial  fever 
have  seemed  to  be  provoking  agents,  but  in  all  probability  these  affections 
act  indirectly  by  rendering  the  nerve  trunks  susceptible  to  the  action  of  the 
poison.  A  sj)ccial  form  of  multiple  neuritis  is  that  which  is  known  as  l>eri- 
beri  or  "  kakke."  (See  Beriberi.)  In  several  instances  small  epidemics  of 
multiple  neuritis  have  been  described.  Multiple  neuritis  occurs  most  fre- 
quently between  the  twentieth  and  the  fiftieth  year  of  age,  and  is  very  rare  in 
children,  unless  it  is  due  to  diphtheria.  Whatever  may  be  the  cause  of  an 
attack  of  multiple  neuritis,  the  pathological  changes  which  are  found  in 
the  affected  nerves  do  not  differ  greatly  from  those  already  described  as 
occurring  in  ordinary  neuritis  of  a  more  limited  extent. 

Symptoms. — The  symptoms  of  multiple  neuritis,  be  the  cause  what  it  may, 
are  fairly  constant,  although  slight  variations  in  the  character  of  the  symp- 
toms occur  according  to  the  peculiar  influence  exercised  by  the  poison.  As 
alcoholic  neuritis  is  the  type  most  frequently  met  with,  a  tleseription  of  this  dis- 
ease may  be  U9e<l  for  all  forms  of  multiple  neuritis.  At  the  beginning  of  the 
malady  there  may  be  some  slight  elevation  of  temperature,  but  in  many  cases 
this  does  not  occur.  The  patient  first  complains  of  tingling  or  numbness  in 
the  feet  and  fingers.  In  other  cases  dtill  jmin  may  be  experienced.  Rarely 
this  pain  may  be  severe.  These  disturbances  of  sensation  are  usually 
increased  by  moving  the  affected  limb  and  by  deep  or  superficial  pressure 
over  the  nerve  trunks,  and  especially  by  deep  pressure  upon  the  muscle  bellies 
of  the  forearms  and  of  the  calves. 

Following   these   symptoms  weakness  develops,  and  it  may  become  so 
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severe  that  the  patient  is  unable  to  move  his  hands  or  feet,  and  foot-drop  t 
wrist-drop  may  tlcvclop.  After  the  paralysis  has  lasted  for  some  little  tiiinj 
some  wasting  of  the  muscles  of  the  affected  parts  takes  place.  The  reflcj 
are  dbninishcd  or  alto^ther  arrested. 

A  peculiarity  of  the  paralysis  of  peripheral  neuritis  is  that  very  often  it  dc 
not  involve  all  the  nerves  of  a  limb.    Thus,  it  not  infrequently  happens  iha 
the  peroneal  nerves  suffer  chiefly.     In  other  instances  the  tibialis  posticus  I 
chiefly  affected:  and  it  is  only  when  the  condition  is  unusually  severe  thatfll 
complete  paraplegia  is  present.    In  the  arms  the  musculospiral  nerve  is  mostl 
commonly  affected.     It  is  a  noteworthy  fact  that  the  paralysis  is  usualljl 
syinmetrical.    In  some  instances  the  symptoms  are  more  sensorj'  than  motor,! 
but  this  is  rarely  the  case.    Sensory  symptoms  are,  however,  very  com 
stant  in  alcoholic  neuritis,  and  in  most  of  the  other  forms.    They  may,  How- 
ever, be  absent  or  be  very  slight,  as  in  neuritis  due  to  lead,  and  in  such  furmsl 
of  infectious  disease  as  diphtheria  and  influenza.     These  forms  of  neuritisl 
are  often  spoken  of  as  "  motor  neuritis"  to  indicate  that  the  sensor)'  functions j 
escape. 

In  addition  to  the  numbness  and  tingling  already  mentioned,  patdicsl 
of  antesthesia  and  hyperiesthesia  are  often  found  existing  near  one  auothtTi 
or  even  coinciding.  So,  too,  there  may  be  a  hypereensitiveness  to  pain  anil 
a  loss  of  the  sense  of  touch,  or  vice  versa. 

Not  infrequently  the  affection  develops  a  train  of  symptoms  which  arc  j 
exactly  like  those  met  with  in  locomotor  ataxia  that  even  the  most  skilfuli 
neurologist  may  have  difficulty  iu  differentiating  the  two  diseases.     In  othe 
words,  a  so-called  "pseudotabes"  due  to  multiple  neuritis  is  present    This] 
resemblance  depends  upon  the  fact  that  the  fibres  of  "  muscle  sense  "  which ^ 
are  affected  in  their  sptual  course  (posterior  columns)  in  tal>es  are  implicated 
in  such  cases  of  multiple  neuritis  at  their  origins  in  the  joints  and  niusdcJ 
fasciae.    The  presence  of  the  Argyll-Robertson  pupil  in  true  ataxia,  liow- 
ever,  usually  determines  that  the  case  is  not  one  of  peripheral  Qeuritis^l 
As  an  illustration  of  how  closely  multiple  neuritis  may  resemble  loct»tnotorl 
ataxia,  cases  have  been  reported  in  which  perforating  ulcer  of    the  footf 
occurred. 

Aside  from  the  trophic  clian^cs  already  spoken  of  as  occurring  in  the  mii^j 
cles,  local  disorders  of  blood  supply  and  secretion  are  often  present.  Thcr 
may  be  areas  of  sktn  which  suffer  from  excessive  sweating.  In  other  casesi 
localized  patches  of  oedema  are  found,  and  rarely  the  joints  l>econie  swollrn,  I 
so  that  the  case  resembles  acute  articular  rheumatism.  Actual  bn*akingj 
down  of  the  skin  as  the  result  of  trophic  changes,  however,  rarely  occurs,  f 
The  bladder  and  rectum  are  usually  unaffected,  and  this  ai<ls  materially  j 
in  separating  the  paraplegia  of  severe  neuritis  from  that  due  to  myclilis,J 
Occasionally,  however,  this  valuable  aid  to  differentiation  fails  us,  and! 
retention  or  incontinence  of  urine  or  feces  is  present. 

Associated  with  these  evidences  of  impairment  in  function  in  tliej 
peripheral  nerves  it  is  not  infrequent  for  disturbances  to  occur  in  oonn«>-| 
tion  with  intellection.  Confusion  of  thought  and  impairment  of  memoryl 
are  frequently  present,  occasionally  in  a  peculiar  form  charactorixeJl 
by  fabrication  or  "pseudorerainiscence/'  the  patient    relating    imaginary 
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ent  experiences.  This  mental  condition,  combined  with  multiple 
neuritis,  is  sometimes  called  "Korssakotf's  disease." 

The  cranial  nerves  also  share  in  the  malady.  Indeed,  in  some  instances 
they  suffer  most.  Nystagmus,  or  squint,  may  be  present,  but  the  optic 
nerve  is  not  often  affected,  although  occasionally  it  may  suffer  very  slight 
atrophy.  The  paralysis  of  the  cranial  nerves  may  be  symmetrical.  Thus, 
Oppenheim  has  reported  cases  of  double  facial  palsy  due  to  this  cause. 

Tachycardia  and  interference  with  the  function  of  tlie  diaphragm  may  be 
manifested  from  the  infection  involving  the  pneumogastric  and  phrenic 
nerves.  Manoaberg  asserts  that  the  multiple  neuritis  may  be  conOned 
entirely  to  the  cranial  ner\e3. 

When  the  multiple  neuritis  is  due  to  lead,  it  is  a  noteworthy  fact  that  the 
inflammatory  process  is  not,  as  a  rule,  very  widely  distributed,  and  that  the- 
sensory  nerve  fibres  usually  escape.  In  nssociation  with  the  symptoms  of 
neuritis^  aln^ady  tlescribed,  there  may  be  a  liistory  of  lead  colic,  which  will  aid 
in  determining  the  cause  of  the  paralysis.  The  presence  of  a  blue  line  on  the 
gums  is  also  pathognomonic.  Anamia  is  often  marked.  Aside  from  tlie 
fact  that  sensation  is  usiuilly  not  involved,  the  multiple  neuritis  caused  by 
lead  is  noteworthy,  in  that  it  chiefly,  and  it  may  be  exclusively,  affects  the 
extensor  muscles  of  the  liand  and  fingers.  Indeed,  the  paralysis  may  be  so 
localized  in  raild  cases  that  only  the  extensor  communis  digitoruin  may  be 
involved,  so  that  the  ring  and  little  finger  cannot  be  extended.  When  the 
paralysis  is  very  marked,  double  drop-wrist  is  present.  Another  peculiarity 
of  lead  palsy  is  that  tlie  supinators,  especially  the  supinator  longus,  and  the 
triceps,  escape.  The  deltoid,  hr>wever,  may  be  partially  paralyzed,  and  the 
abductor  iwlUcis  longus  and  the  interossei  may  be  palsied.  Occasionally, 
however,  the  supinators  are  affected,  as  is  also  the  biceps.  Muscular  atrophy 
is  nearly  always  markeil  in  lead  paralysis,  and  the  reaction  of  degeneration 
usually  speedily  develops.  Muscular  tremor  may  also  be  present.  The 
noteworthy  fact  that  sensation  is  not  disturbed  in  most  cases  may  be  well 
reiterated  Drop-foot  is  rarely  seen  in  cases  of  lead  paralysis.  Paralysis 
of  the  cranial  nen'es  due  to  lead  is  exceedingly  uncommon.  (See  Lead 
Poisoning.) 

When  the  paralysis  is  due  to  arsenic,  it  Is  not  infrequently  associated  with 
gastrointestinal  disturbances,  and,  unlike  that  due  to  lead,  it  is  usually  asso- 
ciated with  marked  disturbances  of  sensation  in  the  affected  parts.  Wasting 
of  the  muscles  supplied  by  the  atTected  nerves  usually  develops  (juite  early. 
Not  only  are  the  extensors  affected,  as  they  are  in  lead  poisoning,  but  tlie 
flexors  are  also  involved.  Another  point  of  difference  between  arsenical 
paralysis  and  that  due  to  lead  lies  in  the  fact  that  the  lower  extremities  are 
quite  as  frequently  affected  as  the  upper  extremities,  so  that  quadriplegia, 
that  is,  a  paralysis  of  all  four  extremities,  is  present.  Reactions  of  degenera- 
tion speedily  develop.  The  pulse  is  apt  to  be  rapid.  Disturbances  of  the 
psychic  functions  are  said  to  occur,  which  is  rare  in  lead  poisoning,  unless 
encephalopathia  saturnina  is  present.  Symptoms  of  ataxia  are  usually 
marked.  The  reflexes  are  lost,  and  these  two  factors  may  make  the  case 
more  closely  resemble  true  locomotor  ataxia  than  any  other  form  of  multiple 
neuritis.     Nutritional  changes  in  the  skin  are  quite  frequent  in  arsenical 
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neuritis.  In  some  instances  herpetic  eruptions  develop.  In  others  the  sldn 
becomes  glossy,  and  there  may  be  falling  out  of  the  hair.  It  is  exceedingly 
rare  for  the  cranial  nerves  to  be  involved. 

Of  all  the  forms  of  multiple  neuritis  due  to  toxic  substances  hanng  their 
origin  in  the  body,  that  due  to  the  poison  of  diphtheria  is  most  frequently 
met  with.  As  diphtheria  is  essentially  a  disease  of  childhood,  it  is  e\ident 
that  diphtheritic  multiple  neuritis  must  be  more  commonly  met  with  in 
young  persons.  The  peculiarity  of  this  form  of  neuritis  is  that  it  most  fre- 
quently affects  the  muscles  of  the  soft  palate,  changing  the  character  of  the 
speech  and  rendering  swallowing  difficult  This  paralysis  is  both  motor  and 
sensory,  and  is  often  accompanied  by  wasting.  Sometimes  the  cxtenul 
ocular  muscles  are  paralyzed.  In  other  instances  the  internal  ocular 
muscles  suffer  chiefly,  and  accommodation  may  be  paralyzed  as  the  result 
of  oculomotor  involvement.  The  pupillary  reflex  is,  however,  usually  pre- 
served. In  other  instances  the  paralysis  produced  by  diphtheria  is  almost 
universal.  I  have  seen  more  than  one  instance  in  which  the  child  was  not 
only  paralyzed  in  all  its  extremities,  but  was  unable  to  exercise  any  control 
over  the  movements  of  its  head,  and  could  only  swallow  when  put  in  such  a 
position  that  the  liquids  could  readily  pass  down  the  gullet.  Such  cases  are 
usually  characterized  not  only  by  loss  of  motor  power,  but  by  loss  of  sensa- 
tion as  well.  The  bladder  and  rectum  usually  escape  the  general  paralysis, 
but  they  may  be  involved.  It  is  a  noteworthy  fact  that  diphtheritic  paralyaa 
is  not  a  concomitant  symptom,  but  a  sequel  to  an  attack  of  diphtheria,  and  the 
full  severity  of  the  symptoms  may  not  be  present  for  several  weeks  after  the 
diphtheria  has  ceased.  In  some  instances  the  diaphragm  is  paralyzed,  and 
if  the  nerve  supply  of  the  heart  becomes  affected  sudden  death  may  occur. 
(See  Diphtheria.) 

Diagnosis. — ^The  presence  of  numbness  and  tingling  followed  by  more  or 
less  impairment  of  motion  and  sensation  in  certain  nerve  trunks,  with  com- 
plete or  partial  escape  of  other  nerve  trunks,  of  course,  points  to  multiple 
neuritis  as  the  cause  of  the  malady,  particularly  if  the  history  of  the  patient 
reveals  the  fact  that  he  or  she  has  been  exposed  to  one  of  the  provoking  causes 
already  named.  In  some  instances  more  than  one  of  these  causes  has  been 
effective,  and,  therefore,  the  precise  factor  in  determining  the  neuritis  cannot 
be  relied  upon.  Thus,  I  have  known  more  than  one  instance  in  which  the 
administration  of  very  large  quantities  of  alcohol  as  a  stimulant  during 
typhoid  fever  has  produced  a  multiple  neuritis,  which  was  attributed  to  a 
typhoid  toxin,  when  in  reality  the  alcohol  was  the  active  agent.  In  those 
cases  in  which  the  paralysis  comes  on  very  rapidly  and  is  severe,  the  differ 
entiation  must  be  made  between  this  condition  and  Landry's  paralysis  (which 
see),  and  this  is  the  more  important  because  Eichhorst  has  described  a  neu- 
ritis acutissima  progressiva,  A  so-called  apoplectiform  type  has  been 
described  by  other  observers.  The  presence  of  the  Ai^U-Robertson  pupil, 
]|  optic  nerve  atrophy,  and  the  history  of  exposure  to  a  poison  may  be  the  only 

.;  I  means  by  which  we  can  differentiate  between  true  locomotor  ataxia  and 

multiple  neuritis. 

Prognosis. — ^The  prognosis  is  favorable  in  nearly  every  case,  unless  the 
patient  has  been  exposed  to  the  evil  influences  of  lead  or  arsenic  or  alcohol 
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for  so  long  a  time  that  the  nerves  cannot  undergo  regenerative  change.  In 
cases  of  profound  alcoholic  intoxication  sudden  death  may  take  place 
when  the  pneumogastric  nerve  becomes  involved.  In  nearly  all  instances 
recovery  is  exceedingly  slow  The  first  symptom  of  improvement  is  a 
diminution  in  the  pain  and  a  decrease  in  tenderness  of  the  nerves  on  pal- 
pation. In  other  instances  the  power  of  motion  returns  before  the  sensory 
functions  are  restored  to  their  normal  condition,  and  inability  to  get  about 
may  be  caused  by  the  intense  hypersensitiveness  of  the  feet.  Even  if  the 
patient  does  not  recover  for  eighteen  months  or  two  years,  the  condition  is 
by  no  means  hopeless.  Care  should  be  taken,  however,  that  complete 
recovery  should  not  be  promised  in  cases  which  have  been  exposed  to  the 
poisons  for  very  long  periods  of  time.  Not  infrequently  great  disappoint- 
ment is  caused  by  periods  in  which  no  improvement  takes  place,  or,  indeed, 
in  which  a  relapse  seems  to  be  threatened. 

The  prognosis  in  multiple  neuritis  due  to  lead  is  good  so  far  as  the  preserva- 
tion of  life  is  concerned.  It  is  bad  in  direct  proportion  to  the  duration  of  the 
condition  and  of  the  exposure  to  the  poison.  The  same  facts  hold  true  in 
regard  to  the  peripheral  neuritis  due  to  arsenic. 

Occasionally  secondary  contractures  occur  as  the  result  of  the  contraction 
of  non-paralyzed  muscles,  whereby  deformities  are  produced. 

After  diphtheria,  even  in  those  cases  in  which  the  paralysis  is  most  severe, 
the  prognosis  is  not  necessarily  very  grave.  The  immediate  danger  is  that 
some  nervous  mechanism  connected  with  a  vital  function  may  be  involved. 
If  this  does  not  occur,  partial  or  complete  recovery  of  motion  or  sensa- 
tion nearly  always  takes  place,  although  twelve  months  may  pass  before 
recovery  occurs.    Usually,  however,  two  or  three  months  is  sufficient. 

Treatment. — The  treatment  of  multiple  neuritis  gives  better  results  than 
that  devoted  to  the  relief  of  any  other  form  of  paralysis.  If  the  cause  of  the 
malady  is  one  of  the  metallic  poisons  already  named,  the  patient  must  be 
removed  from  further  exposure  to  the  poison.  Thus,  workers  in  lead  and 
arsenic  must  cease  following  such  occupations.  For  the  purpose  of  aiding  in 
the  elimination  of  any  of  the  poisons  which  may  remain  in  the  body,  moderate 
doses,  20  to  30  grains,  of  iodide  of  potassium  may  be  given  twice  or  thrice  a 
day.  If  the  patient  uses  alcohol  to  excess,  this  agent  must,  of  course,  be 
withdrawn.  While  the  nerves  are  hypersensitive  to  pressure  and  while  pain 
is  present,  strychnine  and  faradic  electricity  should  not  be  applied  to  them, 
since  they  tend  to  increase  irritation;  but  when  there  is  ansrsthesia  and  loss 
of  power,  full  doses  of  strychnine  and  phosphorus  are  often  useful,  and  the 
rapidly  interrupted  faradic  current  may  be  used  to  stimulate  the  affected 
nerve  fibres.  Muscles  which  are  suffering  from  loss  of  power  may  be  exer- 
cised by  the  use  of  the  slowly  interrupted  faradic  current.  Massage  may  also 
be  employed,  but  it  is  of  vital  importance  that  no  form  of  exercise  shall  be 
used  to  the  point  of  exhaustion  of  the  affected  parts.  In  other  words,  only 
healthy  exercise  designed  to  improve  the  nutrition  of  the  parts  affected  should 
be  resorted  to. 

If  it  is  thought  that  the  neuritis  is  due  to  toxic  materials  arising  inside 
the  body,  these  should  be  removed,  if  possible.  The  administration  of  laxa- 
tives or  purges  is  usually  needful.    If  ansemia  is  present,  particularly  if  it 


1012  DISEASES  OF  THE  NERVOUS  SYSTEM 

{■  is  associated  with  septic  conditions,  such  as  are  met  with  in  sepsis  and  puer- 

peral fever,  iron  and  arsenic  are  useful .    If  the  patient  is  rheumatic  or  of  gouty 
j  tendency,  hot  baths,  or  a  visit  to  any  of  the  well-known  hot  springs  may  be 

resorted  to,  and  the  various  salicylates  or  iodides  should  be  administered 
'  in  sufficiently  full  doses  to  produce  mild  physiological  effects.     For  the  pur- 

.'  pose  of  aiding  in  the  ehmination  of  toxic  materials,  pure  water  should  be 

\  drunk  freely  to  flush  the  kidneys,  and  Turkish  baths  may  be  taken  to  produce 

1  sweating.    Pain  is  to  be  relieved  by  the  use  of  such  remedies  as  phenacetin  or 

;]  acetanilid,  and  by  hot  applications  to  those  areas  which  suffer  most.    Some- 

times the  application  of  splints  to  provide  perfect  rest  for  the  painful  part  is 
^  useful. 

J  In  those  forms  of  multiple  neuritis  which  depend  upon  infection,  such  as 

\.  diphtheria,  smallpox,  or  typhoid  fever,  the  heart  should  be  carefully  exam- 

{:  ined,  and  if  any  evidences  of  tachycardia,  bradycardia,  or  arhythinia  are 

''■  present,  the  patient  should  be  warned  against  sitting  up  in  bed,  and  should 

I  be  protected  from  all  causes  which  may  throw  an  increased  strain  upon  the 

circulation.    This  is  particularly  important  in  diphtheritic  multiple  neuritis. 

•  Contractures  should  be  prevented  by  massage  and  Swedish  movements  and 

*  remedied,  if  they  occur,  by  tenotomy. 


i< 
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The  Olfactory  Nerve. — Disease  of  the  olfactory  nerve,  of  course,  inte^ 
feres  with  the  special  sense  of  smell,  and  if  this  sense  is  entirely  lost  the 
condition  is  called  anosmia.  Partial  or  complete  loss  of  this  sense  results 
from  lesions  of  the  peripheral  ending  of  the  ner\'e  in  the  nasal  mucous 
membrane  and  from  pathological  states  of  the  tissues  beneath  it,  such  as 
morbid  growths  or  disease  of  the  ethmoid  bones.  Similar  loss  of  function 
results  from  meningitis,  from  injury  of  the  bones  forming  the  base  of  the 
skull,  or  morbid  growths  affecting  these  bones.  Tumors  of  the  brain  may 
destroy  the  olfactory  nerves  or  the  olfactory  bulbs.  When  complete  loss  of 
the  sense  of  smell  occurs  and  no  local  lesion  in  the  nasal  bones  or  mucous 
membranes  is  present,  it  is  usually  an  evidence  of  a  tumor  or  abscess  in  the 
anterior  cranial  fossa. 

The  Optic  Nerve. — ^The  optic  tract  of  either  side  arises  by  two  roots  from 
structures  in  the  midbrain  called  the  primary  optic  centres.  These  struc- 
tures are  the  external  geniculate  body,  the  posterior  part  (pulvinar)  of  the 
optic  thalamus,  and  the  anterior  quadrigeminal  body. 

It  is  important  to  remember  that  the  fibres  from  the  optic  tract  undergo 
partial  decussation  in  the  chiasm.  The  outer  fibres  do  not  decussate  and  they 
connect  the  outer  half  of  the  retina  with  the  primary  optic  centres  of  the  same 
side.  The  inner  fibres,  on  the  other  hand,  all  cross  to  the  opposite  side,  and 
they  connect  the  inner  half  of  the  retina  with  the  nuclei  on  the  opposite  ade. 
It  is  evident,  therefore,  that  the  right  optic  tract  contains  fibres  which  cany 
impulses  from  the  right  halves  of  both  retinae  to  the  right  side  of  the  brain, 
and  that  the  left  optic  tract  contains  fibres  which  convey  impulses  from  the 
left  halves  of  both  retinae  to  the  left  side  of  the  brain.   It  is  essential  to  remeno- 
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ber  these  facts  in  order  to  understand  the  condition  known  as  hemianopsia, 
which  will  be  described  shortly. 

Optic  neuritis,  sometimes  called  papillitis,  is  an  inHamraatory  condition 
which  is  manifest  in  the  intraocular  end  of  the  nt-Tve.  and  it  may  he  due 
to  several  causes.  In  the  great  majority  of  cases  it  is  due  to  brain  tumor. 
Choked  disk  is  an  cedeniatous  state.  The  degree  of  neuritis  has  no  direct 
relationship  to  the  size  of  the  tumor,  nor  to  the  area  of  the  brain  which  it 
affects,  although  a  tumor  of  the  corpora  quadrigemina  seems  to  cause  the 
condition  more  commonly  than  do  growths  else  where.  Tumor  of  the  parieto- 
occipital region  and  of  the  cerebellum  also  produces  papillitis  in  a  large 
proportion  of  cases  in  which  these  growtlis  occur,  while  a  tumor  of  the 
frontal  lobes  of  the  cerebrum  very  rarely  causes  it  The  condition  is  not 
materially  alTcctcd  as  to  frequency  or  severity  by  the  character  of  the  growth. 
Meningitis  in  any  of  its  farms  may  cause  papillitis,  but  tuberculous  meningitis 
does  so  more  commonly  than  any  other  form.  Rarer  causes  are  cerebral 
softening,  inflammation,  and  atrophy,  or  any  cause,  such  as  aneurysm  or 
hydrocephalus,  which  pmduces  an  increase  in  intracranial  pressure.  Ver}' 
rarely  disseminated  sclerosis,  general  paresis,  or  myelitis  may  cause  papil- 
litis, as  may  the  various  acute  infectious  diseases,  or  the  excessive  use  of 
alcohol,  or  lead  poisoning. 

Symptoms. — There  are  often  no  symptoms  whatever  which  point  to  optic 
neuritis,  at  least  in  so  far  as  the  patient  complains  of  impairment  of  vision. 
The  diagnosis  rests  stalely  upon  the  use  of  the  oplithalnioscope  and  upon  a 
study  of  the  fields  of  vision.  The  ophtlialmoscope  reveals  an  itidefivite  ovi- 
line  of  the  head  of  the  nerves  with  redness,  followed  by  swelling  of  the  papilla, 
which  becomes  grayish  in  hue.  Finally,  the  dink  protrudes,  its  outlines 
become  losti  and  whitish  patches  may  be  seen  upon  its  surface.  'J'he  wtmal 
arteries  are  contracted  and  the  veins  cotigcstcd  and  tortuovs.  At  the  point  of 
exit  and  entrance  of  the  vessels  this  part  may  seem  devoid  of  vessels,  because 
they  are  hidden  in  the  infiltrated  mass.  Small,  narrow,  flame-like  henior-- 
rhages  may  be  seen  along  the  vessel  walls,  l^he  field  oj  i-^ision  is  concmtrically 
cnulractedy  and  tlie  perception  of  red  and  green  is  lost  before  the  other  color 
senses  are  destroyed.  IIemianop.na  is  present  if  the  ksicn  is  so  situated  as 
to  cause  this  symptom. 

Anotlier  form,  of  optic  neuritis,  called  Retrobulbar  neuritis,  exists  in  which 
the  inflammatory  process  develops  in  the  o|>tic  nerve  in  the  orbit.  In  the 
acute  form  the  symptoms  consist  in  dimness  of  vision  which  always  occurs 
in  the  centre  of  the  field,  and  which  may  end  in  complete  blindness  in  from 
one  to  eight  days.  With  the  ophthalmoscope,  when  the  disease  is  well 
developed,  the  edges  of  the  disk  are  seen  to  be  indistinct,  its  surface  hyper- 
leraic,  and  its  main  bloodvessels  shrunken.  The  cause  tjf  the  acute  form  is 
usually  some  one  of  the  acute  infections,  such  as  intlueuKa,  scarlet  fever, 
or  one  of  the  diathetic  diseases,  such  as  rheumatism,  gout,  and  sometimes 
syphilis. 

The  treatment  of  retrobulbar  neuritis  consists  in  the  production  of  profuse 
sweating  by  pilocarpine,  the  use  of  large  doses  of  the  salicylates  if  gout  or 
rheumatism  is  present,  or  the  employment  of  mercury  and  the  iodides  if 
syphilis  is  suspected.     Counterirritation  on  the  temple  is  also  advisable. 
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The  chronic  form  of  retrobulbar  neuritis  is  usually  a  toxic  condition  pro- 
duced, in  the  majority  of  instances,  by  tobacco,  alcohol,  arsenic,  lead,  or 
poisons  made  by  infectious  diseases.  Its  symptoms  consist  in  diminution 
of  vision  and  in  color  scotomata.  The  prognosis  when  the  cause  is  tobacco 
and  alcohol  is  good,  if  the  patient  will  give  up  these  drugs  and  if  he  does  so 
in  the  early  stages  of  the  disease;  otherwise  the  prognosis  is  bad. 

The  treatment  consists  in  the  elimination  of  the  causes  as  far  as  possible, 
in  the  use  of  massive  doses  of  strychnine,  and  the  employment  of  the  iodides 
and  free  sweating. 

Troatment. — ^This  depends  upon  the  cause.  If  it  is  due  to  brain  tumor  or 
abscess,  operative  treatment  is  required,  unless  a  gummatous  growth  is 
present,  when  mercury  and  the  iodides  are  needful.  Trephining  of  the 
skull  to  relieve  pressure  may  be  resorted  to  as  a  palliative  measure  in  cases 
where  a  growth  cannot  be  removed. 

Optic  Atrophy. — Atrophy  of  the  optic  nerve,  as  its  name  implies,  is  a 
condition  in  which  a  degenerative  process  affects  its  fibres.  It  is  divided 
into  five  forms:  the  primary,  secondary,  consecutive,  retinitic,  and  choioi- 
ditic  atrophy.    The  last  two  forms  are  really  of  the  consecutive  class. 

Etiology. — Primary  atrophy  of  the  optic  nerve  has  been  thought  to  be 
due  to  impaired  nutrition,  sexual  excesses,  and  to  such  diseases  as  chronic 
malarial  infection,  diabetes,  syphilis,  and  to  the  overaction  of  certain  drugs. 
The  most  important  causes  of  primary  optic  atrophy  are  diseases  of  &e 
spinal  cord,  notably  locomotor  ataxia.  It  is  also  seen  in  cases  of  general 
paresis  and  disseminated  sclerosis.  In  many  instances  the  optic  atrophy 
may  be  one  of  the  early  symptoms  of  ataxia.  It  has  also  been  met  with  m 
cases  of  lateral  sclerosis,  chronic  myelitis,  and  bulbar  palsy. 

Secondary  atrophy  arises  from  causes  which  produce  pressure  upon  the 
optic  tract  and  the  optic  fibres,  as,  for  example,  the  growth  of  a  tumor  or  an 
aneurysm,  or  meningitis.  So,  too,  injuries  to  the  head  sometimes  produce 
atrophy.    Consecutive  atrophy  follows  the  various  forms  of  optic  neuritis. 

Pathology. — ^The  axones  lose  their  medullary  sheaths  and  are  converted 
!  into  fine  fibrils,  between  which  are  interspersed  numerous  fatty  granules. 

When  the  condition  is  far  advanced,  the  nerve  elements  entirely  disappear 
j  and  there  is  a  marked  increase  in  connective-tissue  formation. 

Symptoms. — ^The  subjective  symptom  complained  of  by  the  patient  is 
i  diminution  in  the  acuity  of  vision.    The  other  symptoms  are  developed  by 

1  the  use  of  the  ophthalmoscope.    When  this  instrument  is  used  it  is  found 

that  the  optic  disk  is  gray  or  greenish-gray ,  or  actually  white  in  color,  althou^ 
there  may  be  patches  of  red  throughout  it.  The  centre  of  the  didc  is  depressed 
in  direct  proportion  to  the  degree  of  atrophy  which  has  taken  place.  The 
margin  of  the  disk  is  distind,  and  in  some  cases,  when  the  condition  of  the 
optic  nerve  is  due  to  disease  of  the  spinal  cord,  there  is  broadening  of 
the  normal  scleral  ring.  The  bloodvessels  are  narrowed^  but  in  some  cases 
only  the  arteries  seem  to  be  affected,  the  veins  escaping.  An  examination 
of  the  central  vision  shows  that  it  is  markedly  impaired,  or  absditie  hlindruss 
may  be  present.  The  field  of  vision  is  greatly  narrowed  and  there  may  be  a 
central  scotoma  or  hemianopsia.  The  color  fields  are  markedly  diminished, 
the  green  being  most  affected;  after  it  the  red,  and  then  the  blue  and  yellow. 
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Sometimes  the  field  for  red  is  first  affected.  The  pupil  usually  manifests 
some  degree  of  paralytic  dilatation,  and  when  the  nerve  is  completely  atro- 
phied the  pupil  is  dilated  and  the  iris  motionless.  In  secondary  atrophy 
the  disk  is  apt  to  be  whiter  than  in  the  primary  forms,  when  it  is  usually  gray. 
In  that  form  of  optic  nerve  atrophy  called  retinitic  and  choroiditic  atrophy, 
the  disk  is  often  slightly  yellowish  in  hue,  but  its  borders  are  not  distinct. 

Diagnosis. — The  mere  discovery  that  the  optic  disk  is  grayer  than  normal 
and  that  its  margins  are  sharply  defined,  does  not  justify  the  diagnosis  of 
optic  atrophy.  If,  however,  any  of  the  diseases  so  far  named  are  also  present, 
such  a  diagnosis  is  usually  correct. 

Prognosis. — ^The  prognosis  as  to  complete  recovery  is  bad.  On  the  other 
hand,  it  must  be  remembered  that  the  atrophic  process  is  often  a  slow  one 
which  may  last  for  years.  Indeed,  the  prognosis  in  secondary  cases  depends 
largely  upon  the  rapidity  with  which  the  underlying  disease  is  advancing. 

Treatment. — ^The  treatment  consists  in  the  administration  of  full  doses  of 
mercury  and  the  iodides  if  there  is  any  suspicion  that  a  recent  or  ancient 
syphilitic  infection  has  been  present.  Strychnine  in  large  doses  combined 
with  nitroglycerin  is  also  useful. 

Of  the  functional  disorders  of  the  optic  nerve  the  most  important  are 
blindness  due  to  ureemia,  that  due  to  diabetes,  malaria,  profound  anarmia, 
and  the  abuse  of  drugs.  When  uraemia  is  the  cause  the  presence  of  the 
symptoms  of  that  condition,  in  association  with  dimness  of  vision  or  blind- 
ness, make  the  diagnosis  dear.  The  so-called  albuminuric  retinitis  may  be 
firesent,  but  the  ophthalmoscope  may,  however,  reveal  no  morbid  changes. 
f  the  patient  survives,  vision  usually  returns. 

When  the  dimness  of  vision  is  due  to  diabetes,  the  prognosis  is  unfavorable 
because  the  disease  is  incurable.  That  form  which  is  due  to  malarial  infec- 
tion has  associated  with  it  other  symptoms  of  this  disease.  Recovery 
usually  takes  place  if  proper  treatment  is  administered.  So,  too,  in  cases 
of  dimness  of  vision,  due  to  hemorrhage  and  profound  antemia,  the  prog- 
nosis is  good,  unless  the  anaemia  is  one  of  the  so-called  essential  ansemias 
which  always  go  from  bad  to  worse.  The  treatment  in  such  a  case  consists, 
of  course,  in  the  use  of  drugs  designed  to  combat  anarmia. 

Hemianopsia. — Hemianopsia,  or  blindness  of  one-half  of  the  visual  field, 
occurs  in  three  forms:  that  known  as  bitemporal  hemianopsia,  binasal  hem- 
ianopsia, and  homonymous  hemianopsia,  each  variety  being  named  not 
from  that  part  of  the  retina  which  is  blind,  but  from  the  visual  field  which  is 
affected.  In  the  first  there  is  loss  of  vision  in  both  temporal  fields,  in  the 
second  in  the  nasal  half  of  each  eye,  and  in  the  third  form  the  same  side  of 
each  eye  is  lacking  in  function — that  is,  for  example,  the  outer  half  of  the 
left  eye  and  the  inner  half  of  the  right  eye.  W'hen  the  left  half  of  each  retina 
is  inactive,- the  condition  is  called  right  homonymous  bilateral  hemianopsia, 
and  when  the  right  half  is  functionless  it  is  designated  left  homonjinous 
bilateral  hemianopsia.  Homonymous  hemianopsia  is  the  most  common. 
Binasal  hemianopsia  is  very  rare.  Bitemporal  hemianopsia  is  produced  by 
a  lesion,  such  as  a  tumor  or  an  aneurysm,  which  presses  upon  the  middle  of 
the  chiasm.  Homonymous  lateral  hemianopsia  is  produced  by  a  lesion  of 
one  optic  path  at  any  point  back  of  the  chiasm,  either  in  the  neighborhood. 
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of  the  calcarine  fissure  (occipital  lobe),  in  the  optic  radiations,  including  the 
point  where  they  pass  just  back  of  the  internal  capsule,  in  the  primary  optJc 


FlQ.  128 
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ThQ  Tlsual  tnct  Tbe  remit  of  a  lesion  uiyvrbere  between  the  chlAsm  and  the  cune os  U  to  produce 
bomonymoui  bemUnojnlft.  U.  Lttloaat  chtAffcn  caufllDg  bflateml  tompoml  bemlanopaia..  X.  Lolonai 
chiasm  cauaing  unilateral  iianal  hemianopsia.  T.  Lesion  at  chiasm  caasing  uiiilnleral  temporal  benl- 
anopsla.  BN.  Substantia  nigra  of  cnu.  L.  Lemntscua  in  cnu.  RK.  Red  nucleus,  m.  Third  oerrea 
P,  Q,  R.  S,  V.  Lesions  in  the  occipital  lobe  and  in  front  of  U.  producing  left  homonrmons  laietml 
hemianopsia. 

centres,  or  in  the  optic  tract.    (See  Fig,  128.)    It  is  important  to  rcmeniber 
that  the  Lesion  in  cases  of  hemianopsia  is  on  the  opposite  side  to  that  of  the 
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dark  field.*  (See  Fig.  129.)  De  Schweinitz  has  condensed  the  following 
rules  as  to  the  significance  of  various  forms  of  hemianopsia  from  a  series 
prepared  by  Dr.  Seguin: 

(o)  The  lesion  in  hemianopsia  is  on  the  opposite  side  of  the  dark 
fields. 

(b)  If  the  prescribed  fields  are  accompanied  by  concentric  contraction, 
the  smaller  half-field  will  be  in  the  eye  opposite  to  the  lesion ;  contraction  of 
the  preserved  half-field  is  most  common  with  lesions  of  the  cortex,  but  also 
may  occur  in  lesions  of  the  tractus. 

FlQ.  129 

I£FT  VISUAL  FIELD.    RlGlfT  VISUAL  FIELD. 
FixaUonM/U.  Ffacationhxnt, 


Dlagnm  lUoBtraUng  why  it  la  that  the  lesion  ia  on  the  opposite  Hide  to  the  dark  field,    (OUver.) 

(c)  If  the  hemianopsia  is  relative,  the  lesion  is  probably  in  the  cortex; 
but  cortical  lesions  are  not  excluded  by  absolute  hemianopsia. 

(d)  A  lesion  confined  to  the  cuneus,  or  to  it  and  the  gray  matter  immedi- 
ately surrounding  it,  on  the  mesial  surface  of  the  occipital  lobe,  produces 
homonymous  lateral  hemianopsia  without  motor  or  sensory  symptoms,  at 
least  without  these  as  a  direct  consequence  of  the  lesion,  although  they  may 
appear  as  indirect  or,  as  they  are  sometimes  called,  distant  symptoms. 
Slight  motor  symptoms  such  as  deviation  of  one  eye  inward  may,  however, 
be  added  to  the  visual  symptoms  of  a  lesion  in  the  occipital  lobe  (Mills). 

(e)  A  lesion  producing  tj'pical  hemiplegia,  aphasia,  if  the  right  side  is 


1  For  a  more  complete  study  of  the  significance  of  this  difficult  subject  see  the  author's  Piacttcal 
Plagnmilii,  fifth  edition. 
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paralyzed,  little  or  no  aniesthesia,  and  lateral    hemianopsia,  is  probably 
due  to  disease  in  the  area  supplied  by  the  middle  cerebral  arter}\ 

(/)  A  lesion  causing  hemiplegia,  hemiana^sthesia,  and  lateral  hemianopsia^ 
is  probably  situateil  in  the  posterior  portion  of  the  internal  capsule. 

(g)  A  lesion  causing  hemianiesthesia,  ataxic  movements  of  one-half  of  the 
body,  no  distinct  hemiplegia,  and  lateral  hemianopsia,  could  be  situated  in, 
the  posterior  lateral  part  of  the  optic  thalamus. 

(A)  A  lesion  causing  the  s\Tnptoms  of  disease  of  the  base  of  the  brain, 
associated  at  the  same  time  with  changes  in  the  pupil,  changes  in  the  nerve 

head,     an<l     lateral     hemianopsia,^ 
^°'  ^**  could  be  situated  in  one  optic  tract ' 

^^.^^^^  or  in  the  primary  optic  centres  on 

^^^^Ht.  one 

.^^0^^^^V  j  (i)   Incomplete  hemianopsia,  as- 

iJ^P^    1  '  '     ^  >1  4  suming  usually  a  quadrant-shaped 

•^^^T^,  ^li    i  Mm    \  defect,  may  be  present  on  accoimt  of 

^^'  ■HI  lv*0      k  a  lesion  confined  to  the  lower  half  of 

the  cuneus.    It  may  also  occur  withJ 
less  definite   limitations   in  lesions  1 
of  the  sul^cortical  substance  of  the 
occipital    lobe,  and    then   may   be 
associated  with    other    symptoms, 
as  lu*miplcgia  and  hemiflniesthesia,j 
Finally,  it  may  occur  from  a  lesionl 
of  the  tract,  but  then  will  be  accom-l 
pan  led  by  other  symptoms  indicating 
basal  discjise,  or  from  a   lesion  of 
the  external  geniculate  body. 

(j)  A  hemianopsia  in  which  there 
is  preservation  of  the  light  sense,  but 
loSvS  of  either  the  color  sense  or  the 
form  sense,  indicates  that  the  lesion 
is  in  the  visual  centre  of  the  cortex. 
The  Third  or  Oculomotor  Nerve. 
— The  third  ncr\e  has  its  origin 
from  groups  of  cells  in  the  floor  of 
the  aqueduct  of  SyKnus.  It  then 
passes  through  the  tegmentum  of  the 
crus  cerebri,  and  makes  its  exit  in  a 
btmdie  on  the  inner  side  of  the  crus. 
(Fig.  130;  see  also  Plate  IX.)  It 
then  passes  from  the  crus  to  the 
sphenoidal  fissure  and  so  into  the  I 
orbit,  where  its  fibres  divide  and  go 
to  supply  the  ciliary  muscle,  the  sphincter  of  the  iris,  the  superior  rectus,  J 
internal  rectus,  inferior  rertiis  and  inferior  oblique  muscle.  (See  Plate  VIII.) 
It  also  sends  fibres  to  the  levator  palpebra?  muscle.  As  it  is  a  motor  nerve, 
paralysis  follows  its  injur}'.    The  causes  of  disturbance  in  its  function  are 


Bhowln^the  neamem  of  nr)e1northeoculr>rootnr 
(3),  pAlhetlc  (4),  and  BUlucens  {r».  Ttie  roou  o( 
tbew  Derm  ara  iiliown  by  ad  Inctsiou  wblch  bu 
dlrldvd  the  t>ODH.  HI.  Tlic  third  nerve,  arising  fh>m 
nveral  roou.  IV.  Tho  fourth  nerve.  VI.  Thotlxih 
nerve,  arising  fn>m  three  rools.  (Modified  from 
Arnold.) 
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numerous.  They  may  exist  at  the  base  of  the  brain,  where  the  nerve  leaves 
the  cms,  in  the  sphenoidal  fissure,  in  the  orbit,  and  even  in  its  peripheral 
filaments  in  the  eye  itself,  although  change  in  its  functional  activity  in  the 
latter  area  is  usually  due  to  the  effect  of  drugs.  Of  the  causes  which  pro- 
duce disturbance  of  its  function  at  its  origin  in  the  crus,  we  find  tuberculous 
meningitis  or  that  due  to  some  acute  infectious  disease,  abscess  of  the  brain, 
and  hemorrhage.  For  this  reason  meningitis  of  either  form  in  infancy  very 
frequently  involves  this  nerve,  and  so  produces  symptoms  which  call  the 
attention  of  the  physician  to  the  existence  of  the  disease  at  the  base 
of  the  brain.  In  adults,  aside  from  tuberculous  meningitis,  there  may  be 
syphilitic  exudation,  or  the  nerve  itself  may  be  inflamed,  owing  to  the 
presence  of  this  same  disease.  Tumors  or  abscess  at  the  base  of  the 
brain  may  press  upon  it!  When  the  nerve  is  injured  in  its  passage  through 
the  sphenoidal  fissure,  the  cause  is  usually  some  traumatism  which  results 
in  fracture  of  the  bone,  or  very  rarely  a  severe  blow  which  damages  the 
nerve  by  pressure  against  the  bone.  In  a  case  which  came  to  the  writer's 
attention,  a  severe  blow  with  the  hilt  of  a  sword  upon  the  forehead  caused 
paralysis  of  this  nerve,  probably  in  this  manner. 

In  the  orbit  a  tumor  may  press  upon  the  nerve  fibres.  Occasionally  the 
nerve  loses  power  through  the  action  of  the  poison  produced  by  diphtheria 
or  typhoid  fever. 

Symptoms. — ^The  dominant  symptoms  of  paralysis  of  the  oculomotor 
nerve  are  ptosis,  mydriasis,  and  consequent  loss  of  pupiUary  reaction  to  light 
and  accommodation.  As  it  supplies  the  internal  rectus,  external  squint  may 
be  present.  The  paralysis  of  the  ocular  muscles  also  results  in  diplopia. 
If  the  patient  is  directed  to  look  upward,  downward,  or  inward  he  is  unable 
to  do  so.  The  inability  of  the  pupil  to  contract  when  light  is  thrown  into  the 
eye  may  be  due  to  a  lesion  of  tihe  nerve  before  it  enters  the  orbit,  or,  as 
already  stated,  to  the  action  of  a  drug  upon  its  peripheral  filaments.  It  will 
be  remembered  that  pupillary  contraction,  when  produced  by  the  entrance 
of  light  into  the  eye,  is  due  to  a  reflex  impulse  which  passes  along  the  optic 
nerve  to  the  neighborhood  of  the  corpora  quadrigemina,  thence  to  the  third 
nucleus  and  along  the  fibres  of  the  third  nerve  to  the  ciliary  ganglion,  from 
which,  by  way  of  the  ciliary  ner\xs,  it  goes  to  the  iris  and  causes  contraction 
of  its  circular  muscular  fibres.  A  lesion  in  any  portion  of  this  reflex  arc 
interferes  with  pupillary  reaction.  In  addition  to  those  injuries  of  the  oculo- 
motor nerve  already  mentioned  which  cause  paralysis,  a  loss  of  pupillary 
reaction  may  occur  in  locomotor  ataxia,  in  multiple  sclerosis,  in  general 
paresis,  in  bulbar  palsy,  and  in  myelitis  when  that  disease  involves  the  fibres 
of  the  arc.  When  these  diseases  are  responsible  for  the  loss  of  pupillary 
reaction,  the  lesion  is  supposed  to  exist,  in  the  majority  of  instances,  in 
fibres  which  connect  the  optic  tracts  in  front  of  the  corpora  quadrigemina 
with  the  oculomotor  nuclei.  When  drugs  produce  paralytic  mydriasis, 
their  action  is  usually  exercised  upon  the  peripheral  ends  of  the  nerve. 

Diagnosis. — The  diagnosis  of  paralysis  of  the  oculomotor  nerve  is  readily 
made  if  the  symptoms  just  described  are  kept  in  mind. 

Prognosis. — ^The  prognosis  depends  upon  the  underlying  cause  of  the 
paralysis.    In  diphtheria  and  typhoid  fever  recovery  usually  takes  place, 
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and  unless  the  damage  produced  by  an  injury  is  very  f^reat,  the  outlook 
favorable.    On  the  other  hand,  if  the  cause  is  tuberculous  meningitis,  tui 
or  abscess,  or  any  one  of  the  progressive  nerve  diseases  just  named,  reco' 
is,  of  course   impossible.  _ 

The  Fourth  or  Trochlearis  Nerve.  This  nerve  supplies  the  superior 
oblique  muscle  of  the  eye  (1 ,  Plate  VIII.).  Interference  with  the  action  of  Uiis 
nerve  is  not  uncommon  and  is  rarely  recognized  by  the  general  practitioner. 
The5//r;i/3/o^rt«sarenotdeveIoped  until  the  eye  is  tested  bymeansof  placingacol- 
ored  glass  over  one  eye,  when  it  will  be  found  that  the  object  which  is  placed 
before  the  patient  stands  in  its  normal  position  as  seen  by  the  normal  eye.butis 
displayed  outward  and  obliquely  when  seen  by  the  eye  supphed  by  the  im- 
paired patlietic  nerve.  As  the  nerve  arises  from  an  area  almost  identical  \^•itb 
that  of  the  third  nerve.the  centric  causes  of  trochlearis  paralysis  are  practical^H 
iilentical  with  the  causes  of  oculomotor  paralysis.  It  is  important  to  remeoH 
ber  that,  sliould  paralysis  of  the  fourth  nerve  be  present  without  involvement 
of  the  third  or  sixth  nerve,  it  probably  indicates  a  growth  in  the  cerebel- 
lum or  an  inflammatory  exu<latc  upon  the  under  surface  of  its  middle 
lobe 

The  Fifth  or  Triiacial  Nerve.— The  trifacial  nerve  contains  motor  and 
sensory  fibres,  the  sensory  fibres  being  by  far  the  more  numerous.    The 
motor  fibres  have  their  origin  in  the  pons,  a  little  alx)ve  its  middle,  recei\'in 
also  the  root  descending  from  the  midlirain;  they  p.iss  out  in  a  bundle  sep 
rate  from  the  sensory  fibres  until,  outsitJe  the  cranial  cavity,  they  take  part 
in  forming  the  inferior  maxillary  division  of  the  nen'e,  through  which  thg^ 
supply  the  muscles  of  mastication,  ^M 

The  st^nsory  fibres  of  the  fifth  nerve  arise  from  a  nucleus  at  about  ttie 
middle  of  the  pons,  and,  in  addition,  by  the  spinal  root,  from  a  chain  of  cells 
descending  throtigh  the  medulla  as  far  as  the  first  eer\ical  segment  of  the 
cord;  they  emerge  from  the  pons  in  a  heavy  trunk,  which  passes  to  the 
Gasserian  ganglion  (S,  Plate  VIII.)  and  then,  beyond  the  ganglion,  diWdes 
into  three  branches:  ophtlialmic  ("9),  superior  flO),  and  inferior  maxilla^ 
(11).  In  addition  to  providing  sensation  to  the  greater  portion  of  the 
face,  it  also  supplies  the  anterior  two-thirds  of  the  tongue.  ^M 

Symptoms. — When  the  fifth  or  trifacial  nerve  is  paralyzed  in  its  raot<^^ 
filjres,  the  patient  is  unable  to  contract  kis  massefer  muscles  and  there  is 
droppiuff  of  ihr  lourr  ]aw.    Unless  the  paralysis  is  bilateral,  however,  it  may 
not  be  easily  discovered,  since  the  muscles  on  the  unaffected  side  may  holi 
the  jaw  in  position.  And,  moreover,  if  the  lesion  be  in  the  brain  the  functi 
of  mastication  is  maintained  from  the  other  side  by  bilateral  inner\'atioiiT 
In  some  instances  of  paralysis  of  the  fifth  nerve,  deafness  arises  as  the  result 
of  interference  with  the  function  of  the  tensor  tympani  muscle,  for  a  small 
branch  from  the  motor  fibres  of  the  fifth  nerve  passes  through  the  nlic 
ganglion  and  supplies  this  muscle.     When  this  muscle  is  paralyzed,  the 
tympanic  membrane  is  relaxed  and  this  interferes  with  its  function.    Moti 
paralysis  of  the  fifth  nerve  is  rarely  met  with.    Certain  poisons  like  gelsemiiM 
may  cause  dropping  of  the  jaw  by  paralyzing  the  muscles  of  both  sides. 
When  the  sens4>ry  portion  of  the  nerve  is  afi*ected  there  is  ana'sthesia  of  die 
skin  of  the  face  in  the  areas  supplied  by  the  particular  branches  affected, 
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If  the  area  be  that  of  the  forehead,  the  upper  eyelid,  the  conjunctiva,  and 
the  nostril,  the  ophthahnic  branch  of  the  fifth  nervt*  is  at  fault,  and  the 
lesion  is  probably  at  the  splirnoidal  fissure  or  within  the  orbit,  reflox  wink- 
ing of  the  eye  no  longer  takrs  place  because  the  conjunctiva  is  atuesthetic, 
and  for  the  same  reason  a  flow  of  tears  does  not  occur  upon  irritating  the 
conjunctiva,  because  the  lachrymal  reflex  is  abnlishcd. 

If  the  skin  of  the  upjier  f)art  of  the  face  is  anjesthetic,  the  superior  maxil- 
lary branch  is  involved;  and  if  the  skin  of  the  temporal  Tegion  and  that  of 
the  jaw  and  the  under  lip  are  ntiiesthetic,  the  inferior  maxillary  branch  is 
diseased.  When  both  of  these  branches  are  paralyzed  there  is  probablv  a 
tumor  of  the  superior  maxillary  bone;  and  if  the  entire  area  of  the  three 
brandies  is  anaesthetic,  the  Gasserian  gantjlion  may  be  the  part  affected, 
aufl  this  will  be  acci>mpanied  by  trophic  chan^rrs  in  the  amrsthctic  parts. 
The  most  common  cause  of  antpsthesia  of  thr  trifacial  is.  however,  neuritis. 

Romber<^  makes  tlic  following;  differential  statement: 

(a)  The  more  the  aniesthcsia  is  confinetl  to  sint^le  filaments  of  the  tri- 
geminus, the  more  peripheral  the  seat  of  the  cause  will  be  found  to  be. 

(h)  If  the  loss  of  seusjitiun  affects  a  i)ortion  of  the  facial  surface,  totretlicr 
with  the  corresponding  faucial  membrane,  the  disease  nuiy  be  assume<!  to 
involve  the  sensory  fibres  of  the  fifth  pair  before  they  separate  to  be  dis- 
tributeil  to  their  respective  destinations;  in  other  words,  a  main  division 
must  be  affected  before  or  after  its  passage  through  the  eianium. 

(c)  When  the  entire  sensory  trart  of  the  fifth  nerve  has  Irst  its  power.  an<l 
there  are  at  the  same  time  dt^ran^jements  of  the  rutritive  functions  in  the 
affected  parts,  the  Gasserian  ganglion,  or  the  nerve  in  its  immediate  vicinity, 
is  the  seat  of  the  disease. 

(ff)  If  the  anfpsthesia  of  the  fifth  nen'e  is  complicated  with  disturbed  func- 
tions of  adjacent  cerebral  nerves,  it  may  be  assumed  that  the  cause  is  seated 
at  tlie  base  of  the  brain. 

When  the  fifth  nerve  is  paralyzed  the  mucnujt  viemhrane  of  the  nose 
and  inoufh  are  also  ancpMhetic  and  usually  dry.  The  sense  of  taste  is  lost 
and  trophic  lesions  may  develop,  altliough  it  is  questionable  as  to  whether 
thest»  d('()end  upon  affection  of  the  senS4»rv' fibres.  These  lesions  consist  in 
\dx;eration  of  the.  cornea,  loosening  of  the  teeth,  atrophy  of  the  gains,  and  the 
development  of  herpes  zoster.  As  the  sensation  in  the  anterior  two-thirds  of 
the  tongue  is  impaired,  this  organ  is  often  damaged  by  the  teeth.  The 
dryness  of  the  mucous  membrane  of  the  nose  also  interferes  with  the 
sense  of  smelly  an<l  irritating  substances  may  be  inhah'd  through  the  nostrils 
without  pain,  because  of  the  lack  of  sensation  in  the  nasal  mucous  mem- 
brane.   Paralysis  of  this  nerve  is.  however,  very  rarely  met  with. 

In  the  great  majority  of  instances  in  which  a  physician  is  called  on  to 
treat  a  lesion  of  the  trifacial  nerve,  the  patient  complains  of  severe  veitralgic 
pain,  whicli  in  most  cases  arises  from  the  Gasserian  ganghon  (8,  Plate 
Vin.).  When  trophic  changes  are  very  well  marked,  they  result  in  hemi- 
atrophy  of  the  faee.  In  those  cases  in  which  the  motor  fibres  of  the  fifth 
ner\'e  are  irritated,  there  may  be  lockjaw  as  in  true  tetanus,  and  so-called 
massetcp  spasm  may  have  a  reflex  origin  because  of  the  presence  of  dental 
irritation. 
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Paralysis  of  the  Sixth  Abdaceus  Nerve.— The  sixth  nerve  has  its  origin 
from  cells  in  the  floor  of  the  fourth  ventricle,  passes  through  the  pons,  and 
makes  its  exit  in  the  groove  between  the  pons  and  the  medulla  (Plate 
IX.),  whence  it  passes  through  the  sphenoidal  fissure.  It  is  subject  to 
the  same  lesions  at  the  base  of  the  brain  as  is  the  oculomotor  ner\'e,  such 
as  tuberculous  meningitis  and  syphilitic  exudation,  tumor  and  fracture  of 
the  base  of  the  skull.  Injury  may  occur  to  it  in  the  sphenoidal  fissure. 
The  sixth  nerve  supplies  the  external  rectus  and  its  paralysis  thus  causes 
internal  squint,  the  patient  being  unable  to  rotate  the  eye  outward. 

The  exact  lesion  which  produces  paralysis  of  the  sixth  nerve  can  only 
be  determined  by  a  study  of  the  associated  symptoms.  In  those  cases 
in  which  there  is  facial  palsy  on  the  same  side  as  the  squint,  and  paralysis 
of  the  arm  and  leg  upon  the  opposite  side,  in  other  words,  "crossed  hemi- 
plegia,*' the  lesion  is  in  the  pons  or  at  the  base  of  the  brain  in  such  a  position 
that  it  produces  pressure  on  the  pons  on  one  side  and  above  its  lower 
third. 

Distorbances  of  Motility  in  the  Ocular  Muscles  Depending  on  the 
Third,  Fourth,  and  Sixth  Nerves.— The  movements  of  the  eyeballs  depend, 
of  course,  upon  the  associated  action  of  different  muscles  supplied  by  different 
nerves.  When  the  axes  of  the  eyeballs  converge,  they  do  so  by  the  action 
of  the  internal  recti  muscles  supplied  by  the  third  nerve,  and  when  they 
diverge  they  move  in  these  directions  by  the  external  recti  supplied  by  the 
sixth  nerve.  If,  however,  there  is  conjugate  deviation,  then  a  much  more 
complicated  nervous  mechanism  is  brought  into  play,  for  if  the  axis  of  each 
eyeball  is  turned  to  the  right,  for  example,  this  motion  is  made  by  contraction 
of  the  external  rectus  of  the  right  eye  and  the  internal  rectus  of  the  left 
eye,  each  being  supplied  by  different  nerves,  the  right  sixth  and  the  left 
third,  and  yet  it  is  essential  that  they  shall  act  in  accord.  This  is  accom- 
plished by  the  presence  of  association  fibres  which,  by  joining  together  the 
nuclei  of  the  nerves,  enable  them  to  act  in  unison.  If  by  disease  these  asso- 
ciation fibres  are  destroyed  (in  the  posterior  longitudinal  bundle),  conjugate 
deviation  of  the  eyes  becomes  impossible.  When  the  eyeballs  are  deviated 
by  reflex  action,  the  pathway  of  the  nervous  impulse  is  through  the  optic 
nerve  by  connecting  fibres  to  the  motor  nuclei  of  those  nerves  governing 
the  ocular  movements,  which  not  only  join  the  nuclei  of  the  different  nerves 
of  one  side,  but  connect  them  with  the  nuclei  of  the  opposite  side  as  well. 
When  they  are  moved  by  voluntary  action,  the  impulse  leaves  the  motor 
centres  in  the  anterior  part  of  the  motor  area  of  the  cortex,  and  thence  passes 
down  through  the  anterior  part  of  the  knee  of  the  internal  capsule,  thence 
through  the  crus  cerebri,  and  finally  crosses  in  the  raph^,  passing  to  the 
nuclei  of  the  oculomotor  nerves  and  of  the  fourth  and  sixth  nerves.  WTien 
the  impulse  for  conjugate  deviation  arises  in  the  motor  cortex,  it  passes  first 
to  the  nucleus  of  the  opposite  sixth  nerve,  and  thence  is  sent  along  the  associa- 
tion fibres  through  the  posterior  longitudinal  bundle  to  the  nucleus  of  the 
third  nerve  on  the  opposite  side,  just  as  it  is  in  reflex  deviation.  AVhen  a 
nervous  explosion  takes  place  in  the  motor  cortex,  as  in  cases  of  epilepsy, 
it  often  happens  that  there  is  conjugate  deviation  of  the  eyes  away  from 
the  side  on  which  tht  lesion  exists,  and,  conversely,  if  the  ocular  centres  in 


Showing  Exit  of  Facial  Nerve  (1 )  from  Stylomastoid  Foramen  and 
its  Distribution  to  the  Muscles  of  the  Face.      iHiidinger.  i 
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the  cortex  are  destroyed,  there  is  conjugate  deviation  of  the  eyes  toward  the 
side  on  which  the  lesion  exists.  This  has  given  rise  to  the  statement  that 
in  the  coma  of  onUnary  apoplex*}*  the  patient  "leioks  toward  his  lesion'*  at 
least  in  those  instances  in  which  an  apoplexy  destroys  these  centres.  (See 
Apoplexy.) 

There  are  two  states  which  give  rise  to  an  erroneous  diagnosis  in  connec- 
tion with  these  symptoms,  namely.  *  rheumatic  palsy"  of  the  ocular  muscles, 
which  disapj>ears  under  the  free  use  of  the  iodides  and  salicylates,  and  so- 
called  "recurrent  oculomotor  paralysis,"  which  is  prohahly  the  result  of 
congestion  and  oedema,  and  which  is  accompanied  by  sick  stomach,  diplopia 
an(i  fever. 

OrurnALMOPLEGiA  on  Paralysis  of  tdb  Intkrxal  and  External 
Muscles  of  the  Eyeball). — This  con<iition  depends  not  upon  disorder 
of  function  of  any  single  cranial  nerve,  but  u|>on  interference  with  the  action 
of  the  tliird,  fourth,  and  sixth  nerves.  As  already  stated,  the  third  nerve 
supplies  the  cihary  muscle,  the  circular  fibres  of  the  iris,  the  suj>erior  rectus, 
internal  rectus,  inferior  rectus,  inferior  oblique,  and  the  levator  palpebrce. 
The  fourth  nerve  supplies  the  superior  obli(|uo,  and  the  sixth  the  external 
rectus.  When  morbid  change's  take  place  in  the  nuclei  of  these  nerves  the 
normal  co-ordinated  movements  of  the  eye  are  impaired  or  lost,  that  is 
to  say.  ophthalmoplegia  is  developed. 

Ophthalmoplegia  is  of  two  forms:  ophthalmoplegia  externa,  when  the 
paralysis  affects  the  external  muscles  of  tlie  eyeball  and  the  levator  palpebne; 
and  ophthalmoplegia  interna,  wlii-n 
only  the  pupillary  and  ciliary  nuiscles 
are  involved.  Ophihaluwplegia  in- 
terna is  fjuite  rare,  although  a  modi- 
fiei)  form  of  it  occurs  in  that  state 
called  the  Argyll-Robertson  pupil,  a 
condition  in  which  the  pupil  reacts  to 
accommo<lation,  hut  not  to  light. 
In  this  condition  tlie  lesion  exists  not 
in  the  nuclei  4>f  tlic  nervt-s.  for  if  it 
did  there  would  be  no  reaction  to  ac- 
commodation,  but  in  the  association 
fibres,  wherein'  the  reflex  pathway 
is  destroyed.  Opfifhalmajtlrtfin  rjr- 
terna.  on  the  other  hand,  is  by  no 
means  uncommon.  It  isa  condition 
depenrling  upon  a  centric  lesion,  and 
occurs  in  an  acute  and  <lironic  form 
(see  l)elow).  Because  of  the  fact 
that  the  lesion  is  centric  it  is  usu- 
ally bilateral,  and  if  all  the  muscles 
are  paralyzed  it  is  said  to  be  com- 
plete external  opbtJinlmoplegia, 
while,  on  the  other  band,  if  they  ai'c  smi 
nerve  escapes  while  the  others  are  involved 
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ply  impaired  in  function,  or  if  one 
it  is  spoken  of  as  partial  (Fig.  131). 
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Etiology  and  Pathology. — Ophthalmoplegia  is  due  to  a  large  number  of 
causes,  such  as  tumors,  areas  of  degeneration,  or  inflammatory  exudations, 
where  the  nerves  take  their  exit  at  the  base  of  the  brain.  (See  Plate  IX.) 
The  additional  causes  are  small  hemorrhagic  extravasations,  arteritis,  thiom* 
bosis,  or  embolism  of  the  small  vessels  which  supply  the  nuclei  of  these' 
nerves.  In  some  cases  the  lesions  resemble  those  of  acute  poliomyelitis,  and 
belong  to  the  affection  called  by  Wernicke  "polioencephalitis  superior." 

Symptoms. — ^The  symptoms  of  ophthalmoplegia  externa  vary,  of  course, 
with  the  nerves  which  are  affected  and  with  the  severity  of  the  lesions. 
When  the  morbid  process  is  severe,  there  is  not  only  loss  of  power  in  the 
ocular  muscles,  but  in  other  parts  as  well,  so  that  the  symptom-complex  of 
bulbar  paralysis  may  be  present;  or  if  the  tracts  to  and  from  the  higher  areas 
of  the  brain  are  involved,  such  symptoms  as  hemianaesthesia,  hemiplegia,  or 
hemiataxia  may  be  present.  The  pathological  processes  just  described 
are  varied  not  only  as  to  cause  and  situation,  but  as  to  acuteness  as  well. 
The  acute  form  is  ushered  in  by  a  train  of  symptoms  which  necessarily 
arise  when  areas  of  the  nervous  system  so  important  to  life  are  affected. 
Thus,  the  patient  suffers  from  vertigo,  headache,  vomiting,  and  even  coma. 
Unconsciousness  may  last  for  several  days  and  end  in  death,  or,  after  a 
period  of  a  week  or  ten  days,  consciousness  gradually  returns  and  the  symp- 
toms connected  with  the  eyes  alone  remain.  These  consist  in  double  ptosis 
and  various  palsies  of  the  ocular  muscles,  or  total  ophthalmoplegia.  The 
chronic  form  arises  when  the  nervous  lesions  are  gradual  in  onset,  although 
it  may  result  from  the  acute  type  just  discussed.  Here  again  the  degree  of 
the  paralysis  depends  upon  the  severity  of  the  lesions.  In  one  case  a  total 
palsy  may  be  present,  in  another  a  partial  palsy,  and  in  still  a  third  the  palsy 
may  be  progressive,  one  muscle  after  another  failing.  Sometimes  one  mus- 
cle improves  as  another  fails.  Ptosis  and  other  forms  of  ocular  palsy  may 
be  a  part  of  the  transient  and  recurrent  paralysis  in  myasthenia  gravis.  The 
prognosis  depends  upon  the  cause.  If  syphilis  is  a  factor  the  outlook  is 
favorable  as  compared  to  that  type  which  is  due  to  disseminated  scleroas 
or  bulbar  palsy.  In  no  case  is  the  outlook  anything  but  grave  as  to  recovery, 
although  about  one-half  of  the  mild  cases  recover. 

The  treatment  also  varies  with  the  cause,  and  yet  it  may  be  said  that,  be 
the  cause  what  it  may,  the  only  drugs  which  offer  any  promise  of  relief  in 
the  chronic  form  are  mercury  and  the  iodides.    Hot  baths  may  be  useful. 

In  the  acute  form  freedom  from  any  cause  of  excitement,  the  application 
of  cold  to  the  head,  and  the  use  of  aconite  to  quiet  the  circulation,  if  it  is 
excited,  may  be  of  some  value. 
'.\  The  Seventh  or  Facial  Nerve.— The  nucleus  of  the  facial  nerve  is  found 

1 1  in  the  lower  part  of  the  pons.    From  this  nucleus  its  fibres  pass  upward  and 

\\  backward  to  the  floor  of  the  fourth  ventricle,  where  they  make  a  sharp  turn 

inward  and  forward  about  the  nucleus  of  the  sixth  nerve,  and  finally 
make  their  exit  between  the  pons  and  the  medulla  (Plate  IX.)  near  the 
eighth  nerve.  After  leaving  the  pons,  the  seventh  nen'e  passes  into  the 
internal  auditory  foramen  of  the  petrous  portion  of  the  temporal  bone,  and 
after  passing  through  the  aqueduct  of  Fallopius  emerges  from  the  stylo- 
mastoid foramen  upon  the  surface  near  the  lobe  of  the  ear.     (See  Plate  X.) 
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At  this  point  it  is  dixnde*!  into  many  branches  which  supply  the  muscles 
of  the  face  with  motor  impiilsrs.  (Soe  Plate  X.)  I'pon  the  fibres  of  the 
facial  ncn'e  just  as  it  enters  the  auditory  foramen  a  ganglion  occurs,  com- 
monly called  the  geniculate  ganj^Hon.  This  i;ariglio«  consists  of  an  aggre- 
gation of  cell  bodies  connects!  with  sensory  fibres  from  the  chorda  t^Topani 
nerve,  which  is  a  nerve  of  sensation  and  is  concerned  with  the  special  sense 
of  taste.  The  filircs  of  tliis  nerve  do  not,  hnwever.  remain  in  contact  with 
those  of  the  facial,  but  leave  it  at  once,  and  !>y  way  of  the  Vidian,  or  superficial 
petrosal,  nerve  pass  to  the  superior  maxillary  branch  of  the  trifacial.  In 
addition  to  these  sensory  fibres  of  the  chorda  t>Tnpani,  the  facial  nerve  also 
has  associated  with  it  the  nerve  of  \VrIslx*rg,  which  is  prc>bably  sensory  in 
function,  and  which  lies  by  the  side  of  the  facial  nerve  as  its  fibres  pass  frum 
the  pons  to  the  auditory  foramen,  where  the  ganglion  of  the  chorda  tympani 
just  named  exists.  The  fibres  of  the  nerve  of  Wrisberg  tlien  pass  to  the 
nucleus  of  the  glossophar}'ngeal  nerve. 

Etiology. — Interference  with  the  function  of  the  facial  nerve  arises  from 
many  causes,  of  which  the  chief  and  most  fr('f|uent  are  injuries  in  its  course 
after  it  leaves  the  pons.  These  may  be  called  periphcial  lesions,  and  when 
the  paralysis  is  peripheral  it  is  railed  Hell's  palsy.  Thus,  it  not  infre- 
quently hapjiens  that  a  child  is  born  with  facial  palsy,  wliich  is  usually  due 
to  injury  to  the  nerve  during  labor  as  liy  the  pressure  of  forceps.  So,  too, 
facial  paralysis  is  sometimes  seen  in  children  and  in  aflults  as  a  result  of  a 
severe  blow  at  the  lower  part  of  the  ear.  or  of  an  attack  of  mumps  in  which 
the  inflammation  and  swelling  hns  been  severe.  Tumors  of  the  neck  and 
inflammation  in  the  middle  ear  also  may  cause  facial  palsy  in  this  manner. 

In  adults  fac*ial  palsy  is  often  due  to  an  inHaramation  in  the  stylcmastoid 
foramen  as  the  n-sult  of  exposure.  It  is  thought  by  some  that  this  takes  place 
in  certain  individuals  by  reason  of  the  fact  that  this  foramen  is  so  small  that 
very  slight  swelling  causes  pressure  (ui  the  nerve  and  ablation  of  its  function. 
It  is  this  tyj>e  of  jmralysis  following  exposure  to  cold  which  has  given  rise 
to  the  Ijelief  among  certain  ignorant  persons  that  it  is  possible  to  be 
"moon-stnick,"  because  a  person  has  slept  out-of-doojs  in  the  moonlight 
and  has  developed  facial  palsy  afterward.  The  real  cause  is,  of  course,  the 
exposure  to  cohl,  anil  not  the  inHuenee  of  the  moon.  That  cold  cannot 
always  be  the  cause  of  this  particular  form  of  facial  palsy  is,  however, 
evident  from  the  fact  that  the  condition  is  no  more  fufpieiit  in  winter  than 
in  summer.     Perba[)S  the  condition  is  really  one  of  iluiimatic  neuritis. 

More  serious  causes  of  facial  palsy  are  <liscase  processes  itisirh-  t!ie  skull 
which  press  upon  the  nerve  before  it  pass*s  through  the  atpu'duet  of  Fallo- 
pius.  These  conditions  are  tumor,  inllammatory  processes  at  the  base  of 
the  brain,  most  commonly  arising  from  injury,  syphilis,  or  tubercuUtsis,  and 
occasionally  one  of  the  acute  infec^tious  ^liscases.  So,  too.  a  fracture  of  the 
base  of  the  skull  may  produce  facial  paralysis.  Facial  palsy  i\ue  in  a  lesion 
in  the  pons  is  exceedingly  rare  as  a  single  symptom,  as  is  also  facial  palsy 
due  to  a  lesion  in  the  cortex.  On  the  other  hand,  facial  paralysis  is  usually 
present  in  cases  of  hemiplegia,  but  in  hemiplegia  the  upper  part  of  the  face 
escapes  the  paralysis,  being  itinervated  from  both  liemisphcies  of  the  braiii. 

The  pathological  chaiiges  which  take  place  in  the  facial  verve  in  cases  of 
65 
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facial  paralysis  (le]>en(l,  of  course,  upon  the  situation  of  the  lesion.  If  the 
lesion  occurs  in  thtf  nucleus  of  the  nerve,  or  involves  its  fibres  in  such  a  way 
that  it  fails  to  receive  its  normal  trophic  impulses,  degenerative  changes  at 
once  ensue,  tlie  neuritis  being  of  the  so-called  parenchymatous  ty]>e. 

Symptoms. — The  symptoms  of  facial  paralysis  are  very  characteristic.  The 
paralysis  is  nearly  always  unilateral  and  often  total,  in  the  sense  that  all  the 
muscles  upon  one  side  of  the  face  are  impaired  in  function.  It  sometimes 
happens,  however,  that  the  muscles  of  the  forehead  partly  escap>e.  Because 
of  the  paralysis  of  the  mnsdi^s  of  one  side  of  the  fa(*e  the  patient  is  unable  to 
wrinkle  the  bn>w  upon  one  side,  and  is  not  able  to  close  the  lids,  either  as  a 
reflex  act,  as  in  winking,  or  by  volition.  The  comer  of  the  mouth  on  the 
paralyzed  side  is  drooped,  and  if  the  patient  attempts  to  smile  only  one- 
half  of  his  visajje  is  wrinkled.  Tlie  nasolabial  fold  is  obliterated  on  the 
paralyzed  side  and  is  usually  accentuated  on  the  normal  side  as  a  n^sult  of 
the  contraction  of  the  muscles  which  are  no  longer  counterbalanced  by 
opposing  muscles.  The  condition  is  not  painful.  If  recovery  does  not 
promptly  ensue  the  reactions  of  degeneration  speedily  develop  in  the 
paralyzed  muscles,  and  there  may  be  contractures  in  them. 

Diagnosis. — ^The  manifest  paralysis  of  the  muscles  of  one  side  of  the  face, 
which  is  particularly  noticeable  when  tlie  patient  attempts  to  smile  or  frown, 
renders  the  diagnosis  of  facial  palsy  easy  and  the  symptoms  which  the  patient 
presents  can,  moreover,  be  used  very  successfully  in  many  cases  in  determin- 
ing; the  site  of  the  lesion.  Thus,  in  some  casvs  of  facial  paralysis  the  sense 
of  taste  is  modified  or  lost  upon  the  anterior  two-thirds  of  the  tongue  on  the 
side  affected.  If  this  symptom  is  present,  it  indicates  that  the  lesion  is  one 
which  involves  tlie  facial  nerve  between  the  geniculate  ganglion  and  the 
point  a  quarter  of  an  inch  above  tlie  stylomastoid  orifice,  where  the  chorda 
tympani  fibres  leave  it,  or,  to  put  the  proposition  reversely,  if  loss  of  taste 
docs  not  accompany  a  facial  palsy  the  lesion  is  either  in  the  stylomastoid 
foramen  within  a  quarter  of  an  inch  of  the  orifice  or  it  may  involve  the  ner\'e 
before  it  enters  tlie  bone.  So,  too,  if  there  is  unusual  sharpness  of  hearing 
with  some  buzzin;^  in  the  ear,  this  als'j  is  an  indication  of  a  lesion  near  the 
pons  or  in  the  Fallopian  canal,  since  it  is  due  to  paralysis  of  the  stapedius 
muscle  which  is  supplied  by  the  stapedius  nerve.  If  deafness  and  vertigo 
are  prest^nt  it  is  probable  that  the  condition  is  due  to  middle-car  disease  or 
to  some  lesion  whicli  also  involves  the  auditory  nerve  at  the  base  of  the 
brain.  A  study  of  the  electrical  reaction  of  the  paralyzed  muscles  is  alsi> 
of  great  value  for  the  purpose  of  localizing  the  lesions.  Thus,  if  the  lesion 
exists  in  the  stylomastoid  foramen,  the  muscles  of  the  face  are  cut  off  from 
the  trophic  impulses  which  they  normally  receive  from  their  nuclei  in 
the  pons,  and  as  a  result  the  reaction  of  degeneration  speedily  develops 
and  may  become  complete;  whereas,  on  the  other  hand,  if  the  lositm  which 
causes  paralysis  is  situated  in  the  motor  tract  above  the  nucleus  of  the  facial 
nerve,  or,  in  other  words,  if  it  involves  the  fibres  which  descend  from  the 
motor  area  of  the  cortex,  the  reaction  of  dep;eneration  rjocs  not  develop 
because  the  muscles  still  receive  trophic  impulses.  Further  than  this,  in 
these  cas?3  the  paralysis  is  never  so  complete  as  in  the  peripheral  type,  the 
patient  usually  being  able  to  wink  an<l  to  wrinkle  the  forehead,  the  muscle 
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of  the  forehead  frequently  esca])ing.  Centric  facial  paralysis  is,  however, 
exceedingly  rare  unless  associated  with  other  symptoms,  as  already  stated. 
In  those  rare  instances  in  which  the  facial  paralysis  arises  from  damage  to  the 
nucleus  of  the  facial  nerve  in  the  pons,  there  are  other  symptoms  of  a  pontile 
lesion  producing,  in  some  instances,  a  crossed  hemiplegia,  as  already 
4lescril)ed,  an  associated  paralysis  of  the  sixth  nerve,  or  the  s^inptoms  of 
ordinary  bulbar  paralysis.  In  these  cases,  too,  reactions  of  degeneration 
spee<lily  develop. 

Prognosis  — Tlie  prognosis  in  cases  of  facial  paralysis  varies,  of  course, 
with  the  situation  of  the  lesion  and  with  its  severity,  l^he  majority  of 
instances  get  well  l>ecause  they  have  their  origin  in  an  iriHammatory  process 
in  the  stylotuastoid  fonuiicn.  The  outlook  when  the  lesions  are  back  of 
the  stylomastoid  Foramen  are  not  so  favoral)le,  and  when  the  nucleus  of 
the  ner\*e  or  the  motor  area  of  the  cortex  is  diseasei!,  the  prognosis  is,  of 
course,  very  doubtful  as  to  recovery  of  power  in  the  muscles  of  the  face. 

Treatment. — The  treatment  of  paralysis  of  the  seventh  nerve  depends 
somewhat  upon  the  lesion  which  produws  it.  For  the  relief  of  that  form 
which  is  due  to  inflammation  in  t lie  stylomastoid  foramen,  it  is  cust^miary  to 
administer  mild  alteratives,  such  as  small  doses  of  the  iodide  of  potassium 
or  sodium,  in  order  to  hurry  the  absor[>tion  of  the  inHammatory  exudate. 
It  is  also  advisable  to  apply  a  small  blister,  alvout  the  size  of  a  postage 
stamp,  immediately  in  front  of  the  ear  for  its  counterirritant  effect.  In 
those  casj-'s  in  whicli  there  is  a  gouty  or  rheumatic  diathesis,  the  best 
results  are  often  obtained  by  the  use  of  the  salicylates  in  moderately  large 
doses,  10  to  15  grains  three  or  four  times  a  day,  or  10  drops  of  the  wine  of 
colchicum  root  and  10  grains  of  iodide  of  strontium  may  be  atlministered 
three  times  a  day.  The  use  of  electricity  for  the  purpose  of  maintaining 
the  nutrition  of  the  facial  muscles  in  any  case  of  peripheral  facial  palsy 
is  not  only  futile,  but  may  be  harmful,  for  the  cause  of  the  muscular  wasting 
is  lack  of  trt)phic  impulse,  and  as  these  impulses  cannot  reach  the  mus- 
cle, it  is  speeflily  exhausted  if  stimulated  by  the  electrical  current,  when 
deprived  of  its  ordinary  means  of  recuperation-  If  middle-ear  disease  is 
present,  it  must,  of  course,  !>e  treated  by  those  measures  which  are  com- 
monly employed  by  aurists.  In  cases  where  the  lesion  is  centric,  eounter- 
irritalion  is  useless.  The  only  hope  is  that  nature  aided  by  alterative  drugs, 
such  as  the  iodides,  may  cause  an  abaorjition  of  the  results  of  the  local  inflam- 
matory process.  W  liere  the  lesion  is  severe  enough  to  have  destroyed  the 
nerve  cells,  treatment  is  also  useless. 

Facial  Spasm. — Facial  spasm  due  to  irritation  of  the  facial  ner\e  is  a 
frequent  alFection.  It  may  be  geueral  or  localized  in  one  or  two  muscles. 
When  the  orbicularis  palpebrarum  is  al!ecte<l,  the  condition  is  called  '*  ble- 
pharospasm.*' As  a  rule,  the  muscles  about  the  nioutli  are  also  affected. 
When  this  is  the  case,  the  condition  is  called  one  of  **  blepharofacial 
spasm."  To  this  condition  the  French  tenn  "tic  convulsif**  is  sometimes 
applied.  The  cause  of  facial  spasm  is  unknown.  It  sometimes  develops 
in  nervous  individuals  as  a  rtsult  of  a  severe  nervous  shock.  In  some 
instances  it  seems  to  partake  of  the  nature  of  a  habit  spasm,  and  in  these 
cases  not  infrequently  a  lightning-like  contraction  of  the  muscles  of  the  face 
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takes  place.  Sometimes  in  addition  to  facial  spasm  there  is  also  torticollis. 
Very  rarely  facial  spasm  is  due  to  an  irritating  focus  in  the  motor  area  for  the 
face  in  the  cortex,  and  sometimes  it  is  the  early  or  first  symptom  of  an  oncom- 
ing epileptic  seizure.  In  ordinary  facial  spasm  the  muscles  are  not  persist- 
ently contracted,  but  suffer  from  twitchings  which  come  on  in  paroxysms, 
or  which  occur  singly  at  varying  intervals. 

The  prognosis  in  a  case  of  this  kind  is  not  very  favorable,  although,  as  a 
rule,  there  is  no  organic  lesion  to  maintain  it. 

The  treatment  of  facial  spasm  consists  in  a  careful  investigation  to  deter- 
mine if  there  is  any  localized  focus  which  gives  rise  to  reflex  irritation,  as, 
for  example,  disease  of  the  middle  ear.  If  such  an  area  is  found,  it  should 
of  course  be  removed.  In  some  instances  a  hyperaesthetic  spot  in  the  nasal 
mucous  membrane  may  be  discovered.  If  no  such  local  area  of  irritation 
can  bs  found,  there  is  little  left  for  the  physician  to  do  except  to  administer 
nervous  sedatives,  such  as  the  bromides,  chloral,  and  cannabis  indica,  but 
thess  in  turn  rarely  do  good  in  this  annoying,  harmless,  but  persistent  con- 
dition. In  young  persons  who  have  a  tendency  to  facial  spasm  a5  a  result 
of  habit,  a  powerful  mental  impression  may  aid  in  breaking  up  the  haUt, 
particularly  if  there  is  a  tendency  to  hysterical  manifestations. 

The  Eighth  or  Auditory  Nerve. — Disease  of  the  auditoiy  nerve  may 
result  in  deafness,  tinnitus,  vertigo,  and  loss  of  equilibrium. 

When  deafness  is  due  to  disease  of  this  nerve  it  commonly  arises  from 
some  degenerative  change,  which  in  turn  may  be  due  to  the  effect  of  an 
infectious  disease.  In  other  instances  the  deafness  is  due  to  a  congenital 
defect,  but  in  still  others  it  occurs  as  a  part  of  the  course  of  locomotor  ataxia, 
disseminated  sclerosis,  or  general  paralysis  of  the  insane.  More  rarely  it 
arises  from  a  tumor  of  the  brain  or  from  cerebral  syphilis.  In  deafness  due 
to  these  causes  the  so-called  cochlear  fibres  of  the  auditory  nerve  are  in- 
volved. The  condition  may  be  differentiated  from  that  form  of  deafness 
which  is  due  to  disease  of  the  middle  ear,  the  peripheral  fibres  of  the 
auditory  nerve  not  being  affected,  and  by  the  fact  that  the  latter  class  of 
patients  possess  the  power  of  perceiving  sound  transmitted  through  the 
bones  of  the  head.  Thus,  if  a  tuning  fork  is  placed  against  the  head,  or 
.  the  teeth,  the  patient  can  perceive  the  sounds  which  it  generates  if  the  deaf- 

ness is  due  to  a  peripheral  cause,  which  produces  interference  with  aerial 
sound  conduction  in  the  external  or  middle  ear,  but  he  cannot  perceive  its 
sound  if  the  deafness  is  due  to  a  centric  cause,  such  as  a  lesion  of  the 
;.  cochlea  of  the  internal  ear,  or  of  the  auditory  nerve  trunk,  or  of  the  auditory 

>  pathway  to  the  cortex.    Again,  in  those  cases  of  disease  of  the  auditory 

ji  nerve  of  a  centric  character,  the  patient  does  not  find  it  easy  to  hear  in  the 

^  presence  of  loud  noises,  as  he  often  does  in  cases  of  deafness  due  to  a 

I  peripheral  lesion. 

The  prognosis  in  deafness  due  to  centric  disease  of  the  auditory  nerve 
is  very  bad. 

When  tinnitus  is  present,  it  arises  as  the  result  of  irritation  of  the  cochlear 
portion  of  the  auditory  nerve  which  supplies  the  organ  of  Corti  in  the  internal 
ear,  or  of  those  fibres  which  pass  from  this  organ  in  the  nerve  trunk  itself. 
The  sound  may  vary  from  a  slight  buzzing  to  a  roaring,  ringing,  or  explo- 
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sive  noise  which  may  be  so  severe  as  to  be  insufferable.  Suicide  is  some- 
times threatent'ci  by  persons  who  are  not  only  persecutcil  by  these  noises 
<lunng  tlie  day,  but  are  unable  to  sleep  by  ni*;ht  from  the  same  cause.  Little 
can  l>e  (lone  frjr  niany  of  tliese  eases.  In  tliose  instances  in  which  tinnitus 
arises  from  miilWle-enr  disease  or  from  nnirmia  or  from  tlu'  use  of  drugs, 
such  as  quinine  and  salicylic  acid,  the  condition  can  often  be  relieved,  as  it 
depends  upon  an  irritation  and  not  upon  an  actual  lesion,  as  a  rule. 

The  treatment  dejxjids  ujMjn  the  cause  of  the  tinnitus.  If  it  is  (hie  to  an 
actual  U'siori  of  the  internal  ear  the  pnjt^nosis  is  bad  and  treatment  is  futile. 
If  it  is  due  to  gout,  atitcinia,  or  siun'hir  causes,  the  prof^nosis  is  fairly  goo(h 

Vertigo  is  a  conditi4>n  in  which  the  patient  lt>s<'S  the  sense  of  his  normal 
relation  to  surroun^linj^  objects.  In  some  instanc(*s  he  seems  to  be  wln'rletj 
abntit  in  space.  In  other  instances  he  seems  to  remain  stationary,  while 
other  objects  are  whirled  al>out  him.  As  the  patient's  conception  of  his 
relation  to  surrounding  objects  is  disturbe*!,  he  fre(|uently  falls,  since  this 
conception  has  much  to  do  with  the  motor  Impulses  by  which  he  controls 
his  muscles  in  connection  with  the  function  of  muscle  sense.  The  cause  of 
vertigo  may  Ix*  a  functional  disor4lcr  of  the  branches  of  the  auditory  nerve 
which  supply  the  vestibular  portion  of  the  internal  ear,  as  when  it  occurs  in 
the  course  of  indigestion  (autr>toxa*mia)  or  nn<lcr  the  influence  of  a  drug 
such  as  quinine,  or  it  may  be  due  to  actual  lesions  in  connection  with  these 
nerve  fibres  such  as  hemorrhages  into  the  internal  ear.  or  other  tlamage  to 
the  semi-<"ircular  canals.  Sometimes  also  it  seems  (o  he  due  to  rcHex  irrita- 
tion proihiccd  by  disease  in  the  middle  ear  or  in  the  external  meatus.  In 
other  instances  the  presence  of  a  foreign  body  in  the  meatus  produces  vertigo. 
When  vertigo  is  severe,  there  may  be  asso<*iated  with  it  great  nausea  and 
vomiting,  palpitation  of  the  heart,  [jrofuse  sweating,  a  sense  of  approaching 
syncope,  anti  even  collapse.  The  respirations  may  be  rapid.  These  symp- 
toms are  in  part  *loul)tlcss  due  to  the  mental  distress  or  fright  from  which 
the  patient  suffers.  There  is  proliably  no  symptom  which  causes  so  mncli 
fright  and  which  is  so  rarely  folhnve<l  by  death  as  severe  vertigo.  Nothing 
but  the  awful  apprehension  of  true  angina  pectoris  approaches  the  mental 
distress  of  the  patient  who  suffers  from  this  con(iition  in  its  well-developed 
fonn. 

One  form  of  vertigo  arising  as  the  result  of  disease  of  the  internal  ear  is 
ealleil  Minihrcs  dlscasr.  It  is  usually  severe  in  its  nature.  Its  onset  is 
sometimes  sudden,  the  patient  being  seized  with  prostration,  pallor,  vomit- 
ing, roaring  in  the  ears,  and  deafness  immediately  after  hearing  a  loud 
report  which  has  not,  of  course,  arisen  from  any  extraneous  source.  This 
form  of  vertigo  is  su])posed  to  be  due  to  a  hemorrhage  in  the  scmi-<'ireular 
canals,  and  resembles  in  its  onset  an  apoplectic  stroke,  but  it  is  not  cliarac- 
tcrized  by  paralysis.  In  some  instances  it  seems  to  depend  up<m  arterio- 
eapillary  fibrosis.  It  may  or  may  not  be  associated  with  absolute  deafness. 
In  the  majority  of  cases  the  jmtient  suffers  from  recurrent  attacks,  but  as 
the  (lisease  progresses  the  attacks  last  longer  and  longer,  and  finally  he  not 
uncommonly  has  constant  vertigo. 

The  prognosis  in  eases  of  vertigo  depends  entirely  upon  the  cause  of  the 
disorder.    If  it  is  due  to  an  organic  disease,  unless  that  disease  exists  in  the 
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middle  or  external  ear  and  is  removjftble,  the  outlook  is  serious.  Indeed,  the 
condition  may  be  considered  incurable  if  an  actual  organic  and  centric  lesion 
is  its  cause. 

In  Mdni^re's  disease  the  treatment  consists  in  rest  in  bed,  the  use  of  an 
ice-bag  on  the  head,  or  blister  behind  the  ear,  and  the  employment  of  lai^ 
doses  of  nervous  sedatives,  such  as  the  bromides  and  chloral.  Certain 
practitioners  claim  to  have  obtained  good  results  from  the  administration 
of  large  doses  of  quinine,  but  it  is  difficult  to  see  how  this  drug  can  do  good 
under  these  circumstances.  Indeed,  one  would  expect  it  to  make  the  con- 
dition much  worse. 

Vertigo  which  is  due  to  autointoxication  arising  from  an  abnormal  state 
of  the  bowels  or  kidneys  should  be  treated  by  the  administration  of  diuretics, 
cholagogues,  purgatives,  and  free  sweatings. 

The  Ninth  or  Olossopharyngeal  Ner^e. — ^The  ninth  nerve  is  the  nene 
of  sensation  of  the  pharynx,  the  palate,  and  the  middle  ear.  It  is  also  prob- 
ably connected  with  the  special  sense  of  taste  in  the  posterior  third  of  the 
tongue,  although  it  is  considered  by  some  physiologists  that  those  fibres 
which  are  connected  with  this  function  join  the  glossopharyngeal  fibres 
from  the  fifth  nerve.  Some  of  its  sensory  fibres  enter  the  medulla  oblongata 
near  the  olivary  body  and  terminate  in  the  gray  matter  on  the  floor  of  the 
fourth  ventricle,  while  another  set  of  fibres  ends  in  the  substantia  gelatinosa. 
From  the  latter  point  some  of  its  fibres  ascend  into  the  brain.  In  addition 
to  its  sensory  function  it  also  contains  motor  fibres  which  spring  from  cells 
known  as  the  nucleus  ambiguus.  These  fibres  make  their  exit  from  the  side 
of  the  medulla  back  of  the  olivary  body,  and  escape  from  the  skull  through 
the  jugular  foramen.  The  motor  fibres  supply  the  muscles  of  the  larynx, 
the  oesophagus,  and  pharynx,  and  are  also  connected  with  the  function  of 
respiration,  deglutition,  and  phonation. 

Paralysis  of  the  glossopharyngeal  nerve  is  exceedingly  rare,  and  therefore 
we  possess  but  little  information,  either  clinical  or  pathological,  concerning 
its  condition  in  disease.  Should  the  nerve  itself  be  damaged,  the  symptoms 
consist  in  hss  of  sensation  in  the  upper  half  of  the  pharynx,  loss  of  the  sense 
of  taste  on  the  posterior  half  of  the  tongue,  and  difficulty  in  stoallovnng 
because  of  paralysis  of  the  pharyngeal  muscles  and  because  of  the  loss  of 
reflex  irritability  of  the  mucous  membrane  of  the  pharynx.  Such  a  con- 
dition sometimes  develops  during  postdiphtheritic  paralysis.  When  lesions 
of  the  nuclei  of  this  nerve  take  place,  the  symptoms  are  practically  those 
of  bulbar  paralysis  (which  see). 

The  Tentfaf  or  Vagus  Nerve. — ^This  nerve,  sometimes  called  the  pneumo- 
gastric  nerve,  is  composed  of  both  sensory  and  motor  fibres.  The  sensory 
fibres  pass  upward  from  the  various  portions  of  the  body  which  they  supply 
and  enter  two  ganglia,  one  of  which,  the  upper,  is  large  and  oval,  and  the 
other  is  long  and  irregular  in  outline.  After  leaving  these  ganglia  the  fibres 
pass  to  the  medulla,  some  of  them  terminating  in  the  gray  matter  which 
exists  in  the  floor  of  the  fourth  ventricle,  thereby  forming  the  sensory  centres 
connected  with  respiration  and  the  heart.  Other  of  these  fibres  join  the 
ninth  nerve  and  end  in  the  substantia  gelatinosa  and  from  this  point  new 
fibres  ascend  to  the  brain.    Those  fibres  of  the  pneumogastric  which  are 
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motor  in  function  take  tlieir  origin  from  the  cells  of  the  nucleus  nmbiguus 
anil  escape  from  the  side  of  the  luedulhi,  forming  the  main  trunk  of  the  nerve. 
The  distribution  of  the  afferent  and  eiferent  fibres  of  this  nen'e  is  well  shown 
in  Plate  XI. 

The  tenth  nerA*e  has  a  far  larger  distriliution  than  any  other  cranial  nerve, 
supplying  the  pharynx,  the  larynx,  the  lieart,  the  kmgs,  fpsophagus,  stomach, 
an<i  intestines,  and  even  the  external  ear  thmugh  an  auricular  branch. 
According  to  some  physif>logists  it  is  the  chief  motor  supply  of  the  palate. 
It  joins  the  gloss<»pharyngeal,  or  ninth  nerve,  and  certain  sympathetic 
nerve  fibres,  in  the  formation  of  the  pharj'ngeal  plexus  which  supplies  the 
pharyngeal  muscles. 

The  su|XTior  laryngeal  branch  supplies  the  cricothyroid  muscle,  the 
thymcpiglottic  anrl  aryrpighittic  muscles,  and  tlie  inferior  laryngeal  branch, 
sometiracs  calle<i  the  recurrent  laryngeal,  supplies  the  other  laryngeal  mus- 
cles. By  means  of  the  sensory  fibres  which  exist  in  the  superior  laryngeal 
nerve,  the  mucous  membrane  of  the  epiglottis  possesses  sensation,  and  by 
means  of  those  sensory  fibres  which  exist  in  tlie  recurrent  laryngeal  the 
mucous  membrane  lx*low  the  vocal  conls  is  supplied  with  sensory  filaments. 
If  the  sensory  fibres  in  the  superior  laryngeal  nerve  are  stimulated,  the  respi- 
rations l>ecome  slower  and  deeper,  or  they  may  be  arrested  as  the  result  of  a 
reflex  impulse  which  passes  to  the  centre  in  the  medulla.  Closure  of  the 
glottis  may  also  be  proiluced  in  this  manner. 

The  pulmonary  branches  of  the  vagus  contain  motor  fibres  which  supply 
the  unstriateii  muscles  of  the  bronchi,  and  sensorj'  fibres  for  the  mucous  mem- 
brane of  the  bronchi.  They  apparently  also  contain  fibres  centripetal  in 
character,  wliich  when  stimulated  diminish  (he  iidiil)itory  action  of  the  pncu- 
mogastric  nerve  upon  the  heart,  thereby  producing  tachycardia.  Those 
branches  of  the  vagus  which  supply  the  crsophagus  innervate  its  muscles, 
on  the  one  hand,  and  supply  its  mucous  uiembrane  with  sensory  filaments 
on  the  other;  while  those  which  pass  to  the  stomach  Ci)ntain  not  only  fibres 
which  govern  its  nuisclcs.  but  also  other  fibres  which  control  its  secretion 
and  its  blijod  supply.  The  same  facts  hold  true  of  those  fibres  which  pass 
to  the  intestines.  Last,  but  by  no  means  least,  the  pneumogastric  sends  fibres 
to  the  heart,  and  through  those  pathways  an  inhibitory  action  ia  exercised 
which  if  stimulated  may  temporarily  anvst  the  heart  in  diastole. 

Not  only  is  the  pneunmgastric  nerve  of  very  great  importance  because 
of  tlie  multiple  functions  which  it  possesses,  but  it  is  also  of  great  importance 
to  the  clinician  because  it  not  infrequently  suffers  from  disease.  Though 
it  is  rarely  the  vietim  of  primary  neuritis,  cases  of  rheumatic  neuritis  of  both 
recurrent  laryngeal  nerves  have  been  rejKirted,  and  instances  in  which  this 
nerve  has  been  involved  in  cases  of  multiple  neuritis  due  to  poison,  such  as 
alcohol,  for  example,  are  by  no  means  rare.  So.  too,  it  sometimes  suffers 
in  diphtheritic  paralysis,  and  from  neuritis  arising  from  the  poisons  of 
various  infectious  diseases  such  as  typhoi*!  fever,  pneumonia,  scarlet  fever, 
malaria,  and  influenza,  from  tumors  and  inflammation  in  the  mediastinum, 
disease  of  the  jugular  vein,  tulierculosis  of  the  mediastinal  glands,  and  from 
pressure  upon  the  nerve  exercised  by  reason  of  dilatation  of  the  left  auricle 
iu  cases  of  mitral  stenosis.    lu  those  instances  in  which  tlie  centres  of  the 
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pneumogastric  nerve  are  affected  by  disease,  we  find  that  tumors,  hemorrhagic 
extravasations,  the  lesions  of  [oeomotor  ataxia,  and  disseminated  scleroj* 
are  the  causes.     In  still  other  instances  the  disonler  of  the  fimction  of  thi 
nerve  develops  as  the  result  of  bulbar  paralysis.    Cases  are  als*:>  on  reoor 
in  which  the  fibres  of  tlie  nerve  outside  of  the  medulla  have  Ix'en  pressed! 
upon  by  tumors,  by  the  exudations  due  to  meningitis,  hemorrhagt^s,  and  byl 
bone  disease. 

The   symptoms  of   disorder  of   the  function  of   the  vagus  nen'e  are,  of 
course,  very  varied.     If  the  lesion  exists  at  the  base  of  the  brain  it  nearlj 
always  happens  that  there  is  paralysis  of  the  other  cranial  nen'es.  particu- 
larly of  the  ninth,  eleventh,  and  twelfth.    In  such  a  ease  if  the  fibres  on  one 
aide  alone  are  affected,  there  is  unilateral  paralysis  of  the  fauces,  the  palate, 
an<l  the  larynx.     The  speech  is  nasals  and  the  act  of  swalloxving  may  bej 
impaired.    There  is  also  interference  with  the  action  of  tlie  vocal  cords.    If 
the  recurrent  laryngeal  branch  is  affected,  there  is  larifjigral  paraJi/sis.    The 
vocal  cord  on  that  side  remains  midway  Ijetween  adduction  and  alxiuction,  j 
and  fails  to  move  during  phonation.    If  both  of  the  recurrent  larjnigeal  nervea^f 
are  paralyzed,  the  patient  suffers  from  aphonia,  inspiratory  stridor ,  anJ^l 
dyspufjea.    Wfien  the  pulmonary  fibres  are  affected,  particularly  if  the  lesions 
are  bilateral,  tlie  rcspirniions  may  become  rapid  and  irregular. 

Irritation  of  the  pulmonary  fibres,  directly  or  indirectly,  may  cause  spasm 
of  the  bi-onchial  muscles,  and  hyperiemia  and  congestion  of  the  bronchial 
mucous  membntne  (asthma). 

If  the  gastric  fibres  are  involved,  there  may  be  vomiiing,  fain  in  the 
stomach,  and  loss  of  the  sense  of  hunger  and  thirst.  When  the  cardiac  fibres 
are  severely  atTeeteil,  the  pulse  rate  may  be  markedly  accelerated.  If  they  are 
irritated,  an  exceedingly  slow  pulse  may  be  present. 

The  treaimcni  of  <lisorders  of  the  vagus  nerve  depends  largely  upon  the 
cause  which  underlies  the  disturbance.  If  there  is  reason  to  believe  that 
there  is  a  syphilitic  exudate  at  the  base  of  the  brain,  or  a  s^'philitic  arteritis, 
the  iodides  and  mercury  are,  of  course,  indicated.  So,  too,  in  that  form  of  dis- 
order of  the  vagus  which  results  from  lead  poisoning,  the  iodides,  hot  baths. 
and  purgatives  arc  required.  If  it  is  believed  that  a  gummatous  gron-tli 
exists  in  the  thorax  which  irritates  the  vagus  by  pressure,  antis}'philitic  J 
treatment  is  necessary.  If  there  is  a  distinct  rheumatic  history  leading  one^f 
to  believe  that  the  recurrent  laryngeal  ner\TS  are  suffering  from  rheumatic  ^1 
paralysis,  already  mentioticfl,  the  iodides  and  the  salicylates  are  advisable. 
Digitalis  may  also  be  useful  for  the  purpose  of  stimulating  the  pneumogas- 
tric nerve  in  those  cases  in  which  tachycardia  is  present,  and  atropine  may  Ik* 
used  with  the  object  of  diminishing  irritation  in  this  nerve  by  depressing  I 
its  peripheral  fibres  when  the  pulse  is  unduly  slow. 

Eleventh  or  Spinal  Accessory  Neire. — The  eleventh  or  spinal  accessory 
nerve  is  composed  of  two  parts,  an  accessor^'  portion,  which  goes  to  the 
pneumogastric,  and  a  spinal  portion.  The  accessory  branch  is  formed 
by  several  fasciculi  which  spring  from  the  medulla  in  series  with  the 
roots  of  the  vagus.  These  fasciculi  form  a  trunk,  and  to  this  trunk  are 
joined  the  fibres  from  the  spinal  portion.  The  nerve  leaves  tlie  cranium 
with  the  pneumogastric.     In  its  passage  through  the  jugular  foramen  \t\ 
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semis  fibres  to  tin*  nx)t  ganglion  of  the  vagus,  while  others  pass  over 
the  surface  of  this  ganglion  into  the  pharyngeal,  superior  lan'ngeal,  and 
recurrent  larvngcal  nerves.  Most  of  the  motor  fibres  of  the  pneuniogastric 
arc  derived  from  t!iis  accessory  branch.  The  syjfnal  portion  of  the  nerve 
arises  by  a  series  of  roots  which  spring  from  the  lateral  portion  of  the  spinal 
eord,  even  as  low  as  the  sixth  or  seventh  cervical  ner\e  roots.  They  spring 
from  the  lateral  column  near  the  origin  of  the  posterior  ner\'e  roots  and 
form  an  ascending  trunk,  which  enters  the  skull  and  unites  with  the  acces- 
sory portion,  iis  already  dc3cril>ed.  Before  entering  the  jugular  foramen, 
however,  certain  of  its  fibres  leave  the  accessory  pt)rlion,  make  a  sharp 
turn  backwani  near  the  internal  jugular  vein,  and  enter  the  deep  surface 
of  the  stemomastoid  muscle,  which  mus^'le  it  supplies.  Passing  through 
this  muscle,  it  enters  under  the  tra{>e7,ius,  a  short  distance  above  the  clavicle. 
Here  it  anastomoses  with  fibres  from  the  third  and  fourth  cervical  nerves, 
forming  a  plexus,  which  supplies  the  trapezius  muscle. 

Symptoms. — Disturbances  in  the  function  of  the  accessory  nerve,  so  far 
as  its  spinal  part  is  concerned,  result  in  torticollis,  which  occurs  as  congenital 
wrj'neck,  as  wryneck  due  to  injury,  and  true  spasmodic  wn»'neck.  The 
congenital  form  is  due  to  some  defect  in  development  or  to  injury  of  the 
stemomastoid  muscle  at  the  time  of  delivery.  The  riglit  side  is  affected  in 
the  majority  of  cases.  The  stemomastoid  muscle  is  not  in  the  spasm,  but 
the  hca<l  is  drawn  to  one  side  and  rotated  to  the  opposite  side  as  the  result 
of  shoiiciiing  of  the  muscle  upon  the  side  to  which  the  head  is  drawn.  Not 
rart^ly  there  is  associated  with  this  atrophy  some  wasting  of  the  muscles  of 
the  face  upon  this  side.  Spasmodic  vnpieck^  on  the  other  hand,  is  due  to  a 
true  spasm  of  the  muscles  supplied  by  the  spinal  accessory.  It  is  not  met 
with  in  chihlren,  and  very  rartly  in  a<lvanced  life,  but  occurs  most  frequently 
in  iniddk^agcd  persons.  In  a  certain  proportion  of  cases  the  patients  are 
distinctly  hysterical,  and  the  spasm  follows  some  nervous  shock.  In  other 
eases  no  hysterical  stigmata  arc  present,  and  it  is  thought  that  the  condition 
is  due  to  that  somewhat  indefinite  state  called  **  r)*eumalism.*'  This  fonn 
of  wryneck  <liffers  from  the  congenital  variety  in  that  it  is  usually  aeeom- 
panicil  by  pain.  The  spasm  may  not  l>e  constant  but  intermittent.  The 
chin  is  often  protruded  and  raised.  At  times  the  spasm  extends  to  the 
muscles  of  the  face,  and  facial  twitching  may  occur.  Often  the  condition 
becomes  one  of  tonic  spasm  after  having  l)egun  as  clonic  spasm,  and  if  the 
condition  persists  for  any  length  of  time  the  affected  muscles  may  undergo 
hypertrophy,  and  those  on  the  opposite  side  may  atrophy  from  disuse. 

Those  forms  of  wryneck  in  adults  which  are  characterized  by  intennittent 
or  clonic  spasms  are  rarely  rhie  to  rheumatism,  so  called,  but  dcjK'nd  upon 
some  neurosis;  whereas,  the  tonic  spasm  may  be  due  simply  to  muscular 
fixation  through  pain.  In  the  hitter  chiss  of  cas<'S  the  prognosis  is  exceed- 
ingly good,  the  condition  usually  disappearing  under  the  use  of  hot  appli- 
cations or  eounterirritant  liniments,  and  the  internal  administration  of  the 
salicylates  and  the  iodides.  Certain  persons  have  advised  the  intramuscular 
injection  of  atropine,  in  the  dose  of  ^  of  a  grain,  directly  into  the  l>*dly  of 
.  the  afflicted  muscle  in  order  tliat  it  may  depress  the  jxTipheral  motor  ncn'c 
I  endings.     ^NTiile  this  is  efficacious  in  some  cases,  it  is  prone  to  p)roduce 
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moderate   systemic   symptoms,  and  is   not   to   be   resorted   to    unless  the 
condition  fails  to  yield  to  the  plan  of  treatment  already  suggested.  ■ 

The  type  depending  upon  a  neurosis  is  much  more  ditlicult  to  treat.    It 
often  remains  unchanged  for  many  months,  and  indeed  may  become 
permanent  condition.    Sometimes  a  nervous  shock,  or  some  accident,  maj 
suddeidy  end  the  spasm. 

Under  the  unfortunate  name  of  "  spurious  >vTyneck,"  a  condition  of  wry- 
neck develops  as  a  result  of  caries  of  the  spine,  the  spasm  of  the  rausclej 
being  due  to  the  lesions  in  the  vertebrae,  or  the  distortion  is  due  to  the  fa 
that  these  bones  do  not  properly  support  the  head. 

Under  the  name  of  "  spasmus  Nutans,*'  or  *'  nodding  spasm,"  a  condition 
is  met  with  in  which  the  muscles  upon  both  sides  of  the  neck  are  affected  in 
such  a  way  that  there  is  a  nodding  movement.  It  occurs  in  poorly  nourishedj, 
neurotic  individuals,  and  closely  resembles  habit  chorea.  The  s^Tnptonu 
become  most  marked  when  attention  is  called  to  them,  and  are  usually 
absent  during  sleep. 

Paralysis  of  the  spinal  accessory  may  be  due  to  injury,  disease  of  the 
vertebne,  muscular  atrophy,  or  any  form  of  tlisease  of  the  spinal  cord  in  th<s 
cervical  region.     As  the  result  of  the  paralysis  there  may  be  loss  of  powt 
to  rotate  the  head  upon  the  vertebral  axis.    The  stemomastoid  muscle  do 
not  stand  out  prominently  as  it  does  when  affected  by  spasm,  and  there 
difficulty  in  raising  the  arm  at  a  right  angle  to  the  body.     In  those  cora^ 
paratively  rare  cases  in  which  the  paralysis  is  bilateral,  the  head  may  appea 
to  be  fixed,  as  if  the  fixation  were  due  to  spasm. 

Twelfth  or  Hsrpoglossal  Nerve.^Tlie  twelfth  or  hypoglossal  nerve  aris 
from  a  group  of  cells  in  the  floor  of  the  fourth  ventricle,  at  if.s  lowest  point' 
Its  fibres  emerge  from  the  meihiUa.  and  escape  from  the  skull  through  the 
anterior  condyloid  foramen  of  the  atlas,  and  so  pass  to  the  muscles  of  the 
tongue.    Injury  and  disease  of  this  nerve  rarely  take  place  in  its  pcriphei 
filaments.    Nearly  always  when  it  is  affected,  the  lesion  is  in  the  bulb  or  iii 
the  brain.    Thus,  out  of  79  cases  collected  by  Ascoli,  in  only  one-third  wen 
the  peripheral  fibn\s  affected.    The  causes  of  centric  disease  of  the  hvf 
glossal  nerve  are  an  inflammatory  process  or  growth  at  the  base  of  the  brainJ 
or  in  the  medulla  oblongata.     When  the  lesion  is  in  the  medulla,  there 
usually  bilateral  paralysis  with  wasting  of  the  tongue,  but  as  the  nuclei 
all  the  cranial  nerves  have  their  origin    nearby,  it  nearly  always   happoufl 
that  there  are  evidences  of  paralysis  of  the  other  cranial  nerves  present| 
Inside  the  bony  casement  the  causes  of  hypoglossal  paralysis  are  inflanmia- 
tory  exudates,  hemorrhages,  and  disease  of  the  bone.       Very  rarely  the 
peripheral  filaments  of  the  nerve,  after  they  take  their  exit  from  the  atla 
suffer  from  neuritis. 

In  some  cases  of  locomotor  ataxia,  syringomyelia,  and  multiple  sc1erosis»l 
there  is  hemiatrophy  of  the  tongue  with  paralysis.    The  same  smpton 
also  occurs  when  damage   is  done  to  the  peripheral  fibres  of  the  ner\'e,l 
The  tongue  lies  on  the  floor  of  the  mouth,  and  it  is  impossible  for  tlifl 
patient  to  move  the  tongue  upon  the  paralyzed  side.     If  the  tongue  is  pro-" 
truded,  it  deviates  to  the  paralyzed  side,  but  sometimes  while  the  main 
body  of  the  tongue  may  be  deviated  in  this  manner,  the  tip  points  toward] 
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the  sound  side,  Remak  points  out  that  while  the  tongue  lies  on  the 
floor  of  the  mouth  apparently  paralyzed,  it  can  be  easily  pushed  aljout 
by  the  finger  if  the  paralysis  is  organic;  whereas,  in  hysteria,  all  attempts 
to  move  the  tongue  by  the  finger-tip  cause  efforts  to  resist  these  move- 
ments. The  paralysis  of  the  tongue  impairs  the  speech,  and  also  inter- 
feres with  deglutition  and  mastication  when  the  paralysis  is  bilateral. 

The  prognosis  varies  with  the  cause  of  the  lesion.  In  syphilitic  cases 
recovery  sometimes  occurs  under  active  mercurial  treatment.  In  the  so- 
called  rheumatic  cases,  it  may  take  place  under  the  influence  of  the  iodides 
or  salicylates.  If  an  actual  lesion  at  the  point  of  origin  exists,  the  prog- 
nosis is  bad. 

DISEASES  IN  WEICQ  THE   CHIEF   MANIFESTATIONS    ARE 
IN  THE  MUSCLES. 


MUSGULAE  DYSTROPHIES. 


I 


Definition. — Under  this  term  are  doscrlbcfl  several  related  maladies, 
characterize<l  by  alterations  in  the  trophic  state  of  the  muscles,  which  are 
met  with  almost  always  in  early  life  and  which  are  not  due  to  disease  of  the 
nervous  system — tliat  is  to  say,  they  are  primarily  muscular  in  origin. 
The  alterations  in  the  muscles  cause  loss  of  power  and  the  paralysis  may 
be  thought  to  be  <lue  to  a  spinal  lesion,  but  this  is  not  the  case. 

Muscular  dystix>phy  has  been  divided  by  Krb  info  three  forms,  namely, 
pseudomuscular  hy|)ertn>phy^  Erb's  juvenile  tlystrophy,  and  the  Landouzy- 
D^jerine  type  of  dystrophy.  Several  other  tj'pes  have  been  described  by 
other  writers.     (See  below.) 

Etiology,— Tlic  etiology  of  these  dystrophies  is  not  known,  but  they  are 
all  believed  to  Ik^  ^lepcndent  upon  faulty  development  of  the  muscles  affected. 
In  other  woiyLs,  it  would  seem  fus  If  the  vitality  of  certain  musc*les  is  of  such 
a  character  that  they  undergo  s<*niie  changes  early  in  life.  When  injuries 
and  the  acute  infectious  diseases  swm  to  be  causative  factors  it  is  probable 
that  they  act  only  indirectly  in  that  they  hasten  the  degenerative  changes 
in  the  feeble  parts. 

Pathology  and  Morbid  Anatomy. — ^The  changes  in  the  muscles  in  cases 
in  which  atrophy  takes  place  consist  in  a  wasting  and  thinning  of  the  muscle 
fibrils  within  the  sarcolemma.  They  become  shortened  and  pigmented. 
In  nther  cases  a  true  degenerative  process  goes  on,  the  fibrils  become  swollen, 
suffer  from  fatty  or  albuminoid  chnngt^s,  and  show  fatty  and  granular  masses 
within  the  sarcolemma,  until  finally  the  sarcolemma  may  contain  nothing 
but  fatty  globules.  In  a  third  form  of  dystrophy  there  is,  in  addition  to  fatty 
degeneration  in  the  fibrils,  a<!eposit  of  fat  lx»tween  the  sheaths  covering  the 
fibrils.  With  these  changes  there  is  also  an  overgrowth  of  connective  tissue, 
and  as  a  consequence  a  muscle  which  is  so  large  as  to  appear  strong  and 
powerful  is  in  r<*ality  feeble  or  powerless. 

Pseudomuscular' Hypertrophy. —This  form  of  muscular  dystrophy  is 
essentially  a  disea.se  of  early  childliood  beginning  between  the  second  and 
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seventh  year.  It  is  characterized  by  enlargemem 
calves  of  the  legs,  which  soon  are  seen  to  be  prop 
the  rest  of  the  child.  It  is  then  noticed  that  these 
this  weakness  causes  the  patient  to  walk  awkwardly 
obstacles,  to  tire  easily,  and  to  have  difficulty  in 
to  the  erect  posture,  so  that  the  patient  gets  on  his 
does,  largely  by  the  aid  of  the  forelimbs.  But  whil 
cles  of  the  calves  and  of  the  anterior  portion  of  the 
are  enlarged,  it  will  also  show  that  the  gluteal  mi; 
that  the  muscles  of  the  back  are  weakened,  with 
developed  anterior  curvature  of  the  spine  and  a  p 

When  the  disease  is  still  further  advanced  alteratic 
muscles  about  the  shoulder-blades  is  usually  presen 
supraspinatus,  the  biceps,  and  the  triceps  underj 
appear  to  be  increased  in  size  because  they  seldom 
which  makes  the  muscles  in  the  legs  seem  unusual 
however,  such  a  fictitious  hypertroph;^  may  be  pi 
because  of  loss  of  power  in  the  rhomboidei,  in  the  I 
and  in  the  serrati.  The  shoulder-blades  occupy 
position,  and  because  of  the  wasting  of  the  muscl 
may  be  great  feebleness  in  the  movements  of  the  u] 
of  the  forearm  and  hand,  however,  usually  escape 

Contractures  appear,  which,  like  contractures  i 
cular  atrophy,  result  in  deformities  such  as  club-fo< 
upon  the  thighs  and  the  thighs  upon  the  pelvis, 
take  place  in  the  arms.  It  is  a  fact  worthy  of  note 
of  muscular  atrophy,  this  disease  does  not  show  £ 
the  muscles,  nor  are  the  reactions  of  degeneration 
muscles  are  considerably  atrophied.  Sensation  is 
are  preserved,  unless  the  muscles  are  so  complete 
unable  to  contract. 

Prognosis. — ^The    prognosis   in   these   cases   is 
Periods  of  arrest  in  the  advancement  of  the  disea 
mately  the  patient  is  absolutely  helpless.    Death  ne 
muscular  hypertrophy  directly,  being  caused  in  mc 
diseases  which  attack  the  enfeebled  body. 

Erb's  Juvenile  Muscular  Dystrophy  or  Scj 
This  form  of  dystrophy  begins  at  about  the  time 
tween  twelve  and  sixteen;  rarely  as  late  as  thetweni 
muscles,  the  trapezii,  the  latissimus  dorsi,  the  rh 
toids  undergo  apparent  hypertrophy  with  progre 
results  in  the  falling  forwanl  of  the  shoulders,  so  tl 
attitude  is  maintained  as  if  there  was  a  fracture 
scapulae  are  prominent.  In  some  cases  the  diseas) 
if  it  does  not,  the  loss  of  power  extends  to  the  mi 
various  forms  of  spinal  curvature  develop.  After  t 
and  those  of  the  thigh  become  enfeebled.  They  may 
seeming  hypertrophy.    When  the  muscles  of  tiie  leg 
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may  be  present.  The  chief  (hfference,  therefore,  between  pseudomiiseiilar 
hypertrophy  and  Erb's  juvenile  type  of  muscular  dystrophy  is  the  fact  that 
the  latter  disease  develops  later  in  life,  that  it  affects  the  upper  extremities 
before  it  affects  the  lower  extremities,  and  that  atrophy  is  more  marked 
than  hypertiT>phy. 

Lanilouzy-Dejerine  Type  of  Muscular  Dystrophy  or  Facioscapulo- 
humeral Type. — This  type  of  muscular  dystrophy  may  appear  in  early 
childhoocJ  or  in  adult  life.  It  is  eliaracteri/ed  by  the  j)ecuUar  fact  that  the 
atrophy  develops  in  the  muscles  of  the  face,  partictilarly  the  orbicularis  oris, 
and  e.xtends  to  the  muscles  of  the  cheeks  and  those  of  the  forchea<i,  with 
the  result  that  the  lips  lose  power;  the  mouth  cannot  Ix?  closed,  but  has  a 
peeuhar  poutinp;  expression,  and  speech,  at  least  so  far  as  labial  and  lingual 
sounds  are  concerned,  becomes  very  defective.  So,  too,  the  face  loses  its 
power  of  expression  from  a  similar  cause,  and  there  is  dribbling  of  saliva 
because  the  lower  lip  sags.  Both  sides  of  the  face  are  usually  affected.  The 
orbicularis  palpebrarum  usually  escapes,  as  do  also  the  masscter  muscles. 
Later,  the  muscles  of  the  shoulders  become  affected,  and  finally  those  of  the 
trunk  and  legs  l)econie  involved  until  the  case  closely  resembles  either  one 
of  the  forms  of  muscular  dystrophy  just  described,  save  that  the  facial  symp- 
toms are  prominent. 

In  some  cases  thea_>Tnptoms  of  these  three  fonns  of  dystrophy  overlap  one 
another  to  such  an  extent  that  it  is  <HHicult  to  determine  to  which  ty}>e  an 
indivitlual  patient  belongs. 

Treatment. — No  fomi  of  special  treatment  can  pi-oduee  advantageous 
results.  The  b*'st  that  can  he*  done  is  to  order  for  the  patient  an  out-door 
life,  if  possible  in  the  country,  and  in  a  climate  wheiT-  he  can  remain  ftjr  many 

I  hours  in  sunshine  antl  in  a  place  where  he  can  receive  excellent  fuod.  Gentle 
massage  and  Swe<]ish  movements  may  be  employed,  but  care  must  be  taken 
not  to  tire  the  wasting  muscles.  The  most  that  can  be  expected  from  this 
plan  of  treatment,  liowever,  is  the  temporary  arrest  of  the  malady.  No  real 
improvement  usually  i»ccm*s.  Efforts  to  ctjrreet  deformities  proiluced  by 
contractures  arc  generally  useless,  since  the  relief  is  but  temporary. 
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DeGnition. — This  is  a  form  of  progressive  muscular  atrophy  whicli  begins 
in  the  muscles  innervate<l  by  the  peroneal  nerves,  and  which  does  not  exte«d 
higher  than  the  knee.  After  the  symptoms  in  the  legs  have  developed,  a 
somewhat  simihir  condition  may  ail'eet  the  muscles  of  the  ban*!  aiKJ  fore- 
arms. It  is  sometimes  given  the  name  of  the  *'Charcot-Marie-Tooth"  form 
of  progressive  muscular  atrophy,  or  is  callctl  the  '*  progressive  neural  muscu- 
lar atrophy  of  Hoffman,"  or  primar}'  neuritic  or  neurotic  atrophy.  It  is 
an  uncommon  disease,  but  not  so  rare  as  was  formerly  Iwlievecl. 

Etiology. — There  seems  to  l>e  a  distinct  hei-editar}'  pre*h'sposition,  since 
it  frequently  affects  several  members  of  a  family,  and  can  l>e  traced  through 
several  generations.  It  usually  develops  during  the  first  two  decades  of 
life. 
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Pathology  and  Morbid  Anatomy. — ^The  condition 
erative  changes  in  the  muscles,  in  the  nerves,  and 
tenor  columns  of  the  spinal  cord.  There  is  alsosora 
atrophy  in  the  anterior  horns  of  the  gray  matter,  and  f 
the  lateral  columns  of  the  cord.  Whether  the  diseas 
nerves  primarily,  or  whether  the  lesion  begins  in  th< 
gray  matter  in  the  spinal  cord,  is  unknown. 

Symptoms. — The  symptoms  of  this  form  of  musci 
weakness  of  the  muscles  of  the  foot  and  of  the  peror 
followed  by  atrophy  in  the  anterior  and  posterior  ti 
production  of  drojh-foot,  which  makes  it  impossible  f 
Unlike  the  two  forms  of  muscular  dystrophy  just  d< 
tractions  are  present  in  the  affected  muscles,  and  tl 
activity  and  of  electric  excitability,  so  that  the  lasl 
of  degeneration  may  finally  be  present.  The  various 
come  on  as  secondary  conditions.  When  the  upper  e 
fibrillary  contractions  can  be  seen  in  the  muscles  of  t 
of  power  has  been  present  for  some  time,  deformities 
from  contractures.  In  some  cases  the  progress  of  th< 
rapid,  but  in  others  it  is  equally  slow.  In  still  othe 
so  that  all  the  muscles  of  the  extremities  and  trunk, 
face,  may  undergo  atrophy. 

Prognosis. — ^The  prognosis  as  to  recovery  is  hope 
live  for  many  years  unless  destroyed  by  some  intei 

Treatment. — Aside  from  hygienic  measures,  no  m< 
arrest  the  progress  of  the  malady. 


FUNCTIONAL  NERVOUS  DISEASES  ANI 
DISPUTED  PATHOLOOT. 

MTOTONIA  OONGENITA. 


Definition. — Myotonia  congenita,  commonly  ealle 
is  an  exceedingly  rare  affection  not  dependent  up 
vous  system,  and  characterized  by  hypertrophy  o 
with  the  proliferation  of  their  nuclei.  These  cha 
power. 

Symptoms. — ^The  chief  symptom  of  Thomsen's  disi 
muscles,  which  develops  after  they  have  been  quiescei 
muscles  comes  on  when  the  patient  attempts  to  move 
as  to  make  walking  practically  impossible.  Because 
patient  to  balance  opposing  muscles  in  different  po 
may  fall.  After  a  time,  if  the  patient  persists  in  his  < 
make  other  movements,  the  spasm  passes  off,  and  the 
the  normal  individual  so  that  ordinary  movements  c 
ease;  but  if  the  muscles  are  irritated  bv  oercussion  or  i 


another  attempt  is  made  to  move,  they  instantly  pass  into  spasm 
alTeettHl  muscles  develop  cleetrical  rearfioiis  of  a  peculiar  type,  namely, 
a  tonic  contraction  under  the  galvanic  current,  which  ct^mes  on  shig^ishly 
and  lasts  longer  than  in  health.     If  the  electrical  application  is  continued 

^coMtri^eti^ln  waves  pass  over  the  nuiscles,  but  there  is  no  market!  atro[>hy 
or  jjreat  loss  of  power  except  in  so  far  as  the  spasm  interferes  with  ordinary 
muscular  movement.  The  disease  is  so  exeee'lingly  rare  that  less  than  40 
cases  have  been  reporteil.  A  pliysician  named  Thomsen,  himself  a  sufferer 
from  the  disease,  first  described  it. 
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Definition. — Paramyorloniis  multiplex  is  a  condition  of  the  motor  ne^^'oua 
system  in  which  sudden  contractions  of  the  muscles  take  p1ace»  the  con- 
tractions resenthliur^  those  prodiiceti  by  the  use  of  a  slowly  interrupted 
faradic  curiT-nt.  It  is  sometimts  called  myoclonus^  multiple  myoclonus, 
myoclonus  epilepticus,  spinal  epilepsy,  and  Friedreich's  disease,  but  it  is 
not  to  Ije  confuscil  in  the  mind  of  the  student  with  Friedreich's  ataxia,  a 
very  different  malady.    It  is  a  rare  ail'ection. 

Etiology. — The  cause  is  unknown.  In  a  very  few  instances  it  has  been 
thought  to  be  hereditary,  but  in  all  probability  this  is  the  case  only  in  the 
sense  that  the  parents  or  grandparents  have  suffered  from  neurotic  states. 
It  is  not  rarely  associated  with  epilepsy,  and  it  may  develop  when  a  nervous 
system  naturally  unstable  is  sapped  hy  excessive  mental  overwork  or  other 
stress. 

The  contractions  may  simultaneously  affect  similar  muscles  in  both 
limbs,  or  may  occur  in  scries  involving  first  one  side  and  then  the  other,  or 
pass  from  muscle  to  muscle.  Very  rarely  only  one  side  is  affected.  In  most 
instances  the  face  and  trunk  tnuscles  escape  as  in  Friedreich's  original  case. 
The  ocular  muscles  are  never  affected.  ^Fhe  arms  arc  more  commonly 
affected  than  the  legs  and  the  muscles  aliout  the  arm  and  shoulder  and 
those  of  the  thigh  are  more  frequently  and  severely  affected  than  those  of 
the  forearm  or  leg.  The  mTiseles  of  the  hands  and  tliose  of  the  feet  escape. 
The  severity  of  the  contractions  varies  greatly.  In  sr>me  instances  they  are  so 
moderate  as  to  be  noticeable  only  when  the  patient  is  stripf>ed  of  his  clothing. 
In  others  they  are  severe  enough  to  throw  him  off  his  feet.  The  motions 
or  attitudes  of  the  patient  vary,  of  course,  with  the  muscles  affected  and  the 
degree  of  the^ir  contractions.  The  effect  of  voluntary  movements  upon  the 
contractions  is  also  varied.  In  some  instances,  as  in  Friedreich's  first  case, 
a  voluntary  movement  inhibits  or  diminishes  the  contractions,  but  in  other 
cases  vohmtary  movement  seems  to  exaggerate  it.  Mental  excitement 
increas(*3  them.  They  cease  during  sleep  and  are  usually  less  severe  when 
the  patient  is  stan<h'ng  than  when  he  is  sitting  or  lying  down.  If  the  affected 
muscles  are  irritated  by  tapping  them  a  spasm  ts  induced.  The  deep  reflexes 
mav  \>e  inerea,sed  or  diminishefl,  but  electrical  irritabilitv  is  not  alteretJ  nor 
do  any  trophic  changes  occur.  Some  superficial  vasomotor  palsy  may  be 
present  in  the  extremities. 
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DISEASES  OF  THE  NERVOUS  SY& 


Pathology  and  Morbid  Anatomy. — The  condition  • 
erative  changes  in  the  muscles,  in  the  nerves,  and  ; 
tenor  columns  of  the  spinal  cord.  There  is  alsosom< 
atrophy  in  the  anterior  horns  of  the  gray  matter,  and  p 
the  lateral  columns  of  the  cord.  Whether  the  diseas* 
nerves  primarily,  or  whether  the  lesion  begins  in  the 
gray  matter  in  the  spinal  cord,  is  unknown. 

Symptoms. — The  symptoms  of  this  form  of  musct 
weakness  of  the  muscles  of  the  foot  and  of  the  peron 
followed  by  atrophy  in  the  anterior  and  posterior  ti 
production  of  drop-foot^  which  makes  it  impossible  f< 
Unlike  the  two  forms  of  muscular  dystrophy  just  dc 
tractions  are  present  in  the  affected  muscles,  and  tl 
activity  and  of  electric  excitability,  so  that  the  last 
of  degeneration  may  finally  be  present.  The  various 
come  on  as  secondary  conditions.  When  the  upper  e: 
fibrillary  contractions  can  be  seen  in  the  muscles  of  tl 
of  power  has  been  present  for  some  time,  deformities 
from  contractures.  In  some  cases  the  progress  of  the 
rapid,  but  in  others  it  is  equally  slow.  In  still  othei 
so  that  all  the  muscles  of  the  extremities  and  trunk, 
face,  may  undergo  atrophy. 

Prognosis. — The  prognosis  as  to  recovery  is  hopel 
live  for  many  years  unless  destroyed  by  some  inter 

Treatment. — Aside  from  hygienic  measures,  no  me 
arrest  the  progress  of  the  malady. 


FUNCTIONAL  NERVOUS  DISEASES  AND 
DISPUTED  PATHOLOOT. 


MTOTONIA  CONOENITA. 


Definition. — Myotonia  congenita,   commonly  calle 

is  an  exceedingly  rare  affection  not  dependent  up 
vous  system,  and  characterized  by  hypertrophy  o 
with  the  proliferation  of  their  nuclei.  These  cha 
power. 

Symptoms. — The  chief  symptom  of  Thomsen's  dis( 
muscles,  which  develops  after  they  have  been  quiescei 
muscles  comes  on  when  the  patient  attempts  to  move, 
as  to  make  walking  practically  impossible.  Because 
patient  to  balance  opposing  muscles  in  different  poi 
may  fall.  After  a  time,  if  the  patient  persists  in  his  € 
make  other  movements,  the  spasm  passes  off,  and  the 
the  normal  individual  so  that  ordinary  movements  c 
ease;  but  if  the  muscles  are  irritated  bv  percussion  or  i 
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another  attempt  is  msulc  to  move,  they  instantly  pass  into  spasm.  The 
affected  musdes  develop  cleetrieal  reactions  of  a  penillar  type,  namely, 
a  tonie  contrartioa  imder  tlie  galvanic,  current,  which  comes  on  shiggislily 
and  lasts  longer  than  in  health.  If  the  electrical  ap[>lication  is  continued 
contraction  waves  pass  over  the  nuiscles,  but  there  is  no  markcil  atrn[>]iy 
or  j:jrcat  loss  of  power  except  in  so  far  as  the  spasm  interferes  with  ordinary 
muscular  movement.  The  <lisease  is  so  exceedingly  rare  that  less  than  40 
cases  have  been  reported.  A  physician  named  Thomson,  himself  a  sufferer 
from  the  disease,  first  described  it. 


PARAMYOCLONUS  MULTIPLEX. 
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Definition. — Paramyoclonus  multiplex  is  a  condition  of  the  motor  nervous 
system  in  which  siulflcn  contraclions  of  the  muscles  take  place,  the  con- 
tractions rescnibiin^  those  produced  by  the  use  of  a  slowly  interrupted 
faradic  current.  It  is  sometimes  caHe<i  myochmus,  multi[>le  myoclonus, 
myoclonus  epllepticus,  spinal  epilepsy,  and  Friedreich's  disease,  but  it  is 
not  to  be  ctinfused  in  the  mind  of  the  student  with  Friedreich's  ataxia,  a 
very  different  malady.    It  is  a  rai-e  aflection. 

Etiology. — ^The  cause  is  unknown.  In  a  very  few  instances  it  has  been 
thought  to  be  hereditary,  but  in  all  probabiHty  this  is  the  case  only  in  the 
sense  that  the  parents  or  grandparents  have  suffered  from  neurotic  states. 
It  is  not  rarely  associated  with  epilepsy,  and  it  may  develop  when  a  nervous 
system  naturally  unstable  is  snpped  by  excessive  mental  overwork  or  other 
stress. 

The  contractions  may  simultaneously  affect  similar  muscles  in  both 
Hml>s,  or  may  occur  in  scries  involving  first  one  side  and  then  the  other,  or 
pass  from  muscle  to  muscle.  Very  rarely  only  one  si«le  is  affected.  In  most 
instances  the  face  and  trunk  muscles  escape  as  in  Friedreich's  original  case. 
The  ocular  muscles  are  never  affected.  The  arms  are  more  commonly 
affected  tlian  the  legs  and  the  muscles  alwut  the  arm  and  shoulder  and 
those  of  the  thigh  arc  more  frecjuently  and  severely  affected  than  those  of 
the  forearm  or  leg.  The  muscles  of  the  hands  and  those  of  the  feet  es<'ape. 
The  severity  of  the  contractions  varies  greatly.  In  some  instances  they  are  so 
moderate  as  to  be  noticeable  only  when  the  patient  is  stripped  of  his  clothing. 
In  others  tliey  are  severe  enough  to  throw  him  off  his  feet.  The  motions 
or  attitudes  of  the  patient  var}*,  of  cour.sc,  with  the  nuiscles  affected  and  the 
degree  of  their  contractions.  The  effect  of  voluntary  movements  upon  the 
contractions  is  also  varied.  In  some  instances,  as  in  Friedreich's  first  case, 
a  voluntary  movement  inhibits  or  diminishes  the  contractions,  but  in  other 
cases  voluntary  movement  seems  to  exaggerate  it.  Mental  excitement 
increases  them.  They  cease  during  sleep  and  are  usually  less  severe  when 
the  patient  is  standing  than  when  he  is  sitting  or  lying  down.  If  the  affected 
muscles  are  irritatctl  by  tapping  them  a  spasm  Is  induced.  The  deep  reflexes 
may  be  increased  or  diminished,  but  electrical  irritability  is  not  altered  nor 
do  any  trophic  changes  occur.  Some  superficrial  vasomotor  patsy  may  be 
present  in  the  extremities. 
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Diagnosis. — Paramyoclonus  multiplex  is  sepan 
fact  that  the  movements  of  chorea  resemble  thos 
tain  groups  of  muscles  act  together  and  do  not  c 
an  electrical  shock.  Voluntary  movements  are  p 
myoclonus  and  to  increase  those  of  chorea.  Cho 
affection,  while  myoclonus  is  usually  bilateral.  1 
are  so  commonly  affected  in  chorea,  are  rarely 
under  discussion.  Electrical  chorea,  or  Dubini's  < 
paramyoclonus  multiplex  by  the  fact  that  it  is  i 
progressive  muscular  atrophy,  and  paralysis,  and  I 
part  of  the  muscles  to  faradic  electricity.  Froi 
myoclonus  is  separated  by  the  presence  in  hysteri 
of  that  state,  such  as  disorder  of  the  color  fields  ai 
or  anaesthesia.  In  those  cases  of  h}'steria  in  which 
the  differential  diagnosis  may  be  impossible. 

Paramyoclonus  multiplex  may  be  separated  frc 
convidsifa"  described  by  French  neurologists,  by  tl 
tion  the  movements  are  more  like  gestures  and  e 
is  present. 

Prognosis. — ^The  prognosis  as  to  complete  and  p 
good.  Rarely  death  ensuesin  a  few  months.  More 
persists  in  varying  severity  for  years. 

Treatment. — ^The  treatment  consists  in  measures 
ment  of  the  general  health  by  out-door  life,  good  I 
causes  of  nervous  irritation  and  exhaustion.  Ren: 
phorus,  iron,  and  similar  roborants  are  useful  to  th 
tive.  Occasionally  a  carefully  regulated  course  c 
well-equipped  and  well-managed  sanatorium  is  sei 


PAKALTSZS  AGITANS. 


Definition. — ^Paralysis  agitans,  sometimes   calle< 
"Parkinson's  disease,"  is  a  condition  in  which  dif 
especially  the  forearms  and  hands,  are  affected 
When  the  disease  is  well  advanced,  the  patient  lej 
peculiar  attitude,  and  may  suffer  from  festination. 

Etiology. — The  precise  cause  of  paralysis  agitan 
been  thought  to  follow  severe  nervous  shock  and  in 
vous  system.  In  other  instances  it  has  followed  < 
Thus,  in  one  case  under  the  writer's  care,  the  ti 
corporation,  after  many  years  of  hard  work,  develop 
of  paralysis  agitans.  He  was  quite  certain  that  t 
those  muscles  which  were  employed  in  the  signing  o 
a  day. 

Paralysis  agitans  develops  moat  frequently  betw* 
fifty-five.  Gowers  analyzed  80  cases  and  found  tl 
to  be  fifty-two  years,  and  WoUeaberg  found  that  10 
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at  ages  varying  from  fifty  to  fifty-five.  The  disease  also  not  infrequently 
develops  during  the  fifth  and  seventh  decades  of  life.  A  few  cases  occur- 
ring in  early  adult  life  and  in  childhood  have  been  reported.  Hadden, 
Gowers,  Berger,  and  others  have  seen  the  disease  in  individuals  whose  ages 
ranged  from  twenty  to  thirty,  and  Weil  and  Rouvillois  have  reported  a  case 
occurring  in  a  child  of  ten.  Lannois  also  mentions  a  case  occurring  in  a 
child  aged  twelve. 

Men  are  more  frequently  affected  than  women.  Thus,  of  67  cases  col- 
lected from  the  reports  of  St,  Thomas'  and  St-  Bartholomew's  Hospitals, 
London,  47  occurred  in  men  and  20  in  women.  In  78  American  cases  Dana 
found  the  proportion  of  men  to  women  to  be  as  5  to  3. 

The  neuropathic  constitution  may  be  consideretl  as  a  predisposing  cause, 
but  direct  inheritance  of  the  disease  is  rare.  A  few  instances  of  apparent 
direct  transmission  from  parent  to  offspring  have  been  reportefl,  and  Berger 
cites  one  in  which  the  disease  appeareti  In  tliree  successive  generations. 
Borgherini  reported  7  cases  occurring  in  a  family  of  9  brothers  and  sisters. 
Three  children  of  these  indiviilualsdevelopt'd  paralysis  agitans  between  their 
fortieth  and  fiftieth  years. 

Pathology — Nothing  is  known  of  the  pathology  of  this  affection  which 
throws  any  light  on  the  cause  of  the  symptoms. 

Symptoms. — The  symptoms  of  paralysis  agitans  are  tremor^  vtuscular 
rigidity,  a  retardation  of  ordtttari/  vohirtiary  mox^emcniSy  and  a  change  in  the 
gait,  '^riie  tremors  are  rhythmical  in  character,  amount  to  four  or  Bva  per 
second,  and  move  the  part  in  various  directions.  Thus,  when  the  hand  is 
affected,  the  fingers  may  be  flexed  an<^i  extended,  abducted  and  adducted. 
The  most  common  movement  is  a  rubbing  uf  the  thumb  against  the  index 
finger,  in  much  the  same  way  that  a  pill  might  be  made  by  such  a  rolling 
movement.  In  some  instances,  particularly  if  the  patient  becomes  excited, 
the  amplitude  of  the  movements  Ix^comes  greatly  increased,  so  that  the  hand 
or  the  head  shakes  as  it  does  in  a  severe  rigor.  Unlike  the  intention  tremois 
of  certain  forms  of  organic  nervous  disease,  the  tremor  of  paralysis  agitans 
is  passive*  Be  the  position  of  the  body  and  arras  what  it  maVi  the  trembling 
continues,  and  while  certain  attitudes  may  dlminisli  the  amplitude  of  the 
tremor,  it  is  always  present  except  when  some  definite  and  active  movement 
is  attempted,  when  the  tremor  <iiminishes  or  even  ceases.  Thus,  if  the  fist 
is  clenched,  or  the  patient  shakes  hands  with  a  friend,  the  movement  may 
stop  momentarily.  On  the  other  hand,  nicely  adjustetl  muscular  move- 
ments such  as  are  involved  in  writing  <]o  not  stop  the  tremor,  and  for  this 
reason  handwriting  is  usually  impossible  when  the  disease  is  well  devehjped. 

The  tremor  not  only  involves  the  head  and  arms  but  extends  to  the  legs 
as  well,  and  it  may  affect  the  muscles  of  the  thigh.  Rarely  the  muscles  of 
the  jaw  arc  affected.  The  tremor  continues  only  during  the  waking  hours, 
and  usually  ceases  in  sleep.  Not  rarely  paralysis  agitans  is  associated  with 
insomnia  because  the  twitching  movements  keep  the  patient  awake,  or  the 
aching  in  the  affected  muscles  makes  the  patient  so  uncomfortable  that 
sleep  is  postponed  until  the  patient  is  exhausted.  As  the  patient  stands  in 
front  of  the  physician,  the  chin  is  usually  pusht^d  forward  and  the  body  bent 
forward.  The  arms  and  the  elbows  are  slightly  flexed. 
66 
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After  the  disease  is  well  developed,  chronic  musci 
symptom  which  is  even  more  constant  than  tremor. 
parts  that  we  have  spoken  of,  but  also  the  muscles  of  i 
even  those  of  the  face.    As  the  patient  walks,  his  gait  us 
and  the  attitude  is  that  of  a  person  who  is  attemptii 
It  is  unfortunate  that  the  term  "paralysis  agitans" 
stages  of  this  disease,  for  paralysis,  in  the  sense  of  gi 
occurs  in  its  very  last  stages,  and  not  infrequently 
from  the  malady  for  years  without  developing  para 
skin  covering  the  parts  affected  is  not  infrequently  u 
of  profuse  perspiration.    There  are  no  disturbances 
mind  is  unaffected  save  by  the  mental  depression  wh 
annoyance  of  the  disease. 

Diagnosis. — ^Paralysis  agitans  is  to  be  separated  f 
by  its  onset  late  in  life,  by  the  fineness  of  the  trem 
is  present  when  no  voluntary  movement  is  made,  a 
rigidity.  An  examination  of  the  eyes  fails  to  reveal 
changes  in  the  optic  nerve  which  are  characteristic  of 
paretic  dementia  the  tremor  is  not  rhythmical,  occ 
makes  a  movement  and  not  when  at  rest,  and  there 
tremor  the  mental  disturbance,  the  scanning  spec 
paralysis. 

Sometimes  in  old  persons  a  senile  tremor  develops 
the  head,  and  is  increased  rather  than  decreased  by  i 
in  some  instances  senile  tremor  bears  a  close  rest 
a^tans.  Indeed,  it  has  been  suggested  that  the  latte 
a  premature  nervous  senility. 

Prognosis. — Paralysis  agitans  does  not  materially 
quently  lasts  for  twenty  years.  Recovery  practicallj 
porary  remissions  in  the  severity  of  the  symptoms  mt 

Treatment. — As  in  many  diseases  which  apparent! 
tional  derangement,  treatment  is  not  followed  by  ve 
The  patient  should  be  forbidden  to  subject  himself 
worry,  which  materially  increase  the  severity  of  the 
should  be  done  to  reinstate  his  nervous  balance  by  i 
and  freedom  from  care.  Massage  and  electricity,  aa 
In  some  cases  they  do  harm  by  increasing  the  exha 
muscles. 

A  very  large  number  of  drugs  have  been  employ 
results,  but  none  have  the  confidence  of  those  meml 
who  have  had  large  experience.  Of  all  the  reme< 
recommended,  hyoscine  seems  to  have  received  tl 
praise.  It  should  be  given  in  the  dose  of  y^  of  t 
thrice  a  day;  the  size  of  the  dose  and  the  frequency 
being  governed  by  the  severity  of  the  tremor  and  b 
the  patient  to  drugs  of  this  character.  Duboisine 
similar  doses.  Where  there  is  much  aching  of  the 
compresses  give  relief,  and  if  the  patient  is  in  a  con 


tation,  the  bromides  an<l  chloral  are  advantageous.  The  employment  of 
such  powerful  nervous  and  vascular  sedatives  as  veratrum  viride  and  gel- 
seniium  must  Ix*  n'sorted  to  with  f;;ii'at  caution.  In  dieses  hirge  enough  to 
tjuiet  the  tremor  they  are  prone  to  produce  too  much  circulatory  depression. 


OHOREA  MINOR. 


r  Definition. — Chorea  minor,  or  acute  chorea,  sometimes  called  "Syden- 
ham's chorea,"  or  **St.  Vitus*  danw,"  is  a  nervous  disease  characterized 
by  irregular,,  purposeless  movements,  sometimes  limited  to  certain  muscles, 
but  at  others  involving  all  the  muscles  of  the  limbs,  face,  and  trunk.  It 
affects,  in  the  great  majority  of  instances,  children  between  the  fifth  and 

■   fifteenth  years  of  life. 
Etiology. — That  sex  acts  as  a  predisposing  cause  of  chorea  is  shown  by 
the  fact  that  girls  are  affected  three  times  aa  often  as  boys,  and  in  tlie  period 
of  life  from  the  fifteenth  to  the  twenty-fifth  year  males  escape  almost  entirely, 

I  The  age  which  predisposes  to  lis  development,  or  is  most  susceptible, 
is  from  the  fifth  to  the  fifteenth  year.  After  the  fifteenth  year  it  steadily 
decreases  in  fref|uency  until  the  twenty-fifth  year  is  reached,  after  which 
it  is  very  rarely  met  with.  The  disease  may,  however,  occur  at  all  ages. 
Nervous,  high-strung  children  suffer  from  it  more  frequently  than  those 

I  of  a  more  phlegmatic  temperament,  particularly  if,  in  addition,  they  are 
annsmie,  and  have  a  famiiy  history  indicating  that  they  are  prone  to  attacks 
of  acute  rheumatism. 
Of  the  exciting  causes  may  be  named  sudden  shock  or  acute  mental 
excitement,  but  in  all  such  cases  these  causes  are  indirect,  that  is,  tiiey 
serve    to    disturb   the    nerv^ous  equilibrium,  already   unstable  from  other 

I  causes.  In  some  eases  the  disease  seems  to  be  acquired  by  association  with 
a  choreic  child,  and  in  this  way  a  large  number  of  children  in  homes  and 
asylums  may  Income  affected.  Whether  many  of  these  cases  are  true  chorea 
or  merely  imitations  of  it,  or  due  to  hysteria,  is  difficult  to  determine. 
That  there  is  a  very  close  relatlonsliip  between  acute  articular  rheu- 
matism and  true  chorea  is  certain.  Even  those  physicians  who  deny 
that  the  rheumatism  |)roduces  chorea  are  force<l  to  admit  that  the  occur- 

■  rence  of  chorea  after  attacks  of  acute  rheuraati<-  infection  is  remarkably 
frequent.  Not  rarely  chorea  complicates  the  development  and  progress  of 
the  acute  endocanlitis  produced  by  this  infection.  Whether  the  poison  of 
rheumatism  affects  the  nerve  cells  of  the  brain,  or  whether  the  disease  is 
due  to  changes  in  the  finer  capillaries  supplying  the  brain,  or  to  minute 
emboli,  is  unknown.  Certain  clinicians  have  endeavored  to  show  that 
chorea  is  due  to  a  specific  infection,  and  Pianese  isolated  a  diplococcus 
which  was  capable  of  pnxlucing  an  experimental  chorea.     There  is  no 

I   proof,  however,  that  such  a  specific  agent  exists. 
Under  the  name  of  chorea  gravidarum,  a  form  of  the  disease  is  roet  with 
in  pregnant  women,  usually  only  in  primiparte.     In  these  eases  the  gravid 
I       state  seems  to  develop  a  con<lition  of  lack  of  nervous  equilibrium,  for  the 
condition  ceases,  as  a  rule,  with  the  temiination  of  pregnancy.    Occasionally 
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in  old  age  a  senile  chorea  develops,  but  it  is  a 
chorea  of  childhood. 

Frequency. — Chorea  is  much  more  frequently  m 
in  the  United  States.  Morris  Lewis  has  shown  ti 
frequency  is  March. 

Pathology  and  Morbid  Anatomy. — Cases  of  chore 
quently,  and  therefore  we  have  not  as  much  infon 
mortem  findings  in  this  disease  as  is  desirable.  Ii 
in  which  death  occurs  during  an  attack  of  chorea, 
endocarditis,  or  chronic  endocarditis  with  an  acul 
rarely  some  degeneration  of  the  myocardium.  ] 
instances  the  results  of  examining  the  brain  have  I 
positive  results  which  have  been  obtained  are  com 
be  most  variable.  In  some  instances  an  inten 
present;  in  others  minute  hemorrhages;  in  still 
small  areas  of  inflammation  and  softening;  while 
signs  of  meningitis,  or  thrombosis  of  the  smalle 
the  brain.  So,  too,  the  changes  which  have  been 
have  been  too  varied  to  lead  one  to  believe  that  th< 
connected  with  the  disease.  Some  observers  have  < 
the  result  rather  than  the  cause  of  the  condition, 
sometimes  develop  in  persons  who  have  suffered 
lesion,  but  there  is  no  reason  to  believe  that  this  fo 
minor  have  any  close  anatomical  relationship. 

Symptoms. — ^The  onset  of  chorea  may  be  either 
those  cases  in  which  it  is  gradual,  it  is  first  noted 
and  seems  unable  to  keep  still.  Not  rarely  it  is  at 
and  falls  over,  or  bumps  into  articles  of  fumitur 
developed  the  child  is  continually  restless,  the  ar 
in  every  possible  direction.  Sometimes  the  muse 
worked  as  if  the  child  was  uncomfortable  by  rea 
The  body  is  rotated  from  one  side  to  the  other,  an 
one  shoulder  then  to  the  other,  then  elevated,  the 
movements  are  marked,  walking  is  interfered  witl: 
for  the  patient  to  stand.  Unlike  most  involuntar 
ments  of  chorea  are  not  confined  to  one  group 
attack  different  groups  alternately.  Neither  is  the 
of  a  tremor.  It  is  like  a  voluntary  movement,  but  i 
plete.  Not  infrequently  the  child  laughs  and  cries 
The  movements  affect  the  upper  extremities  more 
ties.  The  tongue  is  sometimes  involved,  and  for  th 
be  disturbed.  The  child  also  frequently  gives  ver 
smacking  sounds,  due  to  the  action  of  the  muscles 
and  tongue.  These  sounds  may  also  be  increased  bj 
Occasionally,  chorea  may  be  limited  to  one  limb, 
chorea,  or  when  it  is  confined  to  one  side  of  the  bod 
These  motions  distinctly  interfere  with  ordinal 
and  it  becomes  almost  impossible  for  the  child  to 
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slowly;  if  it  is  to  be  successfully  carried  out,  it  must  be  done  with  great 
rapidity.  Any  cause  which  produces  mental  excitement  in  the  patient 
greatly  increases  the  severity  of  the  jerking.  Some  clinicians  have 
recor<led  an  exceedingly  severe  form  of  chorea  in  which  the  patient  has  such 
violent  muscular  movements  that  he  bites  his  tongue,  can  not  eat.  and  is 
thrown  about  from  side  to  side  as  if  he  were  in  a  violent  convulsion.  The 
twitchings  of  chorea  may  or  may  not  stop  with  steep.  In  those  cases  in 
which  the  movements  continue  at  nij^ht,  the  disease  is  usually  severe,  and 
it  is  in  this  type  of  cases  that  death  sometimes  (x-eurs  from  exhaustion. 

The  mental  state  of  the  patient  is  one  of  irritability  and  peevishness.  In 
adults  there  may  Im*  hallucinations,  and  even  a  violent  delirium.  Some 
have  thought  that  those  cases  in  which  insanity  develops,  and  to  which 
the  name  chorea  iintanicns  is  applied,  do  not  belong  to  ordinary  chorea 
minor.  These  mental  disturbances  not  rarely  complicate  the  chorea  of 
pregnancy. 

Except  for  the  exhaustion  of  the  general  system  which  is  produced  by 
the  movements,  there  is  no  impainnent  of  strength,  nor  is  the  electric 
reaction  of  the  muscles  altered.  In  some  cases  of  a  severe  type,  leading  to  a 
fatal  issue,  hyperpyrexia  has  been  noted,  which  is  probably  due  to  endo- 
carditis. Many  years  ago  I  reported  a  case  of  monochorea  in  which  the 
temperature  of  the  affected  part  was  raist»d.  In  some  instances  wt-akness 
or  even  marked  paralysis  occurs  in  one  or  more  of  the  affected  limbs,  and  to 
this  type  of  cases  is  applied  the  term  "  paralytic  chorea." 

Complications. — As  already  stated,  chorea  is  a  disease  which  is  associated 
witli  a  lack  of  nervous  stability.  It  is  manifest*  therefore,  that  it  may  often 
he  complicated  by  symptoms  of  hysteria.  Indeed,  it  may  Ix?  difficult  to 
determine  wfiether  tlie  patient  is  hysterical  or  choreic.  That  endocarditis 
frwjuently  preceiles,  or  accompanies,  or  complicates  chorea,  has  also  been 
state*!,  but  every  ctxse  of  chorea  that  presents  a  cardiac  munnur  is  not  neces- 
sarily sulTering  from  euilocarditis^  since  the  murmur  is  not  infrec|uently 
due  to  anicmia,  or  to  relaxation  of  the  fibres  surrounding  the  mitral  orifiie. 

Diagnosis. — Ordinary  eases  of  chorea  in  childhood  are  easily  diagnosed, 
particularly  if  the  history  of  the  patient  is  borne  in  mind.  Between  the  ages 
of  fifteen  or  twenty-five  care  must  be  taken  that  it  is  not  confused  with 
hysteria.  Sometimes,  too,  {choreiform  movements  develop  in  those  parts 
which  are  affected  by  infantile  cerebral  palsy,  but  in  such  cases  paralysis 
is  present  and  muscular  rigidity  is  noticeable,  while  the  movements  are 
really  different   (athetosis). 

Duration  and  Prognosis. — Chorea  minor  usually  lasts  from  two  to  three 
montlis,  and  sometimes  extends  over  a  year.  Mild  cases  may  continue 
for  only  a  few  weeks.  The  prognosis  as  to  recovery  is  good,  the  mortality 
being  about  3  per  cent.,  if  all  cases  are  included,  death  being  due  to  com- 
pli<*ation3  rather  than  to  the  disease  itself.  Relapses  are  not  infrequent  in 
chorea.  Unfavorable  symptoms  are  rapid  loss  of  flesh,  fever,  anti  delirium. 
The  prognosis  is  worse  as  to  duration  in  adults  than  in  children.  In  the 
chorea  of  pregnancy  the  pro^nasis  is  very  much  more  grave  than  any  other 
form  of  the  disease,  the  mortality  varying  from  20  to  25  per  cent.  Senile 
chorea  is  often  a  permanent  affection  and  is  rarely  fatal. 
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Treatment. — From  what  has  been  said  in  regard  to 
of  the  patient  who  suffers  from  chorea,  it  is  evident  th 
quiet  are  absolutely  essential.  The  child  should  n 
excitement  or  mental  stress  of  school-work,  neither  j 
to  punishment  or  to  criticism  because  of  its  movemei 
the  fact  that  it  is  suffering  from  choreic  movements  sh 
the  physician  is  convinced  that  the  case  is  one  of  hysti 
Iron  and  arsenic  are  to  be  given  if  aneemia  is  present, 
useful  if  there  is  a  rheumatic  history.  If  the  movemi 
to  exhaust  the  child,  it  should  be  kept  in  bed  and  sic 
by  the  use  of  hypnotics.  These  drugs,  however,  mi 
lest  they  produce  general  depression,  and  it  should  s 
that  a  hot  pack  will  often  put  a  choreic  child  to  sle 
permanently  arrest  the  choreic  movements.  I  have 
least  two  instances  by  the  hot  pack. 

Although  there  is  no  specific  remedy  for  chorea,  ars( 
the  position  of  a  specific.  How  it  acts  is  not  knoi 
administer  it  is  in  the  form  of  Fowler's  solution,  starti 
times  a  day  for  a  child  of  ten,  and  increasing  it  a  < 
puffiness  about  the  ey^  and  nose  or  gastrointestinal  i 
the  full  physiological  effect  of  the  drug  is  present,  whc 
or  cut  down  to  one-half  the  quantity.  If  this  is  i 
neuritis  may  develop. 

Next  to  arsenic  in  value  is  cimicifuga,  given  in  th< 
the  fluid  extract  twice  or  thrice  a  day.  Antipyrin  an 
been  employed  with  success.  Bromides  should  be 
drugs  have  failed. 

If  the  chorea  of  pregnancy  becomes  severe  it  may 
labor. 

Other  Forms  of  Ohorea. 


Huntington's  Disease.— Under  the  name  of  "  h 
Huntington's  disease,  an  affection  is  met  with  which  m 
tiated  from  chorea  minor.  It  is  a  rare  condition  which 
is  hereditary,  although  it  does  not  always  affect  coi 
sometimes  passing  from  the  grandparent  to  the  child,  i 
the  parent  is  usually  excessively  neurotic.  Both  sexes 
The  disease  begins  between  the  thirtieth  and  fortietl 
instances,  and  no  exciting  cause  can  usually  be  discov 

Its  early  symptoms  consist  in  twitchings  of  the  m 
upper  extremities,  which  gradually  increase  in  seve 
which  they  involve,  until  the  entire  muscular  system  r 
patient,  under  these  circumstances,  carries  on  a  series 
iiculations,  but  it  is  a  noteworthy  fact  that  he,  or  s 
movements  at  least  for  a  period  long  enough  to  ] 
movement  which  it  is  desired  to  make.  When  the  i 
and  legs  are  involved  the  body  is  tossed  hither  an 
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movements.  Sensation  is  not  involved.  Paralysis  of  a  kemiplegic  type 
develops  very  rarely.  The  min<l  grminally  fails,  the  menial  failure  being 
preceded  by  depression  and  irritability. 

Huntington's  chorea  is  an  incurable  disease.  It  usually  ends  in  the 
patient  becoming  bedridden  and  dying  from  some  intercurrent  malady. 
It  may,  however,  last  for  many  years.  Cases  are  on  record  in  which  the 
patient  has  lived  thirty  years  after  the  disease  began  to  manifest  itself.  The 
progressive  character  of  the  malady,  the  period  of  life  at  which  it  develops, 
the  progressive  dementia,  and  tlie  history  of  heredity  all  aid  in  separating 
it  from  chorea  minor. 

The  morbid  anatomy  is  not  understood.  In  some  cases  the  lesions  of 
the  brain  have  resemblerl  tliose  of  paretic  dementia. 

The  treatment  consists  in  a  healthy  out-door  life,  and  the  use  of  nervous 
setlatives,  and  tonics,  with  the  object  of  maintaining  the  patient's  general 
health.  Cases  apparently  identical  with  Huntington's  chorea,  but  occur- 
ring singly,  are  spoken  of  as  chronic  chorea, 

Dubini's  Disease. — Under  the  name  of  **  electrical  chorea,"  or "  Dubinins 
disease/' a  fomi  of  chorea  characterized  by  severe  muscular  contractions 
resembling  those  protluce<l  by  electricity  has  been  described  by  Dubini  as 
affecting  peasants  in  Northern  Italy.  Occasionally,  the  movements  may  be 
epileptiform  in  character.  Paralysis  soon  develops;  pain  is  suffered  in  the 
head,  neck,  and  back,  and  death  results,  as  a  rule,  from  exhaustion.  A  few 
cases  have  been  reported  as  having  recovered. 

Another  form  of  electrical  chorea  seen  in  children  has  been  described  by 
Bergeron.  Such  cases  usually  recover.  I  showed  such  a  case  before  the 
Neurological  Society  of  Philadelphia  many  years  ago.  The  patient,  a  boy, 
a  little  past  puberty,  suffered  from  violent  contractions  which  were  electrical 
in  character. 


HYSTERIA. 


Definition. — Hysteria  is  a  chronic  functional  disturbance  of  the  nervous 
system  in  wliich  the  motor  nervous  system  may  manifest  its  disorder  by 
convutsions,  palsies,  or  contractures,  the  psychical  nervous  apparatus  by 
emotional  disturbances,  and  the  sensory  apparatus  by  lost,  diminished,  or 
increavse*!  sensibility.  It  is  manifest,  therefore,  that  the  disease  involves 
both  the  central  and  j>cripheral  portions  of  the  ner>'ous  system,  but  there  can 
be  no  doubt  that  the  dominating  condition  is  a  psychosis.  Hysteria 
undoubtedly  depends  upon  a  condition  of  disturbed  nervous  equilibrium. 

Etiology, — There  can  be  no  doubt  that  this  affection  is,  to  some  extent, 
hereditary;  that  is,  a  parent  or  parents  who  possess  an  unstable  nervous 
system  naturally  transmit  a  similar  condition  to  their  offspring,  and  in  a  very 
large  proportion  of  cases  it  will  be  found  that  the  patient  is  a  child  of  parents 
who  have  at  various  times  manifested  neurotic  or  hysterical  disorders. 
Age  has  a  distinct  influence  upon  the  disease.  Its  most  frequent  period  of 
occurrence  is  from  fifteen  to  twenty-five  years  of  age  in  women,  although 
in  males  it  usually  apjwars  at  from  twenty  to  thirty.    Occasionally,  how- 
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ever,  children  suffer  from  it,  particiilAriT  before  puberty,  and  sometimes 
much  earlier  than  this.  The  condition  is  met  with  far  more  fpcquentiv  in 
females  than  in  males,  but  statistics  vary  from  -U)  to  1  to  4  to  1  or  even  2 
to  1 ,  according  to  different  writers.  It  is  much  more  common  in  the  very  poor 
and  in  the  rich  than  in  the  middle  classes,  and  in  the  Latin  races  than  in  the 
Anglo-Saxon  race.  In  America  it  is  most  frequently  met  with  in  the  poorer 
class  of  Jews,  who  are  often  underfed,  poorly  housed,  much  confined,  and 
under  great  nervous  excitation  and  stress.  It  is  much  more  common  in 
France  and  Italy  than  in  Germany  and  England. 

If  it  be  true  that  the  underiying  cause  of  hysteria  is  a  lack  of  nervous 
control  or  balance,  it  is  eudent  that  a  number  of  conditions  may  be  con- 
sidere<i  as  direct  causes  of  the  malady.  In  other  words,  any  condition  which 
upsets  the  nervous  balance  may  provoke  the  disease.  It  is,  therefore,  fre- 
quently found  that  some  great  grief  or  intense  joy  has  been  pTX)ductive 
of  the  first  manifestation  of  the  disease,  or,  again,  that  some  injury  or 
fright  has  acted  in  a  similar  manner.  Great  worry  in  business,  or  over  a 
love  affair,  may  produce  a  similar  result.  None  of  these  causes  would  pro- 
foundly affect  a  healthy  nervous  sj^stem.  All  of  them  are  sufficient  to 
disturb  the  balance  of  a  nervous  organization  already  abnormal. 

Pathology. — As  already  stated,  hysteria  is  a  purely  functional  disease, 
and  the  central  and  peripheral  ner\'ous  systems  show  no  alterations  which 
can  be  considred  as  responsible  for  the  malady. 

Symptoms. — Hysterical  individuals  usually  present  evidences  of  nervous 
irriiahility  which  may  manifest  itself  in  great  excitement,  in  viol^it  anger, 
in  undue  anxiHij^  or  in  greai  menial  depression.  All  of  these  manifesta- 
tions may  follow  one  another  with  extraordinary  rapidity.  The  patient  also 
manifests  distinct  lack  of  self-control,  both  in  regard  to  her  emotions  and 
her  impulses.  At  times  she  may  seem  utteriy  incapable  of  accomplishing 
anything  which  ought  to  be  done.  At  another  time  she  can  develop  an 
amount  of  energy  and  persistence  which  is  surprising,  provided  that  she 
conceives  it  to  be  her  duty  or  her  wish  to  accomplish  such  an  end.  The 
power  of  thought  is  in  no  way  impaired,  hut  judgment  is  warped  and  uncer- 
tdn.  Not  infrequently  the  patient  has  per\'erse  ideas  which  may  seem  to 
amount  to  delusions,  but  which  do  not  remain  constant  as  in  cases  of  insanity. 

In  some  instances  the  first  symptoms  of  the  malady  are  manifeste<J  by  a 
hy|>ersensitiveness,  so  that  the  girl  cries  easily,  and  perhaps  laughs  more 
readily  and  for  a  longer  time  than  is  necessary  in  the  appreciation  of  a 
remark  which  is  amusing.  Restless  sleeping  also  may  be  present.  As  the 
condition  develops,  attacks  of  headache  and  vomiting  may  come  on,  and  she 
may  suffer  from  somnambulism. 

When  the  condition  becomes  still  more  severe,  so  that  it  amounts  to 
that  state  which  i.s sometimes  called  "hysteria  major,"  the  disturbances  of 
sensation  and  motion  become  intense.  In  addition  to  attacks  of  crving 
and  laughter,  the  patient  may  pass  into  a  trance  or  into  a  condition  of 
catalepsy.  Or,  again,  the  patient  may  suddenly  fall  and  be  seized  bv  a 
convulsion  whicii  is  distinctly  epileptiform  in  character.  Often,  however, 
the  convulsion  is  more  largely  tonic  than  clonic,  the  hands  and  fingers 
being  flexed  and  the  forearm  flexed  on  the  arm,  while  the  legs  and  feet  are 
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extended  and  the  eyes  closed.  If  the  eyelids  are  Hfted,  the  eyeballs  are  often 
found  in  he  fixe<l  in  fonvergence  or  nndergo  irregnlfinnovfrnents.  The  pnpils 
are  dilated.  The  surface  of  the  body  is  more  or  less  anresthetic.  As  a  ritli*, 
the  patient  does  not  froth  at  the  mouth  as  much  as  in  true  epilepsy,  nor  does 
she  bite  her  tongue  ns  is  done  in  epilepsy.  So,  too.  she  rarely  hurts  lierself 
when  in  the  convulsive  seizure.  The  attack  may  last  from  a  few  minutes 
to  several  hours,  or  even  longer  than  this,  and  may  vary  in  its  intensity 
from  semi-consciousness  with  slight  twitehingsof  the  muscles  to  apparent 
total  unconsciousness  and  severe  convulsive  seizure.  The  expression  of 
the  face  is  often  quite  chararterlstic.  In  some  Instances  it  is  remark- 
ably peaceful  after  the  convulsion  passes  hy.  In  others  it  is  ecstatic  or 
terror-stricken.  In  very  young  patients  curious  guttural  and  other  sounds 
may  be  made,  and  the  patient  may  bark  Hke  a  dog  or  mew  like  a 
cat. 

It  is  noteworthy  that  many  of  these  jjatients  arc  coriseious  of  what  is  going 
on  around  them  during  the  attack,  although  at  the  time  they  may  manifest  no 
esndenee  of  this.  Not  rarely  a  sharply  spoken  w^ord  of  command  may  bring 
the  attack  to  a  close,  or  the  threat  of  applying  some  instrument  which  is  capa- 
ble of  causing  pain  may  ^lo  likewise.  When  the  patient  returns  to  conscious- 
ness, it  may  be  found  that  there  is  loss  of  ])ower  in  an  arm  or  leg,  or  upon  one 
side  of  the  body,  with  or  without  loss  of  s^i-nsation.  Ficquently  the  so-called 
hysterogenic  zones  may  be  discovered,  pressure  upon  which  causes  pain  and 
may  provoke  an  hysterical  attack,  or  if  pressure  on  these  parts  is  used  during 
the  attack  it  mav  arrest  it. 

The  sensory  sjTnptoms  of  hysteria,  in  distinction  from  those  just  described 
in  connection  with  a  critical  jieriod,  consist  in  ano'sthesia  in  all  its  forms,  par- 
ticularly analgesia  of  the  cutaneous  and  mucous  surfaces  and  disturbances 
in  the  special  senses.  The  most  common  form  of  cuianeoim  atKEsihesia  is 
hemianwsihesla  involving  exactly  one-half  the  body.  After  this,  the  most 
common  type  is  segmental  auiesthesia,  in  which  an  arm,  or  leg,  or  part  of  the 
face  is  aUiTsthetic,  tlie  margin  of  the  ano'Sthetic  area  being  sharply  defined, 
while  the  disturbance  of  sensation  does  not  correspond  to  the  distribution 
of  any  one  nerve  trunk.  Much  more  rarely  patches  of  aniesthesia  occur 
in  different  portions  of  the  body.  In  these  anaesthetic  areas  the  senses  of 
touch  and  of  heat  and  eoUl  are  usually  preserved  to  some  slight  extent. 
Occasionally,  the  affected  part  has  a  subnormal  temperature.  When  the 
anaesthesia  is  limitefl  to  one  side  it  affects  the  left  far  mi>re  frequently  than 
the  right  half  of  the  body.  If  the  aniesthcsia  is  of  the  hrmianiesthctic,  or 
segmental,  type  there  is  usually  more  or  less  complete  less  of  motor  power 
in  the  same  limb. 

The  duhirhanres  of  special  senjie  consist  in  an  anfrsthetic  condition  of 
the  retina  whereby  the  visual  fiehl  is  greatly  narrowed,  particularly  for  cer- 
tain colors  and  often  for  those  colors  which  normally  liave  the  widest  field, 
and  the  color  sense  is  disturbed  or  reversed.  These  disturbances  may  or 
may  not  complicate  those  just  named.  When  hemiantesthesia  is  present, 
the  eye  upon  the  affected  side  is  sometimes  partly  or  even  totally  blind,  not  as 
in  organic  liemianopic  hemianiesthesia.  So,  too.  the  acuity  of  the  auditory 
ner\'e  may  be  diminished,  particularly  upon  that  side  of  the  body  which  is 
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most  affected.    The  sense  of  taste  may  also  be  pen 
smell  may  be  lost. 

Neuralgic  pains  are  not  common  in  hysteria  excep 
grave  ansemia  and  other  common  causes  of  neuralgi 
of  the  body,  however,  hyperaesthesia  of  the  skin  mi 
hysterogenic  zones  described.  These  zones  are  mc 
females  in  the  groin,  whence  the  name  "ovarian" 
the  mammary  glands,  and  in  males  on  the  scrotun 
but  they  may  be  found  in  any  part.  Paralysis  of  i 
is  sometimes  met  with.  Usually  the  internal  rectus 
times  the  external  rectus.  Speech  may  be  impair 
adductors  of  the  vocal  cords.  The  development  of 
"hysterical  aphonia,"  the  patient  being  speechless,  o 
in  a  whisper.    The  onset  of  this  condition  is  usuall} 

The  paralysis  of  motion  already  referred  to  often  p 
of  time,  and  in  association  with  this  paralysis  it  n 
other  muscles,  often  those  which  are  antagonistic 
paralyzed,  suffer  from  contractures.  At  first  these  ] 
abnormally  irritable  and  the  contractures  may  be  flc 
as  long  as  the  paralysis  of  motion  and  sensation,  an 
the  contractures  which  are  sometimes  met  with  in  cerel 
may  also  affect  the  muscles  of  an  arm,  of  the  face, 
tremors  may  resemble  those  of  paralysis  agitans  or 
terized  by  tremor,  particularly  if  the  patient  has  bee 
a  case.  The  amount  of  atrophy  or  wasting  which 
part  is  usually  very  slight,  and  depends  almost  entire 

Of  the  internal  viscera  it  may  be  said  that  the  fui 
impaired  in  most  instances,  unless  perchance  these 
chief  manifestations  of  the  disease.  A  very  commoi 
present  in  the  majority  of  cases  is  the  sensation  as  if 
rose  into  the  pharynx.  This  is  called  "globus."  In 
attacks  of  vomiting  develop.  In  still  others,  the  "rifti 
of  gas,  or  of  air  which  has  been  swallowed,  takes  | 
much  rumbling  in  the  abdomen.  In  still  other  insta 
it  is  sometimes  called,  "merycismus,"  occurs;  that 
gitates  food,  which  has  been  swallowed,  into  the  mouti 
At  other  times  intestinal  disorders  are  present.  I  hav 
tumor  of  the  intestine,  in  a  patient  who  had  constantly 
was  emaciated  to  the  last  degree,  give  rise  to  the  \ 
growth  was  present.  At  times  these  patients  have  a 
ing  chalk  or  other  materials  not  commonly  swallowe 
times  very  limpid  and  free.  At  other  times  it  is  sci 
After  an  acute  attack  of  hysteria  it  is  usually  limpid. 

Of  the  circulatory  disorders  attacks  of  tachycati 
uncommon.     Sometimes  the  patient  will  complain 
neighborhood  of  the  heart.    This  pseudoangina  is  ch 
tion  of  distention  of  the  heart  in  distinction  from  th 
which  is  usually  described  as  if  the  heart  were  beii 
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The  peripheral  vascular  system  may  also  be  disturbed.  Abnormal  Hushing 
or  blushing  or  local  anirmia  ami  pallor  may  be  present.  At  times  even 
cedeina  may  develop.  In  other  instanees  the  [)art  becomes  so  palliil  or  slate- 
like  in  color  that  it  resembles  Raynaud's  disease,  but  true  gangrene  does  not 
develop.  Very  rarely,  indeed,  a  sharp  febrile  movement  may  lake  place. 
Sometimes  hysterica!  patients  sulTer  from  attacks  of  hiccough  or  of  sneezing, 
or  of  rapid  lircathing.  cough,  or  diftieulty  in  swaliovving. 

Under  the  name  of  *'  hysteroepilepsy/*  a  form  of  hysteria  characterized 
by  violent  convulsions  closely  resembling  those  of  true  epilepsy  is  described 
by  many  foreign  authors.  It  is  rare  in  this  coimtry.  In  some  instances 
the  convulsive  seizure  is  not  epileptoid.  but  eataleptoid  or  tonic.  The 
patient  may  lie  in  bed  with  the  amis  extende<l,  as  in  ecstasy,  or  with  the 
hands  tightly  clinchetl,  as  in  terror  or  anger,  or  the  state  may  resemble 
simple  stupor  or  even  coma.  At  other  times  a  psychical  disturbance  is  mani- 
fested so  that  the  patient  develops  a  delirium.  Often  several  of  these  proccssts 
are  combined.  At  first  the  patient  experiences  an  aura  as  in  epilepsy.  This 
is  followed  by  the  e^pileptoid  fonn  of  convulsion,  and  this  again  by  the  con- 
tortions and  emotional  attitudes  just  descril>ed.  An  emotional  confusion 
is  not  rare;  halluchiations  and  delusions  may  occur  and  confinement  in  an 
asylum  may  be  necessary.    Finally  a  stage  of  delirium  may  develop. 

I>iagiiosis. — Under  some  circumstances  there  is  no  more  difficult  diagnosis 
than  the  difFcrcntiation  of  hysteria  from  organic  nervous  disease,  particularly 
if  the  patient  has  had  an  opportunity  of  studying  the  symptoms  presented 
by  patients  witli  organic  nervous  lesions.  The  imp>rtant  points  in  differ- 
entiation are  the  contraction  of  the  visual  fiehls  and  the  alterations  in  the 
color  fields,  the  fact  that  the  areas  of  amesthesia  are  not  confined  to  any 
given  distribution  of  sensory  nen'es,  the  presence  of  hysterogenic  or  hyper- 
lesthetic  spots,  the  fact  that  wasting  docs  not  develop  to  any  degree  in  the 
paralyzed  muscles,  the  absence  of  the  reaction  of  degeneration,  the 
maintenance  or  fH?rsistence  of  the  deep  reflexes,  and  the  peculiar  emotional 
state.  Again,  the  anaesthetic  area  may  be  moved  from  the  first  place  affected 
by  the  mere  placing  of  a  coin  or  a  magnet  over  the  affected  part.  Hysterical 
contractures  also  usnally  disappear  in  sleep  or  when  the  patient  is  under 
the  influence  of  an  anicsthctic.  In  the  epileptoid  form  of  attack  the  tongue 
is  never  bitten  nor  the  linihs  injured. 

PrognoBis. — The  prognosis  as  to  life  is  good.  The  attacks  usually  diminish 
in  frequency  an<I  severity  with  advancing  years,  but  the  question  of  prognosis 
is  also  governerl  by  the  degree  of  nervous  instahility  in  the  patient  and  in 
her  part^nts.  When  the  hereditary  influence  is  bad  and  the  surroundings 
of  the  patient  are  unfavorable  the  malady  may  last  a  lifetime.  In  those 
who  are  well-to-«]o  and  who  can  afford  to  take  the  treatment  required  by 
such  cases,  the  outlook  is  better  than  in  those  who  are  continually  exposed 
to  had  surrouiniings,  with  nervous  stress  and  strain. 

Treatment. — The  treatment  consists  in  the  removal  of  the  patient  from 
those  causes  which  tend  to  produce  nervous  irritability  and  stress.  If  the 
home  surroundings  of  the  patient  are  such  as  to  increase  nen'ous  irritation, 
the  patient  must  Ix*  removc<l  from  those  surromidings.  Such  a  patient 
should  always  be  taken  from  school  and  given  lessons  under  a  private  instruo- 
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tor.  If  the  symptoms  are  severe  the  Weir-Mitche 
If  they  are  not  severe  enough  for  this,  an  out-do< 
amount  of  healthy  exercise  carried  to  the  point  of  fal 
tion,  is  needful.  If  ansemia  is  present  it  must  be  ov( 
Insomnia  and  peripheral  nervous  irritation  should 
cold  packs  and  the  various  forms  of  hydrotherapy.  S 
but  it  must  be  remembered  that  the  administration 
patients  frequently  produces  a  drug  habit.  Local 
to  being  treated  by  hydrotherapy,  will  also  be  ben 
rapidly  interrupted  faradic  current  administered  bj 
wet  sponge,  or,  if  the  ansesthesia  is  marked,  throi 
The  physician  must  exercise  a  dominant  influence  o 
must  be  put  under  the  charge  of  a  trained  nurse  of  si 
the  one  hand,  will  not  be  irritated  by  peculiaritiej 
courage  them.  This  mental  side  of  the  treati 
overlooked. 

The  treatment  of  the  hysterical  attack  itself  consh 
of  nitrite  of  amyl.  There  are  few  cases  of  true  hys 
once  relaxed  if  convulsed,  and  the  attack  stopped 
the  one  hand,  is  perfectly  safe,  and,  on  the  other, 
mental  impression  that  its  use  is  appreciated  by  tl 
amyl  cannot  be  employed,  ether  may  be  used  and  pi 
form  is  usually  too  agreeable  to  the  patient  to  be  sud 
the  use  of  the  dry  electric  brush  or  even  of  the  act 
be  touched  at  various  points  on  either  side  of  the 
through  the  powerful  mental  impression  it  produces 


EPn«EPSY. 


Definition. — Epilepsy  is  a  disease  characterized  by 
ness,  which,  in  the  well-developed  form  of  the  mala 
followed  by  convulsions.  The  convulsions  at  the 
usually  tetanic  or  tonic  in  type,  but  almost  imm< 
Indeed,  so  typical  of  epilepsy  are  clonic  convulsio: 
of  this  class  are  called  "epileptiform."  Epilepsy  sej 
convulsive  conditions  associated  with  unconsciousnc 
a  chronic  malady,  whereas  epileptiform  convulsic 
causes  occur  but  a  few  times  in  the  lifetime  of  the  indi 
in  puerperal  eclampsia  or  ursemic  poisoning.  Hysti 
ever,  closely  resemble  it. 

Etiology. — ^The  etiology  of  epilepsy  is  unknown, 
proportion  of  cases  injuries  to  the  brain  substance  i 
internal  causes  undoubtedly  predispose  to  or  produc 
instances  it  has  been  thought  that  the  condition  is  he 
tainly  true  in  the  sense  that  epileptic  parents  often 
By  far  the  largest  number  of  cases  collected  by  ai 
the  author  is  aware,  are  those  of  Growers,  who  anal 
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T&OBs  of  epilepsy,  finding  that  an  inherited  tendency  was  indicated  by  the 
presence  of  insanity  or  epilepsy  in  ancestors  or  collateral  relations  in  rather 
more  than  onc-thinl  of  i\\c  cases  (35  per  cent. )»  and  rather  less  freqiicntly  in 
males  than  in  feinal(\s,  for  there  was  tliis  history  in  33  per  cent,  of  the  males 
and  37  per  cent,  of  the  females.  There  was  a  family  history  of  epilepsy  in 
two-thirds  of  the  inherited  cases,  of  insanity  in  one-thirrl,  and  of  both  dis- 
orders in  one-tenth  of  the  cases.  In  the  56  cases  recorded  by  Sieveking 
heredity  was  the  canst*  In  11.  Reynolds,  in  his  collection  of  cases,  found 
the  proportion  to  l)e  31  per  cent.  Hnsso  has  collected  1000  cases*  and  has 
found  [lereih'ty  the  cause  in  no  less  numl>er3  than  the  others.  If  we  take 
the  average  result  of  the  conclusions  reached  hy  the  clinicians  just  named, 
who  give  exact  figures,  we  find  that  we  have  to  deal  with  4300  cases  of 
epilepsy,  of  which  a  little  over  20  per  cent,  were  due  to  heredity.  Whether 
epilepsy  can  be  induced  in  a  child  by  hereditary  influences  arising  from 
chronic  alcoholism  or  chronic  lead  p>isoning  is  open  to  debate.  Certain 
neurologists  are  firmly  convinctnl  that  these  factors  are  active. 

In  other  instancies,  apparently  healthy  chilrlrtMi  develop  epilepsy  after 
suiferingfrom  some  of  the  infectious  diseases  such  as  scarlet  fever.  In  these 
cases  the  infection  has  either  produced  some  definite  lesion  in  the  brain 
or  has  so  impaired  the  normal  growth  of  certain  cells  in  tlie  cerebral  cortex 
that  their  natural  balance  is  destroyed,  with  tiie  result  that  jK-riodic  explo- 
sions of  nervous  energy  take  place. 

Syphilis  acts  as  a  cause  of  epilepsy  in  two  ways.  When  the  parent  is 
syphilitic,  the  child  may  suffer  from  hertnlitary  syphilis  or  from  a  para- 
s\i>hilitic  disease  of  the  ner\'ons  system,  with  imperfect  cerebral  develop- 
ment. In  other  cases  aequirefl  syphilis  produces  epilepsy  in  adults.  Indeed, 
more  than  one  writer  has  expressed  the  belief  that  an  epilepsy  beginning 
after  the  tvvtmty-fiftli  year  is  syphilitic  in  origin.  This  is  rather  an  exag- 
gerated statement,  but  it  is  nevertheless  true  that  more  than  three-fourths 
of  all  cases  of  epilepsy  begin  before  the  twentieth  year.  About  half  of 
them  Iwgin  in  tlie  second  decade  of  life.  Quite  a  large  proportion  begin 
between  the  seventh  and  tenth  years. 

In  some  instances  the  epilepsy  dates  from  the  reception  of  some  severe 
injur}'  to  the  heatl.  Cases  that  have  a  traumatic  origin,  those  which  are 
due  to  syphilitic  gumma  or  other  fonn  of  brain  tumor,  usually  belong  to 
that  type  which  is  called  "Jacksonian"  or  ** localized"  epilepsy,  although 
they  may  ultimately  develop  all  the  characteristics  of  the  so-called  idio- 
pathic form. 

For  many  years  it  was  considered  that  a  host  of  conditions  tended 
to  produce  epilepsy  by  reflex  irritation.  Such  causes  as  foreign  bodies 
in  the  ear  or  in  the  nose,  intestinal  worms,  an<l  uterine  disorders  have  been 
considered  as  causative  factors,  but  in  all  such  cases  it  cannot  be  denied  that 
these  agents  act  indirectly  in  the  sense  that  they  provoke  an  irritation  which 
reflexly  unsets  the  ner^T  balance  or  equilibrium  of  an  unstable  motor  area 
of  the  brain.  In  other  words,  in  any  case  of  epilepsy  it  is  to  !h"  understood 
that  the  underlying  factor  is  a  lack  of  stability  or  ner\ou3  balance. 

The  influence  of  sex  is  not  very  great,  but  males  are  affected  somewhat 
more    frequently    than    females.     Althaus    has    examined    an  enormous 
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amount  of  statistics  to  obtain  results  bearing  on  this 
in  54,442  cases  there  were  28,960  males  and  25,482 

Posthemiplegic  epilepsy  due  to  cerebral  injury  ma- 
there  can  be  no  doubt  that  it  far  more  commonly  o< 
adults.  In  at  least  two-thirds  of  the  cases  the  onset 
of  age,  and  in  nearly  one-half  it  is  during  the  first  tw( 
uncommon  for  the  paralysis  to  occur  in  infancy  an 
at  puberty.  This  prolonged  interval  is  rare  in  aidult 
seizures  usually  begin  in  less  than  one  year. 

The  frequency  with  which  epilepsy  comes  on  a 
childhood  has  been  very  exhaustively  studied,  1 
20  children  out  of  97  suffered  from  it.  In  the 
Gaudard  11  children  had  hemiepilepsy,  and  66  chi! 
collected  by  Wallenburg  were  epileptic  after  hemiplc 
of  cases  collected  by  Osier  15  children  out  of  23  we 

Pathology. — ^The  pathology  of  epilepsy  is  not  kno 
autopsy  many  cases  of  epilepsy  show  atrophic  or  dege 
cerebrum,  but  this  holds  true  of  only  a  certain  prop< 
instances  of  so-called  idiopathic  epilepsy  in  which 
syphilis,  or  of  injury,  or  of  damage  to  the  brain  throu 
vessels.  In  this  idiopathic  form  the  most  careful  ni 
scopic  examinations  of  hundreds  of  cases  have  failed 
which  can  be  considered  as  responsible  for  the  malad 
scopic  lesions  which  have  been  described  by  certain 
out  doubt  present,  but  in  these  cases  the  question  a 
not  the  result  rather  than  the  cause  of  the  affection. 

That  epilepsy  is  a  result  of  an  explosive  discharge  < 
the  motor  areas  of  the  cortex  is  proved  by  the  fact  t 
can  be  produced  in  man  and  in  the  lower  animals  b; 
and  that  growths  and  injuries  which  irritate  them  pro< 
The  somewhat  ancient  theory  that  the  convulsive  di 
of  lesions  in  the  medulla  and  the  pons  is  no  longer  sx 

Symptoms. — One  of  the  first  and  most  marked  sym 
attack  of  epilepsy  is  a  peculiar  sensation  felt  in  som( 
generally  below  the  head,  which  gradually  rises  up  c 
rapidly  or  slowly,  like  an  oncoming  cloud,  until,  the  hea 
the  patient  is  immediately  convulsed  and  unconsciou 
is  seen  to  be  in  the  very  acme  of  the  nervous  storm.  £ 
arrival  of  this  aura  in  the  cervical  region  the  person 
scream,  so  characteristic  that  it  has  been  called  the 
probably  due  not  so  much  to  a  voluntary  impulse  as 
of  the  air  from  the  thorax  by  the  convulsive  contrac 
muscles,  as  well  as  those  of  the  thorax,  and  its  rapi< 
glottis  narrowed  by  rigid  spasm  of  the  muscles  g< 
Synchronously  with  this  cry  the  muades  of  the  whoU 
attack,  become  sirongly  contracted  until  they  are  in  a  i 
having  momentarily  relaxed,  pass  into  alternating  n 
lions,  which  throw  the  patient  now  to  this  side,  now 


i 
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During  the  tonic  spasm  the  muscles  of  the  face  often  produce  marked 
distortions  of  the  foaturc-s,  in  some  cases  bringing  ahout  the  so-called  n'gtds 
Bardoniciis;  the  hea<i  may  be  drawn  to  one  side,  and  under  these  circum- 
stances the  eyes  are  generally  turned  in  the  same  din?ction;  the  jaws  are 
locked  one  ajii^ainst  the  ottier,  and  the  lower  jaw  may  also  be  drawn  away 
from  the  median  line  of  the  face  in  the  same  direction  as  the  eyeballs.  Some- 
times the  whole  body  is  rotated.  In  070  cases  analyzed  by  the  writer,  com- 
plete rotation  to  tiic  right  is  mentioned  as  Ijeing  present  in  49  persons,  and 
to  the  left  in  52  cases.  Thci-e  is,  therefore,  no  difference  worthy  of  note 
in  these  numbers. 

The  arms  are  strongly  flexed  at  the  elbows,  while  the  Itand  is  still 
more  strongly  flexed  at  the  wrist;  the  fingers  are  also  so  bent  into  the 
palm  of  the  hand  that  not  unfi*equently  the  skin  in  this  region  fs  found 
indented  by  the  nails.  The  anns,  legs,  and  l^iody  are  drawn  aiui  jerked  in 
the  direction  of  the  most  powerful  muscles,  and,  as  a  consequenrt*  of  this, 
opistliotonos,  during  the  tonic  stage,  is  by  no  means  uncommon.  Excep- 
tions to  this  rule  do,  however,  frequently  occur,  and  when  present  show  that 
the  paroxysm  is  exerting  its  chief  inflTiencc  on  the  weaker  nnisclrs.  while  the 
stronger  ones  are  afTeeted  at  least  to  a  less  degree.  As  a  general  rule,  too, 
the  muscles  of  onesiile  suffer  more  than  those  of  the  other.  Unfortunately, 
in  the  cases  collected  by  me,  in  only  158  instances  were  any  remarks 
on  this  point  made.  In  these  15S  the  right  side  was  most  affecte^l  in  77  cases, 
and  the  left  sitic  in  81  cases.  It  is  evifh-nt,  therefore,  that  both  sides  suffer 
alx>ut  equally.  The  legs  may  be  fimdy  flexed  on  the  abdomen,  while  the 
fingers  are  rigitlly  extended. 

The  change  in  the  color  of  the  face  is  very  marked  and  almost  typical  of 
the  disease,  being  at  first  pale,  then  flushed,  the  flushing  deepening  often  into 
a  livid  purple,  owing  to  tlic  asphyxia  produced  by  the  convulsive  contraction 
of  the  thorax.  In  some  cases  the  eyelids  are  widely  drawn  apart  so  that  the 
eyes,  owing  to  their  fixation,  have  a  staring  appearance;  in  others  they  are  so 
tightly  closed  that  the  fingers  of  the  onlooker  can  scarcely  force  the  lids 
apart.  The  staring,  Init  blank,  expression  of  the  eyes  is  also  increased  by 
the  slow  dilatation  of  the  pujiiLs  which  always  accompanies  the  asphyxia. 

The  duration  of  the  tonic  contractions  rarely  exceetis  two  minutes,  and  in 
most  cases  is  limited  to  but  a  few  seconds.  It  is  followed  by  the  clonic  spasms, 
already  described,  which  are  ushered  in  by  more  or  less  violent  tossings,  but 
whose  onset  is  forewarnefi  by  peculiar  vibratory  thrills,  which  run  through 
all  the  afTeeted  muscles.  The  eyelids  tremble,  the  body  changes  its  position 
never  so  slightly,  and  then,  as  if  the  vibrations  gained  greater  and  greater 
power  with  each  moment,  the  fibrillary  tremors  give  way  to  muscular  con- 
tractions. The  expression  of  the  face,  which  in  the  preceding  stage  was  set 
and  firm,  is  now  constantly  change<i  by  the  movements  of  the  facial  muscles; 
the  jaws,  no  longer  locke<l  together,  are  gnashed  and  crunched  one  upon 
the  other;  the  tongue  is  alternately  protruded  and  drawn  back,  and,  as  a 
consequence,  is  often  caught  lx*tween  the  teeth  and  bitten  and  lacerated. 
The  excessive  movements  of  the  muscles  of  mastication  force  the  increased 
quantities  of  lit|uid  secreted  by  the  salivary  ghinds  from  the  mouth  in  the 
form  of  froth,  which  is  often  stained  with  blood  by  reason  of  the  injuries  to 
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the  tongue.  The  constancy  of  the  convulsive  mov 
and  less  marked ;  well-developed  remissions  occur 
body,  until  the  movements  cease  entirely;  but  it  ah 
in  mind  that  the  prolongation  of  the  remissions  does 
in  the  severity  of  the  intervening  spasm,  the  final 
more  violent  than  the  first. 

Th?  intense  discoloration  of  the  face  begins  to  ] 
remissions,  by  their  length,  permit  the  blood  to  1 
pearaiice  being  temporarily  arrested  by  each  parox^ 
having  ceased,  the  patient  lies  before  us  relaxed,  unt 
and  passes  into  a  deep  sleep  or  coma,  which  lasts  i 
and  from  which  he  cannot  be  aroused  except  ve 
great  difficulty. 

One  of  the  most  interesting  and  important  of 
30-called  aura.  Difference  of  opinion  has  arisen  i 
occurrence,  some  authors  stating  it  to  be  very  ran 
constantly.  There  can  be  little  doubt  that  in  man 
present  as  in  others  it  is  absent,  and  it  would  appc 
the  patient  has  something  to  do  with  the  occum 
attack;  at  least,  if  we  may  judge  by  the  statemeni 
each  nation.  Thus,  in  America,  Wood  states  that 
very  large  proportion  of  the  cases  of  true  epilepsy 
with  him.  In  England,  Gowers  stated  it  to  occur 
cases,  and  Bristowe  states  it  to  be  not  uncommon. 
the  aura  appears  to  be  present  in  more  than  half 
another,  as  it  is  also  in  Germany,  according  to  I 
collected  by  the  writer  it  was  found  that  the  aura  v 
362  cases  and  absent  in  138  cases. 

Tlie  aura,  or  vximing,  while  possessing  genera 
to  all  cases,  is  by  no  means  identical  in  each  indiv 
number  of  cases,  where  it  is  present,  have  it  in  \ 
not  there,  then  it  is  often  in  the  stomach;  and  it 
persons  suffering  from  epilepsy  who  have  as  an  ai 
sensation  all  over  the  body.  In  much  more  rar 
situated  in  the  organs  of  special  sense,  and  are  evl 
of  blindness  or  deafness.  It  is  worthy  of  note,  h 
aura  may  differ  in  every  case  in  origin,  seat,  and  lii 
ably  constant  in  the  same  individual,  rarely,  if  ever,  < 
they  may  vary  in  degree.  A  careful  analysis  of 
cases  by  hundreds  of  observers  shows  that  the  a 
with  is  that  beginning  in  the  hand;  next,  that  beg 
next  most  common,  that  arising  in  some  of  the  vise 
which  arise  in  the  face  and  tongue.  The  rarest  fc 
arises  in  the  sides  of  the  trunk. 

Not  only  may  the  seat  of  the  aura  be  varied,  I 
even  more  aberrant.  Undoubtedly  the  most  comn 
scribable  sensation  of  a  vapor  or  cloud,  already  s 
number  of  cases  the  sensations  are  described  as 


I 

I 
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perhaps  as  partaking  of  the  feelinp;  that  the  part  is  in  active  movement 
when  in  reality  it  i.s  still  cjuiet.  (Jthi-rs  speak  of  it  as  a  sensation  of  ctild, 
others  of  heating  and  burning,  and  still  others  of  trembling  and  indes^TibabJe 
distress.  In  certain  cases  the  sensation  is  confinetl  to  the  spot  where  it  is 
first  noticed,  and  fails  to  travel  upward  or  toward  the  central  nervous  system. 

Status  epih'piiciis  is  a  condition  in  which  convulsion  follows  convulsion 
so  rapidly  that  consciousness  is  not  regained.  In  some  instances  the  patient 
dies  within  a  few  hours  as  a  result  of  t-xhaustion  or  asphyxia.  As  the  case 
goes  on  the  convulsions  are  replaced  entirely  by  coma,  or,  in  rare  cases, 
violent  attacks  of  mania  may  develop.  In  tliis  state  the  body  rapidly 
emaciates,  bed-sores  develop,  and  death  ensues  from  exhaustion. 

An  extraordinary  number  of  His  may  occur  in  a  brief  space  of  time 
without  causing  fleath,  or  even  very  great  exhaustion.  A  very  good  ex- 
ample of  this  fact  is  that  of  a  case  reported  by  Newington,  which  is  as 
follows:  On  the  twentieth  day  of  the  month,  at  5  A.M.,  the  fits  began  in 
the  woman  under  his  care.  By  5  p.m.  the  same  day  she  ha<l  had  274  fits, 
and  by  o  a.m.  on  the  21st  she  had  ^S4  more,  or  (322  fits  in  twenty-four 
hours.  This  makes  a  rate  of  one  nearly  every  minute.  By  5  a.m.  on  the 
22d  she  had  4CM)  more;  by  5  a.m.  on  the  23d,  525;  by  5  a.m.  on  the  24th, 
355,  and  frotu  5  a.m.  on  this  day  to  5  a.m.  on  the  25th  she  ha<!  214  fits.  Alto- 
gether she  had  2156  fits  in  ?i\e  days,  and  yet  survived,  being  fed  by  the 
rectum. 

Motor  paralysis  may  succeed  epileptic  paroxysms,  and  this  is  particularly 
the  case  in  those  instances  where  the  convulsive  movements  are  largely 
unilateral  in  character. 

A  very  imp>rtant  question,  connected  not  only  with  the  prognosis  of 
epilepsy,  but  also  with  its  relation  to  medical  jurisprudence,  lies  in  the  intlu- 
ence  which  the  disease  may  exercise  on  the  mental  condition  of  the  sufferer. 
Russell  Reynolds  hjis  arrived  at  the  following  conclusions  in  regard  to  the 
effects  f>f  the  disease  on  the  intellect: 

1.  That  epilepsy  does  not  necessarily  involve  any  mental  change. 

2.  That  great  mental  impairment  exists  in  some  eases,  but  this  is  the 
exception  rather  than  the  rule. 

3.  Tliat  females  suffer  (in  mental  vigor)  more  frequently  than  males,  and 
also  moi*e  s<*verely. 

4.  That  the  connnonest  failure  is  loss  of  memory,  and  that  this,  if  regarded 
in  all  degrees,  is  more  frequent  than  integrity  of  that  faculty. 

5.  That  appR'hensioi»  is  more  fre(|uently  presen'ed  than  lost. 

6.  That  ulterior  mental  changes  are  rare. 

7.  That  depression  of  spirits  is  fTjmmon  in  males,  rare  in  females,  but 
that  excitability  of  temper  is  found  in  both  sexes. 

Complications. — Naturally  enough,  a  veiy  common  variety  of  complication 
is  some  traumatism,  severe  or  mild,  which  is  suffered  as  the  result  of  the  fall 
accompanying  the  fit,  whereby  the  hea<]  is  struck  against  some  hard  or 
sharp  object.  The  severity  of  the  injur)'  may  be  anvthing  from  fracture  to 
a  slight  abrasion  or  bruise.  WTien  such  an  accident  happens  it  should  not 
be  forgotten  that  the  coma  of  the  fit  may  be  dangerously  deepened  by  the 
concussion,  and  also  that  the  coma  may  mislead  the  physician  so  that  it  is 
67 
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regarded  as  the  natural  sequence  of  the  attack  rath< 
injury.  Fractures  of  the  clavicle  are  very  common 
various  dislocations  may  ensue.  The  presence  of  a 
is  a  very  much  more  serious  matter  than  would  ap 
even  if  the  fits  are  not  very  frequent  they  are  almo 
solution  of  continuity,  or  even  to  convert  a  simple  ir 
by  the  jerkings  of  the  muscles.  Splints  are,  of  co 
limb  may  be  wrapped  in  a  pillow.  Careful  watchin 
must  always  be  insisted  upon,  since  under  these  i 
fall  is  avoided  on  the  advent  of  a  new  attack. 

In  other  cases  apoplexy  may  occur,  due  to  the  . 
cerebral  bloodvessels  during  the  fit,  and  if  the  coi 
is  prolonged  or  peculiar,  this  fact  should  be  called  U 
of  the  pupils,  the  stertorous  respiration,  the  fact  th 
protruded  straight  from  the  mouth,  all  point  to  a  cer 
of  temperature,  the  coma,  and,  last  of  all,  the  hemi{ 
of  both  states,  and  cannot  be  used  for  differential  di 

Diagnosis. — Undoubtedly,  the  most  similar  convi 
have  is  that  due  to  hysteria,  and  the  diagnosis  of 
as  difficult  in  some  cases  as  it  is  essential  and  necei 
cure.  The  other  conditions,  with  which  it  might  b 
alcoholic  epilepsy,  tetanus,  and  S3mcope.  In  the  a 
arranged  all  these  disorders,  which  briefly  and  succi 
points  between  them,  although  of  necessity  it  is 
account  of  the  lack  of  space. 

The  very  irregularity  of  true  epilepsy  makes  il 
give  clear  and  well-defined  outlines  of  it  againsi 
ticularly  when  we  remember  that  epilepsy  and  hys 
hand. 

By  far  the  most  important  differential  point  bet 
just  named,  when  not  complicated  with  still  another 
of  the  movements.  As  already  pointed  out,  in  epil 
at  variance  with  those  of  daily  life,  while  in  hysterij 
typical  of  ordinary  muscular  contractions,  or,  in 
purposive  in  character;  and  frequently  there  is  prol 
of  the  muscles,  giving  rise  to  the  assumption  of  positi 
less  resemblance  to  normal  attitudes.  In  hysteria 
impaired  sometimes,  but  never  so  completely  as  in 
most  commonly  the  individual  knows  ail  that  goes  oi 
she  may  give  no  sign  of  consciousness  by  words  or  1 
she  may  afterward  be  able  to  narrate  all  that  has  occi 
however,  a  condition  known  as  automatic  conscioi 
during  the  paroxysm,  the  patient  understands  all  t 
everything  on  the  return  to  quietness. 

The  fact  that  the  patient  is  a  female  cannot  be 
evidence  of  hysteria  in  the  least,  but  if  the  fit  occu 
taken  as  fairly  positive  evidence  of  epilepsy;  and  j 
remembered  that  males  may  suffer  from  hysteroid  i 


EPILEPSY 


1059 


Table  of  Differential  Diagnosis  of  Epilepsy  fboh  Hysteria,  etc. 


Slgiu. 


Apparent 


Aura  or 
prodio- 


Oiuet 


ScTMLin. 


OODTUl- 

aion. 


BlUng. 


Micturi- 
tion. 


Defecation 

Talldng. 

Dnimtion. 

Oontdoaa- 


Tennlna- 
tlon. 


Epilepsy. 


None. 


Generally 

Eieaent, 
ut  short. 


Sadden. 


At  onset 
and  sud- 
den. 

First  tonic, 
then  clonic. 


Tongne. 


Frequent. 


Occasion- 
ally. 

Never. 


A  few 

minutes. 


Lost. 


Spontane- 
ous. 


Hysteria. 


Emotion. 


Globus 
hystexiciis, 
palpitation, 
choKlng. 

Often  grad- 
ual. 


During 
attack. 


Rigidity 
more  pro- 
noanced 
with  more 
aching. 

Tongue, 
lips,  and 
hands. 


Never. 


Never. 


Frequent. 


Generally 
many 
minutes. 

Generally 
preserved. 


Maybe 
induced 
by  shock. 


Unemia. 


None. 


Headache, 
vomiting, 
anddys- 
pepcia. 

Often  grad- 
ual. 


Frequently 

none. 


Rigidity 
generally 
absent. 


Tongne. 
Never. 

Never. 

Muttering. 


From  a 
minute  to 
hours. 

Last. 


Spontaneous 


FeUti 


None. 


Fstntness 
and  dim- 
ness of 
vision. 

Sadden. 


Frequently 
none. 


No  rigidity. 

None. 

Rarely,  ex- 
cept when 
bladder  is 
aflteted. 

Never. 
Never. 
Momentary. 


Not  lost 
always,  but 
clouded. 

Spontaneous 


Alcohollo 
epilepsy. 


Nome. 


Tremors. 


Sudden  or 
gradual. 


Hay  or  may 

not  be 
present 

Movements 
more  clonic 
than  tonic 


Rarely. 

Rarely. 

Rarely, 
Never. 


May  Im  pro- 
longed. 


Umi. 


Tetanus. 


None. 


Nervous- 


Gradual, 
begins  In 
Jaw. 

None. 


Always 
tonic 


None. 

Sometimes 

Rarely. 
Never. 
Hours. 


Syncope 


Mental 
shock. 

Not  so  well 
defined  as 
in  epilepsy. 

Sadden  or 
gradual. 

None. 


None. 


None. 

Never. 

Never. 
None 


Indefinite 
time 


Preserved.!  Lost 


Spontaneous  Spontane*     Qmdual, 
ous.  I    with  no 


lence. 


The  movements  of  the  hysterical  patient  after  the  tonic  condition  has 
passed  awayare  as  clonic  as  those  of  epilepsy,  but  still  possess  some  purposive 
characteristics,  and  are  not  so  bizarre  as  are  those  of  the  true  disease.  Thus, 
the  head,  arms,  and  legs  are  struck  with  evident  endeavor  against  the  floor 
or  surrounding  furniture.  Another  point,  which,  when  it  occurs,  is  very 
distinctive,  is  the  onset,  toward  the  close  of  a  hysterical  convulsion  of  a 
second  stage  of  tonic  spasm  such  as  occurred  at  the  beginning.  It  will  be 
remembered  that  this  does  not  occur  in  epilepsy;  although  it  must  be  borne 
in  mind  that  in  cases  of  the  "status  epilepticus"  the  rapid  onset  of  another 
attack  may  show  a  second  tonic  stage.  This  can  be  separated,  however, 
by  the  fact  that  it  is  followed  by  clonic  movements,  whereas  the  secondary 
tonic  stage  of  hysteria  is  usually  followed  by  relaxation  and  temporary 
recovery. 

Finally,  too,  in  hysteria,  some  peculiar  emotional  position  is  often  assumed, 


1060 


DISEASES  OF  THE  NERVOUS  & 


Its  of  the  crucifix,  or  of  intense  grief,  or,  perhaps,  in 
corresponding  movements  of  the  trunk.  If  the  pat 
a  smile  may  float  across  the  face,  while  the  eyes, 
pain,  or  entreaty,  may  seem  to  be  gazing  at  some 
some  very  well  developed  cases  the  expression  of  j 
look  of  pain,  with  painful  movements,  or  an  a; 
entreaty,  with  sensual  and  venereal  desire  evide 
commonly  areas  of  ansesthesia  and  hypersesthesis 
and  Are  of  all  degrees  of  intensity  and  limitation 
erally  shows  their  presence  after  attacks  of  convulsi 
from  one  attack  to  the  other,  or  develop  spontaneo 
these  areas  are  unilateral,  and  may  extend  over  c 
line  of  demarcation  of  the  anaesthesia  or  hypers 
area,  being  clearly  and  abruptly  defined,  generally 
front  and  back  of  the  trunk.  It  will  be  called  to  n 
are  absent  in  true  epilepsy.  Hallucinations  are 
the  fit  in  hysteria  than  in  epilepsy,  and  sometime 
the  attacks. 

A  very  useful  differential  point,  strongly  insiste 
Bourneville,  is  that  in  true  epilepsy  there  is  gene: 
rise  of  temperature  during  an  attack,  while  in  hyst 
ture  remains  normal  or  only  slightly  raised.  Not  rs 
attacks  of  epilepsy,  and  very  serious  injuries  are 
by  these  persons  to  carry  out  their  designs.  The 
are:  the  condition  of  the  pupils,  which,  in  the  simul 
normally;  nor  can  the  corneal  reflexes  be  held  bad 
rarely  changed,  and  the  thumbs  are  rarely  flexed  e 
has  pointed  out  that  in  malingerers  the  bystande 
out  the  thumbs,  and  that  they  remain  so;  whereas 
become  flexed  again. 

Suggestions  as  to  movements  are  sometimes  f 
and  the  movements  generally  lack  the  bizarre  chara* 

If  tobacco  smoke  or  ammonia  be  held  to  the  nos 
ally  is  forced  to  disclose  his  true  condition.  The 
there  is  no  rise  of  temperature  is  a  differential  point 

Prognosis. — ^The  physician  can  always  assure  the 
so  far  as  the  disease  itself  in  its  ordinary  form  is 
danger  of  death,  since,  as  a  general  rule,  unless  tht 
death  rarely  occurs,  unless  indirectly  by  the  fall  o 
or  well,  or  when  in  some  position  where  a  steady  he; 
Accidental  asphyxia,  due  to  the  bur3dng  of  the  fa< 
or  to  the  impaction  of  food  in  the  larynx,  may  occi 
is  uncommon. 

The  question  which  the  friends  will  always  ask 
of  ultimate  recovery,  or,  at  the  least,  will  there  be 
improvement?  Unfortunately,  the  reply  ought  not 
able,  even  for  ultimate  improvement,  for  the  experi 
practitioner  has  been  that  cures  rarely  occur. 
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Jacksonian  Epilepsy. — By  the  term  Jacksonian  epilepsy  we  mean  an 
affection  which  separates  itself  from  true  or  ordinary  idiopathic  epilepsy 
by  several  peeuliarities.  By  far  the  iiioat  itnporlaiit  of  the  peeuliar  signs 
is  the  character  of  the  onset,  which  always  begins,  in  the  typical  Jacksonian 
disease,  in  s<^>me  peripheral  poptii>n  of  tlie  body,  and  most  frequently  in  the 
muscles  of  the  tinnni*  or  hand,  so  that  for  the  moment  the  movements 
are  localized  and  may  remain  localized  at  the  point  of  origin,  or  inime- 
Jiately  diffuse  themselves  over  muscle  after  muscle  until  all  the  arm,  leg, 
or  other  groups  of  muscles  are  involved.  It  is  of  the  greatest  importance, 
however,  that  the  reailer  should  keep  the  aura  of  an  attack  scparatet]  in  his 
mind  from  the  onset,  rememberiag  that  the  term  onset  is  here  used  by  the 
writer  to  designate  the  beginning  of  the  perioii  following  the  aura,  if  there 
be  one.  Jacksonian  epilepsy  may  be  of  almost  any  degree  of  severity,  for 
in  rare  cases  but  one  muscle  may  suffer  througliout  an  entire  attack,  or  in 
others  the  entire  l>ody  may  l>e  finally  convulsed.  There  may  or  may  not  be 
loss  of  cunseiousuess,  its  presence  or  absence  being  dependent  upon  the 
severity  of  the  attack.  In  those  instances  in  which  only  a  few  localized 
muscles  are  involved,  consciousness  is  more  commonly  preserved  than 
lost. 

Petit  Mai  or  Minor  Epilepsy.— Petit  mal  differs  in  no  way  in  its  essential 
characters  fi*om  epilejjsy  of  a  much  more  highly  developed  form,  but  in  its 
minor  characteristics  it  is  sufficiently  at  variance  with  baut  mal,  or  grand 
mal,  to  separate  it  in  the  minds  of  clinicians.  In  its  most  common  form 
petit  raal  consists  of  a  momentary  less  of  consciousness,  accompanied  by 
pallor,  or,  more  rarely,  flushing  of  tfie  face.  The  man  who  is  subject  to  the 
disease  suddenly  stops  what  he  is  doing  for  a  moment  or  two,  and  then  takes 
up  his  work  or  subject  as  soon  as  he  recovers,  and  at  the  point  where  he 
ceased,  being  often  unconscious  of  the  break  in  his  conversation  or  labor. 
Reynolds  has  tlividrd  this  minor  form  of  the  affection  into  two  divisions. 
In  the  first  he  [)Iaces  those  who  are  attacked  and  have  no  evident  spasm, 
and  in  the  second  group  are  those  who  have  evident  spasm.  The  seizures 
are  characteristically  fugacious,  and  if  any  spasm  is  present  it  is  nearly, 
always  of  the  tonic  variety.  Sometimes  the  disorder  of  motility  lies 
chiefly  in  an  inhibition  of  an  act  about  to  be  performed.  The  fork  in 
a  man's  hand  at  a  dimict'-table  may  fjc  raised  half-way  to  the  mouthy  then 
held  in  mid-air  for  a  nuitneiit,  and  then,  as  the  attack  passes  away,  continue 
on  its  journey  to  the  mouth;  or,  a  woman  playing  the  piano  may  suddenly 
pause  with  her  fingers  raised  from  tfie  keys,  miss  the  time  of  three  or  four 
bars,  and  then  go  on  exactly  where  she  left  off,  as  if  no  interruption  had 
occurred. 

Treatment. — By  far  the  most  valuable  drug  in  use  to-day  for  the  relief  of 
epilepsy  is  brotnide  of  strontium.  In  many  cases  the  remedy  undoubtedly 
gives  relief  when  it  is  pusliet!  in  a  suitable  nuumer,  and,  in  the  majority 
of  instances,  the  seizures  are  so  decreased  both  in  violence  and  frequency 
that  its  use  may  be  said  to  be  indicated  in  nearly  every  case  of  the  dis- 
ease.    In  a  very  small  minority,  however,  it  signally  fails. 

A  very  important  point  to  be  Ixirne  in  mind  is  that  the  drug  often  seems 
to  have  produced  a  complete  cure,  and  this  results  iu  carelessness  in  the 
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regularity  of  administration.  The  patient  should  b 
that  every  day  passed  without  a  fit  is  a  step  forward, 
him  many  steps  backward.  He  should  also  be  m 
moderation  for  at  least  three  years  after  all  fits  hav 
after  that  time,  for  the  slightest  sign  of  their  retur 
each  day  should  be  gradually  decreased,  not  sudder 
•  The  iodide  of  potassium  is  entirely  useless  in  epil 
syphilis,  when  it  is  of  the  greatest  service.  Undei 
mides  and  all  other  drugs  should  be  set  aside  wt 
utmost.  As  is  well  known,  syphilitics  usually  bear 
and  the  writer  knows  of  one  instance  where  no  les 
taken  every  twenty-four  hours,  with  rapid  improve] 
"When  the  convulsions  are  due  to  a  gumma  the 
however,  too  slow  in  its  action,  and  should  be  repla 
to  break  down  the  growth  without  delay,  lest  a  sc 
asphyxia  or  some  similar  accident- 
ia every  case  the  physician  should  make  careful 
ence  of  an  aura,  and,  if  it  is  present,  he  should  oi 
provided  with  pearls  of  amyl  nitrite,  one  of  which 
contents  inhaled  the  moment  the  warning  of  an  a 
By  this  means  attacks  can  often  be  abortive. 


ECLAMPSIA. 


The  term  "eclampsia"  is  applied  to  convulsion; 
pregnant  women,  or  women  who  have  just  been  de 

Infaiitile  Eclampsia. — In  infantile  eclampsia  the 
in  character  and  seem  to  depend  upon  a  condition 
the  nervous  system,  which  is  still  further  disturbe< 
Thus,  it  is  commonly  supposed  that  gastric  and  in 
produce  infantile  eclampsia,  and  certainly  the  pn 
in  the  stomach  and  intestines  may  act  in  this 
physicians  believe  that  the  first  dentition,  by  reasoi 
gums,  may  result  in  such  a  seizure.  A  host  of  otl 
irritation  have  also  been  held  responsible.  Not  rar 
is  rickets.  It  is  often  stated,  in  text-books  on  m 
infectious  fevers  are  frequently  initiated  by  a  co 
matter  of  fact  this  rarely  occurs  in  an  ordinary  chi 
manner. 

The  convulsive  attack  varies  in  severity  from  i 
fingers  and  the  drawing  of  the  thumb  into  the  palm 
clonic  or  tonic  convulsion  closely  resembling  epiU 
In  many  instances  the  child  has  a  single  attack  and 
several  attacks  occur  within  a  few  days.  In  still  < 
one  or  more  attacks  of  convulsions  seems  to  develoj 
in  these  instances  the  child  may  become  a  confin 
cases,  however,  it  is  probable  that  the  condition 
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direct  cause,  simply  induces  a  nervous  explosion  on  the  part  of  a  brain,  which 
has  an  impaired  staliility. 

Diagnosis. — The  contUtion  must  be  separated  from  the  convulsions  pro- 
duced by  organic  cerebral  disease  (which  see). 

PropiosiB. — The  prognosis  in  infantile  eclampsia  is  j^ood  forsinj^le  attacks, 
and  U'coiiies  grave  in  direct  proportion  to  their  seventy  and  repetition.  Such 
attacks  occurring  in  feeble,  poorly  nourished  children  are  more  grave  than 
in  those  who  are  better  able  to  withstand  an  illness. 

Treatment. — Tliis  consists  in  removing  the  cause  of  local  irritation,  if  it 
can  be  foimd.  If  it  exists  in  the  stomach  or  the  l>owels,  it  should  be  removed 
by  an  ernetic  or  a  purge.  If  the  gums  are  inflamed  they  should  be  lanced. 
If  rickets  is  the  cause  it  must  l»e  cured  if  possible. 

The  treatment  of  the  attack  itself  consists  in  the  administration  by  the 
mouth,  if  swallowing  is  possible,  of  5  or  10  grains  of  bromide  witli  from 
2  to  4  grains  of  clilfiral,  or  by  the  use  of  2U  grains  of  sodium  bromide  with 
5  grains  of  choral  in  starch-water,  by  the  rectum.  If  laryngeal  spasm  is 
marked,  and  is  a  dangerous  symptom  an  inhalation  of  nitrite  of  amyl  may 
be  used,  orchlimfortn  may  be  employed  if  the  heart  is  not  weak. 

Puerperal  Eclampsia  usually  occurs  in  young  primipara*.  The  convul- 
sions are  tonic  and  clonic.  The  pathology  of  the  condition  is  not  under- 
stood. Witliout  doubt  the  condition  is  toxic.  In  some  instances  it  is  probably 
due  to  perverted  functional  activity,  or  actual  disease,  of  the  kidneys. 
In  other  instances  it  seems  to  be  dependent  upon  perverted  metabolism. 
Not  infrequently,  in  association  with  the  albuminuria  of  pregnancy,  there 
is  albuminuric  reiinii'is^  an<l  even  blindness  with  general  anasarca.  That 
the  presence  of  jaefu.^  hi  uiero  exercises  some  influence  is  shown  by  the 
fact  that  not  infrequently  the  convulsions  cease  as  soon  as  the  uterus  is 
emptied. 

Puerperal  eclampsia  is  an  exceedingly  dangerous  condition.  The  mor- 
tality varies  from  20  to  30  per  cent.,  or  even  more  than  this.  In  a  certain 
proportion  of  cases  it  can  be  prevented,  and  for  this  reason  the  physician 
should  repeatedly  examine  tlie  urine  of  the  pregnant  woman  for  several 
months  before  the  tenmiiation  of  pregnancy  to  determine  that  the  kidneys 
are  carrying  out  their  climinative  function  properly. 

Treatment. — The  uterus  must  be  emptied,  the  poisons  must  be  eliminated, 
and  the  nervous  system  must  Iw  quieted.  For  the  best  method  of  emptying 
the  uterus,  the  reader  is  referre*!  to  books  upon  obstetrics.  If  arterial  tension 
is  high  and  there  is  much  cyanosis,  the  patient  sliuuld  be  freely  bled  and 
the  intravenous  injection  of  normal  saline  solution  employcil,  unless  there 
is  a  tendency  to  pulmonary  cedema,  when  the  intravenous  injections  should 
not  be  used.  Copious  irrigation  of  the  large  bowel  or  the  injection  of  an 
ounce  of  magnesium  sulphate  dissolved  in  a  half-pint  of  water  and  2 
ounces  of  glycerin  are  also  useful.  If  the  convulsions  are  severe  in  these 
cases  many  physicians  treat  the  condition  by  the  use  of  large  doses  of  20  to 
30  minims  of  the  tincture,  or  even  of  the  (luJd  extract,  of  veratrum  viride, 
giving  it  in  some  cases  hypoiiermically.  This  drug  lowers  arterial  tension, 
quiets  the  spinal  cord,  and  produces  sweating.  Pilocarpine  is  never  to  be 
employed,  as  it  almost  invariably  causes  pulmonary  cedema. 
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TETANY. 

Tetany  is  a  condition  in  which  fiUcrrnittent  unilateral  or  bilateral  tontc 
ami  painful  siklsih  aili-cts  certain  niusclc  gmiips,  usually  of  the  upper  limits, 
although  occasionally  it  involves  the  legs  as  well.  It  is  sometimes  called 
**tetanilla/'  or  ^'idiopathic  muscular  spasm."  The  dist»ase  is  exceedingly 
rare  in  America,  but  comparatively  common  in  certain  European  countries, 
notably  Sweden  and  .\ustria.  It  ispmbable  that  tetany  is  merely  a  symptom 
of  several  diJferent  conditions.  One  type  of  it  occurs  in  epidemic  form  in 
Austria,  particularly  during  the  months  of  March  and  April,  afFecting 
chiefly  youtlis  between  fifteen  and  twenty-five  years  of  age.  These  persons 
usually  belong  to  the  lower  walks  of  life.  Occasionally  it  develops  in  women, 
particularly  at  the  time  of  pregnancy  or  during  nursing.  A  very  few  cases 
have  been  reported  in  children  below  puberty  and  in  persons  of  advanced 
years. 

Etiology. — In  the  opinion  of  many  persons  tetany  is  due  to  autointoxica- 
tion or  to  intoxication  due  to  some  infectious  agent.  Thus»  it  has  been 
frequently  reported  as  occurring  in  persons  who  are  suffering  from  chronic 
gastrointestinal  disorders^  particularly  cases  of  gastric  dilatation,  and  it  has 
occurrcfl  in  such  cases  after  the  gastric  contents  have  been  removed  by 
lavage.  It  seems  to  be  more  fretjuent  in  persons  who  follow  certain  ocx'U- 
pationsthan  in  others.  Thus,  out  of  314  male  patients  mentioned  by  Frankl- 
Hocliwart  no  less  than  141  were  shoemakers  and  41  were  tailors.  This 
has  caused  certain  persons  to  believe  that  certain  tj-pes  of  tetany  were  of  the 
nature  of  an  occupation  neurosis.  Tetany  sometimes  develops  in  those 
who  have  suffered  partial  or  total  extirpation  of  the  thyroid  gland.  It  is  also 
met  with  in  cliildreti  who  are  suffering  from  rickets.  In  some  cases  tetany  is 
a  manifestation  of  hysteria. 

Pathology  and  Morbid  Anatomy. — As  the  condition  is  a  functional  one, 
and  as  few  of  these  cases  come  to  autopsy,  we  know  little  concerning  their 
morbid  anatomy.  In  a  few  instances  autopsy  has  revealed  hypenemia  and 
minute  hemorrhages  in  the  anterior  cornua  of  the  spinal  cord,  but  it  is  very 
doubtful  if  these  are  characteristic  of  the  malady. 

Symptoms.— The  prodromal  sv'mptoms  of  tetany  are  usually  those  indica- 
tive of  a  toxiemia.  The  patient  first  suffers  from  some  aching  or  pain  in  the 
extremities,  anrl  may  have  hemlache  and  dizziness,  and  feel  heavy  and  stupid. 
As  already  stated,  the  disorder  usually  affects  one  or  both  arms  and  involves 
in  particidar  the  muscles  of  the  forearms  and  hand,  causing  the  palm  of 
the  hand  to  he  flexed  upon  ike  lori.tt  while  the  fingers  are  extended.  Some- 
times the  forearm  is  flexed  at  the  elbow.  In  other  instances  the  phalanges 
are  flexed  and  the  distal  phalanges  extended.  When  the  lower  extremities 
are  affected,  the  feet  and  toes  show  somewhat  similar  contractures.  The 
iocs  rnmj  overlap  one  another  an*!  l)e  forcibly  flexed,  and  the  foot  may  be  bent 
at  the  ankle  in  the  position  of  clubfoot.  Occasionally,  in  ver\'  severe  cases, 
some  of  the  muscles  of  the  trunk  and  those  of  the  neck  and  throat  may  be 
involved,  and  even  the  ocular  muscles  may  contract,  so  that  a  form  of  nys- 
tagmus is  present.     It  is  a  noteworthy  fact,  first  enunciated  by  Trousseau, 
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that  pressure  exercised  upon  the  affected  limb  will  generate  an  attack,  pro- 
vided that  the  nerve  trunks  or  the  bloodvessels  are  affected  by  the  pressure. 
This  is  known  as  "Trousseau's  symptom."  The  pressure  must  he  continued 
from  thirty  seconds  to  five  minutes  to  produce  an  effect  While  the  presence 
of  Trousseau's  symptom  is  pathognomonic  of  tetany,  its  absence  does  not 
disprove  the  presence  of  the  disease. 

Under  the  name  of  "Trousseau's  sign"  tapping  of  the  nerves  of  the  arms, 
or  le^,  when  surrounded  by  an  elastic  band,  may  induce  the  spasm. ' 
Spasm  may  also  be  induecfl  if  the  facial  nerve  is  irritated  in  this  manner 
(Chvostek's  sign).  Under  the  name  of  '*Rrb's  si^n"  lies  the  fact  that  the 
motor  nerves  manifest  a  marked  increase  in  electrical  irritability,  particularly 
with  the  galvanic  current  Hoffmann  has  pointed  out  that  the  superficial 
sensory  nerves  are  also  e.xceetlingly  sensitive,  and  that  moderate  pressure  upon 
them,  which  ordinarily  would  not  be  felt,  may  cause  a  sevei*e  pain  similar  to 
that  pro<hieed  by  striking  the  ulnar  nerve  at  the  elbow  ("  Hoffmann^s  sign  "). 
If  the  irritation  of  the  motor  nerve  is  repeatedly  produced,  a  marked  increase 
in  the  excitability  of  the  tributary  muscles  follows.  Occasionally,  nervous 
lesions  appear  in  the  skin  such  as  urticaria  or  herpes,  pigruentation,  and  loss 
of  the  hair  and  nails.  An  attack  of  tetany  may  last  from  a  few  minutes  to 
several  days.  It  may  l>e  so  moderate  that  it  can  be  overcome  by  the  will  of 
the  patient,  or  so  severe  that  the  limb  is  entirely  beyond  control.  If  an 
attempt  is  made  to  reduce  the  spasm  by  force  it  causes  gn^at  pain,  and  if  the 
contractions  of  the  muscles  are  marked  and  cramp-like  the  pain  is  also 
severe.  The  attack  passes  off  gra<iually  and  is  often  followed  by  impaired 
sensation  and  loss  of  power  in  the  affected  parts.  There  is  no  loss  of  con- 
sciousness in  the  great  majority  of  cases. 

Diagnosis. — The  development  of  comparatively  localized  tonic  spasms 
in  association  with  the  other  symptoms  ahvady  desr-ribed  renders  the  diag- 
nosis of  tetany  quite  easy.  The  disease  must  be  separated  from  Jacksonian 
epilepsy  and  hysteria.  Tliis  can  be  done  by  the  development  of  Trousseau  s, 
Chvostek's,  and  the  other  signs  just  named,  by  the  alvsence  in  tetany  of  the 
various  stigmata,  including  tlie  reversal  of  the  color  fields,  found  in  hysteria. 
It  is  differentiated  from  Jacksonian  epilepsy  by  the  prolonged  character  of 
the  attack  and  the  fact  that  it  can  be  prtMlueed  at  the  will  of  the  physician. 
Hysterical  contractures  sometimes  assume  the  form  of  tetany,  and  cases  of 
ap[jar('i»tly  true  tetany  may  have  hysterical  features. 

Prognosis. — The  prognosis  as  to  life  is  good  unless  the  provoking  cause 
is  in  itself  serious,  as,  for  example,  when  the  thyn>id  gland  has  been  removed. 
In  other  words,  in  no  instance  does  tetany  itself  threaten  vitality,  although 
the  underlying  cause  of  the  tetany  may.  Most  cases  recover.  Some 
suffer  from  only  one  attack.  In  others  the  symptoms  disapj)ear  after  many 
attacks  as  soon  as  the  cause  is  removed. 

Treatment. — This  deals  largely  with  the  removal  of  the  exciting  cause.  If 
gastric  dilatation  is  prestMit  and  if  its  nature  is  such  that  it  can  be  benefited 
by  lavage  or  operation,  these  measures  must  be  instituted.  In  some  instances 
where  there  is  reason  to  believe  that  the  condition  results  from  autointoxi- 
cation, mild  saline  purgatives,  diuretics,  and  moderate  doses  of  calomel  or 
blue  mass  are  advisable,  and,  in  addition,  hot  packs  may  be  given  to  aid  in 
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the  elimination  of  poisons  by  the  skin  an<l  to  act  as  nervous  s<Klatives. 
When  disease  of  the  thyroid  gland  is  present,  the  administration  of  thyroid 
extract  is  indicated.  If  there  is  present  a  general  condition  of  debility, 
an«?mia,  iron,  arsenic,  and  similar  tonics  combined  with  an  out-door  life  and 
avoidance  of  nerve  irritation  are  essential. 


LATAH. 

T^tah  is  a  state  very  closely  allied  to  the  saltatory  spasm  described  By 
Bamberger,  and  the  patients  descrilx^d  by  Beard  as  "jumpers."  The  chief 
symptom  of  latah  is  involuntary  and  uncontrollable  mimicry  by  the  patient 
of  everything  she  sees  or  hears.  There  is  also  fretjuent  coprolalia  or  the 
spasmodic  ejaculation  of  filthy  words.  The  disease  is  common  among  the 
Malay  races,  and  its  geographical  distribution  corresponds  with  the  countries 
inhabited  by  these  people.  It  occurs  commonly  enough  among  the  FiUpinos 
and  is  known  by  the  Tagalogs  as  *'  mali-mali."  It  is  seen  in  Ceylon  and 
Burniah,  ami  the  diseasi'  known  in  Siberia  as  "myriachit"  is  probably 
identical  with  it.      Kracpclin  allies  latah  with  hysteria. 

The  subjects  of  latah  are  almost  invariably  women  in  early  adult  life. 
Men  rarely,  if  ever,  suffer  from  the  disease.  There  is  a  distinct  hereditary 
tendency,  but  the  cases  show  no  evidence  either  of  hysteria  or  cpilejjsy.  It 
is  a  very  common  spectacle  indeed,  in  Malay  villa^^^s,  to  see  one  of  these 
unfortunate  women  pursued  by  a  crowd  of  tormenting  Ix^ys.  They  dance 
in  front  of  her,  going  through  all  soi-ts  of  grotesque  and  obscene  movements, 
and  the  unfortunate  victim,  apparently  strugghng  to  the  utmost  to  resist 
the  impulse,  exactly  imitates  all  their  actions  to  her  own  great  rage  and 
mortification.  Besides  such  examples  of  complete  eehochinesia.  or  mimicr}' 
of  motion,  there  frequently  isccholalia,  or  mimicry  of  speech.  When  startled 
or  frightened  these  patients  utter  irrelevant  words  or  incoherent  noises 
and  make  involuntary  movements.  Consciousness  is  never  lost  during 
these  attacks.  This  latter  type  closely  resembles  the  **  jumping  Frenchmen" 
of  Maine  and  Canada,  who  jump  violently  and  suddenly  with  a  loud  cry  when 
startled  or  when  under  strong  emotion.  Jumpers,  and  latah  patients  as  well, 
will  frequently  obey  any  sharp,  sudden  cominanti  given  them.  Undoubtedly, 
this  represents  some  fonn  of  psychic  suggestion  acting  on  a  weak  and  unstable 
will.  Tlie  Malay  is  notoriously  unstable  in  his  mental  makeup,  and  the 
patients  are  markedly  neurotic.  They  are  pusillanimous  and  easily  startled. 
As  a  rule,  both  the  superficial  and  deep  reflexes  are  increased.  Many  of 
these  patients  suffer  later  from  serious  mental  disorders.  Among  the  Philip- 
pine natives  "  raali-mali"  patients  are  believed  to  be  particularly  prone  to  the 
outbreaks  of  maniacal  furor  known  as  amok. 


AMOK  (RITNNINa  AMOK). 

Thistermisused.in  Malayan  countries,  to  designatecasesof  maniacal  furor 
in  which  a  native  rushes  out  in  the  streets  of  his  village  with  kris  or  barong, 
cutting  down  every  one  in  his  path,  until  be  himsi^lf  is  dispatched  or  i'om- 
mits  suicide.    It  is  a  question  whether  these  outbreaks  should  beconsidered  as 
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evidences  of  a  specific  disease.  Preceding  the  attack  the  patient  is  in  a 
stupid,  morose,  or  melancholic  condition  for  several  days.  During  this 
period  there  frequently  is  arancsia,  and  during  the  attack  itself  complete 
amnesia  is  the  rule.  The  exciting  causes  of  the  outbreak  are  usually 
psychical;  grie%*ance  over  some  real  or  fancied  wrong,  over  financial  losses, 
marital  difficulties,  fear  of  disgrace  or  punishment,  and  the  sight  or  smell 
of  bIi3od.  The  disease  almost  always  attacks  young  adult  males.  Vari- 
ous causes  have  hecn  advancefl  for  this  condition.  Alcoholism  may  be 
excluded,  as  the  Malay,  although  not  a  total  abstainer,  is  very  frugal  in  the  use 
of  liquors.  So,  too,  opium  smoking  cannot  he  considercti  the  cause  of  the  dis- 
ease, Bevan  Lewis  believes  it  to  he  a  psychical  epilepsy,  and,  indeed,  transi- 
tory furor  very  much  resembling  the  attacks  of  amok  are  frecjuently  seen  in 
epileptics.  Earlier  travellers  and  writers  ascribed  these  attacks  to  religious 
mania.  Schuelie  discredits  this  idea  on  the  groimd  that  the  Koran  does  not 
justify  tlie  killing  of  unbelievers,  and  he  quotes  Ellis  to  the  effect  that  amok- 
running  occurR-d  among  Malays  before  they  were  converted  to  Mohamme- 
danism. The  Malayan  races  chiefly  subject  to  amok  are  the  Bugis,  Illanums, 
and  theSulus,  or  Joloanos»  in  the  Southern  Philippines.  In  many  instances 
among  this  last  tribe  the  motive  is  undoubtedly  religious.  During  the  sen'ice 
of  the  United  States  army  in  the  Philippines  a  most  melancholy  case  occurred 
in  an  officer,  corresponding  exactly  to  the  typical  amok  cases.  This  man, 
an  excellent  soldier,  and  a  man  of  exemplary  personal  habits,  after  a  few 
days  of  brooding  and  melancholy,  suddenly  appeared  on  the  veranda  of 
his  quarters  with  a  rifle  and  began  to  shi>ot  into  his  company  formed  up  in 
close  proximity.  He  could  not  be  secured,  and  after  wounding  a  number 
of  his  men  he  was  shot  and  killed  by  one  of  his  own  sergeants.  With  regard 
to  the  responsibility  of  tht'se  cases  no  general  rule  can  be  laid  clown.  The 
responsibility  cannot  be  affirmed  in  all  eases,  nor  can  it  be  denied.  Most  of 
the  cases  of  amok  are  clearly  irresponsible.  Mention  has  been  made,  under 
Latah,  of  the  occasional  outbreaks  of  furor  resembling  amok  that  take  place 
in  that  disease. 

According  to  Kraepelin,  who  has  studied  this  condition  in  Java  very 
recently,  amok  is  not  an  entity,  but  embraces  a  variety  of  conditions  in 
which  sudden,  violent,  impulsive  acts  are  committed  while  consciousness 
is  clouded.  Some  cases  belong  to  the  class  of  the  "insanity  of  adolescence/* 
some  are  epileptics,  a  few  may  be  instances  of  "malarial  psychosis,"  but  there 
are  rare  cases  of  amok  that  Kraepelin  cannot  explain.  LatAh  is  distin- 
guished from  it  by  the  complete  preservation  of  consciousness  in  that  state. 


ASTASIA-A6ASIA. 


Definition, — Astasia-abasia  is  a  symptom  of  hysteria.  It  occasionally 
follows  disturbance  of  the  nervous  system  produced  by  injur)',  and  in  that 
sense  might  be  considered  a  traumatic  neurosis.  Occasionally  it  has  fol- 
lowed the  acute  infectious  diseases. 

Symptoma. — The  symptoms  consist  in  a  partial  or  complete  inability  to  use 
the  lower  limbs  in  standing  or  in  walking,  although  if  the  patient  lies  upon 
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her  back  in  bed  she  can  move  her  legs  perfectly.  Ex 
any  alteration  from  the  normal  as  to  motion,  coh 
When  the  condition  simply  interferes  with  walking, 
Patients  who  may  be  quite  unable  to  walk  can,  neve 
The  prognosis  is  as  favorable  as  that  of  ordi 
treatment  is  the  same  as  that  which  is  employe 
suffering  from  hysteria  or  neurasthenia. 


NEURASTHENIA. 


Definition. — Neurasthenia  is  a  condition  in  whi 
suffers  from  various  functional  disorders  due  to  ex 
vous  stress  and  strain  whereby  the  energies  of  the 
For  this  reason  it  is  often  called  nervous  exhaustior 

Etiology. — ^The  most  common  cause  of  neuras 
longed  mental  strain  produced  by  business  reverses 
of  some  important  and  dlfBcult  enterprise.  The  a 
by  no  means  always  in  direct  proportion  to  the  s 
The  condition  is  not  met  with  in  the  lower  classes  < 
is  largely  dependent  upon  the  nervous  temperamer 
the  condition  of  his  general  health  and  surroundings 
tion  is  commonly  met  with  as  a  result  of  excessive 
winter  season  devoted  to  late  balls  and  receptions,  o 
have  passed  through  a  long  period  of  nervous  sti 
nursing  of  a  sick  husband,  child,  or  some  near  relati 
only  physical  exhaustion  but  mental  anxiety  to  exh; 
is  evident,  therefore,  that  many  causes  may  prodi 
vided  they  result  in  a  great  expenditure  of  nervous  ei 
that  rest  cannot  be  obtained. 

Every  individual  may  be  said  to  possess  two  fund 
energy.  From  one  of  these  he  takes  daily  that  force 
the  performance  of  his  physiological  functions  and  h 
is  kept  in  reserve  to  meet  the  demands  of  extraorc 
maintained,  as  is  the  reserve  fund  of  a  bank,  to  me 
abnormal.  The  patient  who  suffers  from  neurasth( 
only  expended  his  ordinary  fund,  but  drawn  so  largel 
that  he  is  a  nervous  bankrupt,  and  he  suffers  from  i 
or  less  serious  symptoms  because  the  various  pai 
receive  enough  nervous  energy  to  cause  them  to 
normal  functions.  If  the  strain  has  been  very  pre 
the  patient  is  one  whose  nervous  balance  is  no 
readily  understood  that  a  very  serious  state  may  de 
of  the  patient  may  be  jeopardized  if  any  intercurren 

Symptoms. — The  symptoms  of  neurasthenia  a: 
depending  in  many  instances  upon  the  organ,  or  oi 
affected  by  the  state  of  nervous  exhaustion.  In  som 
dition  of  the  patient  suffers  chiefly  and  the  symptoc 
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irritabilitv  of  temper  to  ^reat  mental  depression  and  even  to  mental  aberra- 
tion, in  the  form  of  melancholia  or  even  actual  insanity.  Sometimes  per- 
sistent insomnia  tlevelops.  In  other  instances  the  functions  of  the  digestive 
tract  suffer  chiefly,  and  in  otliers  the  heart  displays  the  pjreatest  evidence 
of  disturfel  nerve  supply,  so  that  attacks  of  palpitation  ensue,  nr  instead 
a  lack  of  vasomotor  control  results  in  attacks  of  vertigo  or  syncoj>e.  In 
a^Jdition  to  these  deHiiite  and  specific  symptoms  the  patient  often  com- 
plains of  a  host  of  subjective  symptoms  which  are  quite  extnu ordinary  in 
character.  In  spite  of  the  variaVnlity  of  symptoms  the  folh>\ving  are  con- 
stantly met  with:  sense  of  chmnie  fatipie,  of  exhaustion,  and  irritalilily. 
Hysteria  is  not  infrequently  associated  with  iieuaisthenia. 

Diagnosis. — ^The  physician  sliouhl  never  reach  a  dia^jnosis  of  neurasthenia 
until  by  repi^ated  examinations  and  stuily  of  the  patient,  nrul  his  secretions, 
he  is  convinced  that  no  grave  organic  (lisease  exists  which  may  be  respoiisi- 
[jle  for  the  symptoms  presented.  If  cardiac  and  renal  dis(';Lse  are  excluded, 
and  no  other  organic  malady  can  be  found  of  suJHeient  gravity  to  produce 
the  illness,  and  if  the  history  of  the  patient  reveals  the  existence  of  some 
cause  capable  of  protlucing  nervous  exhaustion,  the  diagnosis  of  neuras- 
thenia may  l)e  reaehe<!. 

Prognosis. — The  prognosis  of  neurasthenia  depends  upon  the  ability  of 
the  physician  to  remove  the  patient  from  exposure  to  the  causes  which  have 
produced  the  condition,  upon  the  ability  or  willingness  of  the  patient  to 
follow  those  methods  of  life  which  are  conducive  to  the  re-establishment 
of  ner\'ous  balance  antl  reserve  encrg}-,  and  upon  the  age  an(J  general  physical 
state,  for  if  the  patient  he  one  who  is  far  advanced  in  years,  or  who  by  reason 
of  disease  or  heredity  is  possessed  of  low  recuperative  power,  it  is  manifest 
that  complete  recovery  may  be  impossible.  Given  a  case  of  neurasthenia 
in  which  all  the  conditions  which  are  unfavorable  may  l>e  exclu(h*d  the 
prognosis  is  favorable,  but  the  physician  must  be  cautious  in  stating  the 
duration  of  the  period  of  recovery,  for  the  progress  townrd  health  is 
governed  not  alone  by  the  skill  displayed  in  treatment,  but  by  the  recuper- 
ative power  of  the  individual,  a  pfwer  which  every  physician  of  ex]>erience 
recognizes  as  a  very  variable  quantity.  Not  rarely  a  seemingly  frail 
person  recovers  speedily,  whea^as  another  patient  of  a  more  powerful 
buihl  and  physique  makes  progress  so  slowly  as  to  cause  great  discourage- 
ment. 

Treatment. — From  what  has  been  said  of  the  causes  of  this  condition  it 
is  manifest  that  the  chif^f  ai!n  of  the  physician  must  be  the  re-rstablislunent 
of  the  normal  nervous  energy  or  power.  As  first  ptuutnl  uiit  by  Weir  Mitchell, 
this  can  only  be  obtained  l>y  the  accumulation  of  energy,  and  this  accumula- 
tion of  energy  is  to  lie  bud  *Hdy  by  absidutc  mental  and  physical  rest  on  the 
one  hand  and  projM^r  fee<ling  on  the  other,  tfie  eireulatory  and  other  vital 
functions  being  maintained  by  passive  exercises  and  electricity.  The  patient 
must  so  arrange  his  or  her  affairs  that  no  business  worries  or  family  cares 
will  be  experienced.  For  this  it  is  essential  that  the  treatment  shall  l>e 
carried  out  in  a  health  resort  far  removed  from  the  home  and  office,  or  in  a 
hospital  or  "rest-cure  house,"  where  the  patient  will  be  absolutely  isolated 
from  ordinary  surroundings.    An  attempt  to  carry  out  the  "cure"  at  home 
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nearly  always  ends  in  failure,  because  the  needed  deg 
is  not  obtdnable  and  the  sounds  made  by  the  rest  o 
patient  or  develop  curiosity  or  worry  as  to  their  cau 
that  a  skilled  trained  nurse  shall  be  in  absolute  contrc 
any  interference  by  members  of  the  family.  The  pi 
sit  up,  but  is  required  to  remain  in  bed  at  perfect  r 
kidneys,  bowels,  and  skin  is  carefully  looked  after 
and  once  every  day  massage  is  given  over  the  entire 
of  passive  exercise.  In  many  cases  it  is  well  to  give  m 
and  faradic  electricity  in  the  morning,  the  slowly  inl 
employed  to  exercise  the  muscles,  and  this  in  turn 
application  of  the  rapidly  interrupted  current  from  t 
fifteen  minutes.  These  measures  combined  with  s 
early  morning  and  an  alcohol  rub  at  bedtime,  witl 
small  quantities  of  food  every  three  hours,  will  usua 
complain  of  being  "too  busy"  instead  of  feeling,  i 
feel  at  the  beginning  of  the  "cure,"  that  time  hangs  ] 
The  patient  must  not  receive  or  write  letters  nor 
this  requires  not  only  nervous  but  muscular  straii 
nurse  is  permitted  to  read  aloud  to  the  patient  for 
such  a  plan  of  treatment,  in  which  all  the  nervous  enc 
to  conserve  is  secured,  and  in  which  every  opportu 
addition  of  units  of  force  by  proper  feeding,  lasting 
is  usually  obtained. 

TRAXJMATIO  HEUB08ES. 

Definition. — Under  the  term  traiunatic  neuroses  th 

dition  in  which  an  individual,  after  exposure  to  son: 
or  physical  injury,  develops  a  train  of  symptoms  ^ 
upon  any  demonstrable  lesion  of  the  nervous  syst 
functional  disorder  of  the  nervous  system  in  various 
lowing  the  accident,  the  patient  presents  symptoms 
jective,  though  they  may  be  somewhat  objective,  ai 
and  completely  incapacitated  from  performing  the  o 
a  long  period  of  time.  Rarely  the  disability  may 
these  cases  the  question  always  arises  as  to  whether 
addition  to  the  functional  disturbance  an  actual  organ 
therefore,  that  cases  of  this  character  may,  and  do,  p 
very  difficult  problems  in  differential  diagnosis,  for  n 
disorders  exist  side  by  side  with  those  due  to  true  i 
addition  the  functional  disturbances  may  simulate  orj 
as  to  cause  great  confusion  in  symptomatology.  ^ 
difficulties  are  added  the  desire  of  the  patient  to  i 
from  the  individual  or  corporation  responsible  for 
becomes  evident  that  malingering  or  unintentional  j 
duction  of  symptoms  may  be  commonly  met  with. 
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Etiology. — The  most  common  cause  of  traumatic  neuroses  are  railroad 
accidents,  trolley-car  accidents^  falls,  and  injuries  received  from  falling 
bodies.  As  a  result  of  exposure  to  one  of  these  causes,  with  associated  mental 
shock  due  to  terror  or  horror,  the  nervous  system  develops  the  perx'ersions 
about  to  he  described. 

Symptoms. — It  is  manifest  from  what  has  already  been  said  that  the  symp- 
toms may  be  most  varied  as  to  severity,  distribution,  and  duratioiK  Prob- 
ably the  most  common  statement  of  the  patient  is  that  he  has  lost  j>ower 
in  one  or  more  parts  of  his  body,  or  he  may  suffer  from  disturbances  of 
sensation,  with  or  without  loss  of  power.  In  males  it  is  not  infrequently 
claimed  that  the  injury  has  resulted  in  a  loss  of  sexual  power,  particularly 
if  the  back  has  rectnved  a  blow  or  strain^  even  if  the  genital  apparntns 
is  itself  entirely  unaffected.  In  women  the  most  common  complaint  is  of 
pain  or  weakness  in  the  back^  of  pelvic  pain  or  displacement  of  the  pelvic 
organs,  and  of  vesical  disorders.  In  other  cases  the  chief  claim  is  that  more 
or  less  violent  pain  or  tingling  in  the  limbs  is  suffered.  When  loss  of  power 
is  suffered  from  it  apj)ears  usually  as  a  hemiplegia  or  a  brachial  monoplegia, 
but  if  it  be  a  hemiplegia  the  fa<'e  nearly  always  escaj>es.  Paraplegia  is  very 
rare  and  the  sphincters  of  the  bladder  and  rectum  always  escape. 

Those  paralyses  which  arc  not  truly  organic  can  be  separated  from  those 
that  are  such  by  the  facts  that  the  reactions  of  degeneration  tlo  not  develop 
in  the  paralyzed  parts  and  the  deep  reflexes  are  usually  preserved.  Antes- 
thesia  is  practically  always  present  if  the  paralysis  of  motion  is  complete, 
aiifl  it  is  of  the  type  of  hysterical  paralysis  in  that  it  hns  often  a  sharp  line 
of  degeneration  which  is  not  coincident  with  the  distribution  of  the  sensory 
nerves  of  the  part.  Paraplegic  cases  do  not  suffer  from  anaesthesia  of  the 
genital  organs.  Again,  it  sometimes  occurs  that  the  s^Tnptoms  complained 
of  are  not  constantly  in  the  same  part  or  that  positive  suggestions  may 
cause  their  developnu^nt  elsewhere.  Not  rarely  an  examination  of  the 
color  fields  of  such  a  patient  will  reveal  the  reversals  commtjuly  found  in 
hysteria.  Disorders  of  all  the  sjK-cial  senses  may  also  occur  and  total  dis- 
appearance of  these  functions  may  take  place — as  complete  deafness,  blind- 
ness, or  loss  of  taste  or  smell.  Occasionally  the  patient  may  develop  attacks 
which  resemble  to  some  degree  ordinary  epilepsy  or  catalepsy,  but  these 
attacks  are  separated  from  true  epilepsy  by  the  points  already  named  when 
discussing  that  diseusc. 

If  we  carefully  exclude  from  any  case  of  nervous  disorder  following  an 
injury  the  presence  of  an  actual  organic  lesion,  we  may  unhfsifatingly  state 
that  the  patient  is  suirering  from  hysteria  or  neurasthenia  due  to  injury, 
and  we  can  treat  him  nccf>r(lingly.  Hn  the  other  hand,  it  is  not  to  be  for- 
gotten that  the  patient  who  suffers  from  the  sjTnptoms  he  descril)es  is  often 
a  most  miserable  and  unfortunate  individual,  as  deserving  of  our  pity  as  if 
we  found  him  the  victim  of  an  incurable  malady  due  to  destruction  of  a 
part  of  his  body.  His  functional  disorders  ai*e  as  real  to  him  and  cause  him 
as  much  suffering  as  if  they  depended  uj>on  organic  causes,  and  a  nervous 
system  functionally  perverted  may  be  as  useless  as  one  actually  grossly 
diseased,  just  as  a  watch  which  needs  regulating  may  be  as  useless  to  its 
owner  as  one  in  which  a  spring  is  broken.    While,  therefore,  it  is  our  duty 
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to  relieve  such  patients  by  every  means  in  our  pow 
that  their  sufferings  are  often  very  real,  we  are  fon 
condition  may  not  be  permanent,  as  it  would  be  ai 
and  so  when  the  case  has  become  one  of  medico! 
not  be  possible  to  testify  that  the  patient  is  incu 
disabled.  Not  only  is  this  true,  but  it  is  also  a  fact  tl 
of  litigation,  and  the  frequent  appearance  of  the  ] 
and  experts  for  both  sides  and  before  a  crowded 
recovery  impossible  by  still  further  exciting  and  dist 
for  aside  from  this  form  of  excitement  the  descrip 
accident  impresses  its  terrors,  over  and  over  agair 
horror-stricken  by  the  original  occurrence.  Perfecl 
suffer  all  the  symptoms  they  describe  up  to  the  peri 
case  is  finished  and  then  speedily  improve. 

Treatment. — ^The  treatment  varies,  of  course,  wi 
symptoms,  but  it  may  be  said  to  be  practically  ide 
advised  in  cases  of  hysteria  and  neunisthenia. 


OOOUPATION  NEUROSES 

An  occupation  neurosis  is  a  state  in  which  th< 
becomes  functionally  disturbed  by  the  exhaustion 
supplying  it,  and  in  all  probability  by  exhaustion  < 
well.  The  causes  of  this  exhaustion  are  exceedin 
every  pursuit  in  life  which  involves  the  continuou 
hand  and  wrist  may  produce  an  occupation  neuros 
result  we  find  spasm,  cramp,  or  palsy  developing 
incapacitate  the  patient.  The  most  common  neurc 
is  most  common,  and  because  small  and  accurate  r 
is  that  due  to  writing,  the  so-called  scriveners'  p 
Another  form  is  telegraphers'  cramp,  and  a  thir 
Less  common  forms  are  violinists'  cramp,  pianist 
cramp,  and  "sewing  spasm."  Milkers  and  cigam 
from  neuroses  of  this  character.  In  writers'  en 
suffer  chiefly,  while  in  telegraphers'  cramp  the  exte 
involved.  Various  disorders  of  sensation  in  the  hai 
consist  in  sensations  of  tingUng,  tension,  or  numbnc 
or  excessive  dryness  of  the  skin  may  be  present.  0< 
depends  upon,  or  is  associated  with,  a  true  neuritis 
entire  brachial  plexus  and  cause  pain  in  the  uppc 
muscles  of  the  neck  and  head  on  the  affected  side, 
in  many  instances  is  that  the  patient  first  experiences 
of  stiffness  and  lack  of  pliability  in  his  fingers,  wl 
panied  by  a  certain  lack  of  co-ordination  in  the  mo^ 
inability  to  move  the  fingers  rapidly  and  accurate! 
the  sufferer  attempts  to  perform  the  movements  wh 
trouble^  and  almost  all  other  motions  can  be  gon< 
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difficulty.  If  the  patient  now  insists  on  keeping  on  with  his  duties,  the 
stiffness  is  replaced  by  violent  cramps,  more  or  less  painful,  which  come  on 
suddenly  and  with  considerable  power.  Co-ordination  is  still  further  dis- 
ordepcfl,  and  all  attempts  at  a  repetition  of  the  offending  act  are  resented 

»by  the  affected  centres  and  muscles  in  such  a  positive  manner  as  to  make  all 
tnovements  irregular  and  often  jerking  in  character.  Unless  absolute  rest 
and  axwiance  of  former  movements  is  permitted,  the  cramps,  etc.,  are 
foUowetl  by  loss  of  power,  deepening;  into  partial  paralysis.  Even  when 
paralysis  exists,  however,  it  is  surprising  to  see   how   many   unoffending 

■movements  can  be  perfomiecJ  without  ilisconifort  and  failure. 
Some  tliscussion  has  arisen  as  to  whether  (he  s«»veral  symptoms  which 
the  jjisejise  presents  are  each  in  their  turn  an  indication  of  a  more  advanced 
stage  in  the  disorder  or  are  merely  more  prominent  in  one  case  than  another 
by  chance  or  tendency  on  the  part  of  the  individual  to  any  one  of  them. 
Thus,  some  observers  have  held  that  the  first  sign  of  the  <lisorder  was  the 
feeling  of  distress  or  fatigue  in  the  overworked  extremity,  and  that  the  tremors 
followeil  because  the  warning  given  by  thv  fatigue  was  not  heeded.    Finally, 

■  the  disregard  of  t]\is  second  symptom  brought  about  the  spasm  or  cramp, 
or,  in  other  castas,  tlie  palsy.  Other  writers,  especially  those  of  the  present 
day,  have  attempted  to  prove  that  there  is  no  distinct  onward  march  of  the 
symptoms  from  fatigue  to  tremor  an<l  from  tremor  to  palsy  or  cramp,  but 
rather  that  the  disonler  is  to  be  ^Hvided  into  four  varieties,  each  one  of  which 

■may  assert  itself  without  the  development  of  another. 
Thus,  Lewis  tells  us  that  in  some  cases  cramps  come  on,  in  others  palsy, 
and  in  others  tremors,  while  still  another  variety  is  separated  from  its  fellows 
by  the  predominance  of  certain  symptoms  associated  with  disturbances  of 
Bsensation.  He  states,  however,  that  the  disorder  of  sensation  is  always 
^present  in  all  forms  of  the  trouhk*  in  some  degree,  and  that  it  is  only  in  cases 
where  the  trouble  consists  in  a  neuritis  that  tlie  symptom  rises  to  the  impor- 
tance of  marking  a  separate  variety. 

Many  very  prominent  writers  on  scriveners'  and  hammerers'  palsy  assert 
that  predisposition  is  one  of  the  prime  factors  in  the  causation  of  these 
maladies.  While  this  is  doubtless  true  to  a  certain  extent,  it  is  nevertheless 
a  fact  that  all  |x»i*sons,  l)e  their  temj>eraments  nervous  or  othen^ise,  are 
affected,  and  in  view  of  this  fact  the  writer  thinks  that  predisjMisition  should 
not  be  accorded  tlie  leading  p<Ksition  in  the  causation  of  the  malady.  It  is, 
of  course,  probable  that  persons  whose  teni[>eraments  are  nervous  and 
excitable  are  naturully  susceptible  to  nervous  disorders,  whereas  tlie  phleg- 
matic tcm|K'ranient  is  rather  opposed  to  the  conditions  which  are  necessary 
for  the  presence  of  this  disease. 

Rosenthal  calls  attention  to  the  fact  that  the  kjss  of  }X)wer  is  limited 
entirely  to  those  centres  which  are  the  directors  of  the  paKicular  muscles 
involved,  and  states  in  substantiation  of  this  assertion  that  the  surrounding 
centres  for  other  groups  of  muscles  always  escape,  as  is  proved  by  the  fact 
already  mentioned,  that  other  acts  can  be  performe<l  without  difficulty. 
While  it  is  true  that  the  surrounding  centres  are  not  affected,  it  is  also  true 
that  the  centre  governing  like  movements  in  the  opposite  hand  is,  by  sym- 
pathy or  other  cause,  affected  with  its  fellow  to  a  certain  extent.  This  is 
68 
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proved  by  the  fact  that  if  the  operator  learns  to  send 
hand,  that  hand  very  soon  follows  the  fate  of  its  fel 

Experiments  performed  by  the  late  Dr,  N,  A.  Ra 
on  this  subject  that  they  may  be  quoted  at  this  pc 
discover  if  exhaustion  of  one  centre  in  the  brain 
the  corresponding  centre  on  the  opposite  side  of  thi 
he  proceeded  as  follows:  He  attached  a  small  levei 
the  hand  of  the  subject  on  the  table,  as  when  wril 
place  the  tip  of  his  forefinger  on  the  end  of  the  le 
often  as  he  could.  Each  depression  was,  of  course 
Dr.  Randolph  found  that,  normally,  the  right  for 
for  100  movements,  the  left  forefinger  for  75  movei 
this  primary  point  he  proceeded  to  search  after  the  n 
nation.  He  found  that  if  the  left  forefinger  was  set 
forefinger  had  performed  its  100  depressions,  it  b 
movements,  and  that  if  the  right  hand  was  set  to  ' 
finger  had  moved  75  times  it  could  only  move  75  t 
exhaustion  of  one  centre  produced  exhaustion  of  tl 
on  the  opposite  side  of  the  brain. 

Careful  tests  prove  that  in  most  instances  e: 
present,  denoting  a  superexcitability  of  the  spinal  c 
evidences  of  neuritis  of  the  nerve  trunks  have  und< 
In  some  cases  of  the  disease  a  species  of  pseudomusc 
on,  due,  probably,  to  some  centric  nervous  lesion,  i 
the  congested  condition  which  is  nearly  always  pres 
cles.  Thus  we  find  the  bellies  of  the  muscles  hard,  1 
devoid  of  power. 

Treatment. — In  the  way  of  treatment  rest  is  the 
possess  for  the  cure  of  the  affection;  but  although 
exciting  cause  is  one  of  the  essential  factors  for  a 
affected  arm  should  be  used  in  every  other  motion  wl 
so  that  it  may  not  become  useless  from  disuse.  Nc 
therapeutic  agent  electricity,  which  is,  however,  ( 
cases  where  very  slight  or  no  inflammatory  conditio 
the  muscle,  nerve,  or  nerve  centre;  and  it  should  h 
use  that  current  which  causes  the  most  contracti( 
Galvanization  of  the  affected  muscles  should  be  p€ 
that  the  disordered  nerve  centres  are  not  disturbed,  a 
to  gradually  increase  the  exercise,  so  as  not  to  exl 
muscles  which  are  out  of  order.  Movements  whic 
with  the  affected  parts  are  also  useful,  following  the 
ing  proposed  by  Fraenkel  in  the  treatment  of  locomc 

Finally,  the  administration  of  tonics,  such  as  arsen 
is  to  be  resorted  to,  and  these  measures  combined 
best  methods  we  have  for  effecting  a  cure. 
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RATNAUD'S    DISEASE. 

Definition. — Raynaud's  tlsiease  is  a  condition  in  which  one  or  more  of  the 
fin^«?rs  or  toes,  and  rarely  (he  nose  and  ears,  suffer  fmni  a  disonler  of  the 
local  IiKkmI vessels,  with  the  result  that  these  parts  Ix-ftHiie  hlumiless  and 
pallid  or  slate  colored  antl  mottled  in  appearanee.  The  affected  parts  are 
cold  and  sometimes  painful.  The  nmlutly  usually  affects  persons  under 
tiiirty  years  of  age,  an<l  f<'n>ales  more  eonunonly  than  nialrs.  The  cause 
is  unknown  save  that  it  secnis  to  he  of  the  natun*  of  a  |mn>xysnKil  neurosis 
involving  the  bloodvessels  of  tlie  parts  affected.  Various  conditions,  all  of 
them  capahle  of  causing  a  loss  of  normal  nerve  tone,  have  been  considered 
as  etiological  factors,  varying  fn>in  tlialn'tcs  and  neurasthenia  to  fright  and 
exposure  to  cohl  air  or  cold  water. 

Etiology. — The  onset  l>egiiis  witli  a  stnse  of  tingling,  or  of  heat  or  cold, 
in  the  parts  wliieh  are  to  suffer  from  the  well-tie velo[x*d  state.  The  skin 
looks  shrunken  and  ashen  in  liue  and  numbness  is  presiMit  to  a  more  or  less 
wcll-^Jeveloped  degree,  but  complete  aua-stliesia  does  not  t>ecur.  The  con- 
dition may  last  for  a  few  hours  or  for  weeks.  When  it  tjisap[)ears  it  nearly 
always  returns  in  a  short  time. 

When  the  <lisease  occurs  in  its  severe  form  local  gangrene  may  ensue. 
The  part  Ix'conies  livid  and  dusky  and  small  blebs  develop  on  the  fingers. 
These  may  dry  up  and  recovery  take  place,  only  the  skin  lieing  destroyed, 
or  the  process  may  become  so  deep  that  the  entire  part  may  U*  lost. 

This  condition  is  to  be  separated  from  senile  gangrene  by  the  youth  of 
tlie  patient,  from  frost-bite  by  the  absence  of  a  history  of  exposure  to  cold, 
and  from  chronic  ergotism  by  the  absence  of  any  history  of  eating  rye 
bread  contaminated  by  ergot. 

Treatment. — The  treatment  consists  in  the  use  of  tonics  and  every  possible 
measure  designtnl  to  re-establish  good  general  health.  Hydrotherapy  is 
often  of  value.  IxK-ally  the  nutrition  of  (lie  affected  jiart  may  be  maintained 
to  some  extent  by  the  use  of  dry  or  moist  heat,  fm^at  care  should  be  taken 
to  protect  those  parts  which  are  usually  affected,  from  extremes  of  heat  and 
cold* 

ANGIONEUBOTIO   (EDEMA. 


Definition  and  Symptoms. — ^Angioneurotic  a^Jema  is  a  condition  charac- 
terizcil  by  the  sudden  ai>[K'aranee,  in  a  limited  area  in  one  or  more  parts  of 
the  Ixwiy,  of  well-defined  swelling  due  to  some  [)erversion  of  the  normal 
functional  activity  of  the  vasomotor  nerve  supply,  so  that  the  bloodvessels 
of  the  part  become  dilatefl,  and,  in  all  probability,  an  extravasation  of  fluid 
takes  place.  The  condition  Is  to  be  clearly  separated  from  that  character- 
istic of  inflammation.  The  temperature  of  t!»e  part  is  often  lower,  but 
sometimes  it  is  higher  than  nonnah  The  dimensions  of  the  affected  part 
vary  greatly,  btit  it  is  rarely  more  than  a  few  inches  in  circumference.  The 
hue  of  the  area  affected  may  be  a  deep  red,  as  if  suffering  from  intense 
congestion,  or  so  pallid  as  to  be  cadaveric.     It  may  be  the  seat  of  a  sense  of 
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tingli 


heat,  or  itching,  but  actual 


ingiing,  or  neat,  or  itcnm^,  Dut  actual  pain  does  not  occur,  and  pitung  un 
pressure,  to  the  extent  that  it  appears  in  ordinary  oedema,  is  alisent, 

^\ngioneurotic  oedema  occurs  most  commonly  on  the  face  or  hands.  It 
may  atfect  the  body  and  quite  rarely  the  lar^Tix  and  pharynx,  when  it  may 
produce  alarming  3)'mptoras  by  interfering  with  respiration.  Instances  of 
death  due  to  this  cause  have  been  rep)orted.  The  attacks  last  a  few  houre 
to  several  days,  and  are  prone  to  occur  at  irregular  intervals. 

Angioneurotic  crdema  occurs  more  frequently  during  the  third  decade 
of  life  than  at  any  other  period,  and  in  the  United  States  affects  females 
more  frequently  than  males,  although  the  reverse  of  this  holdstnie  in  Europe, 
We  do  not  know  what  the  causative  factor  is,  but  it  is  known  that  exposure 
to  cold  and  causes  which  diminish  nervous  tone  bring  on  an  attack  in  those 
who  are  susceptible. 

In  some  cases  the  condition  is  induced  by  digestive  disorders,  or  by  the 
ingestion  of  some  food  whicfi  is  toxic,  as  lobster,  fish,  or  other  animal  fooci 
that  is  not  fresh.  In  nearly  all  cases  the  patient  is  neurotic,  and  not  rarely 
has  a  neurotic  family  history,  or  even  a  direct  inheritance  of  the  disorder 
from  the  parents. 

Diagnosis. — Angioneurotic  oedema  roust  be  separated  from  the  local 
vasomotor  disturbances  of  hysteria.  This  is  done  by  the  fact  that  in  hysteria 
there  are  associated  paralysis  of  motion  or  an:vsthesia  and,  it  may  be,  hysteri- 
cal contractures.  Aj^in,  the  oedema  of  hysteria  is  often  persistent,  whereas 
this  is  temporary.  From  severe  attacks  of  urticaria  it  is  differentiated  by  the 
fact  that  **  hives"  arc  usually  scattered  widely  over  the  body,  and  if  they 
appear  on  the  hands  are  characterized  by  multiple  lesions.  In  most  cases  of 
hives,  or  urticaria,  additional  lesions  can  be  produced  by  rubbing  a  part, 

Prognosia.  The  pn)S|>et:t  of  complete  cure  in  the  sense  of  an  escape  from 
all  future  attacks  is  not  encouraging.  The  general  health  is  usually  good 
between  the  attacks,  and  unless  the  part  affected  be  the  larynx  the  prospect 
of  any  serious  result  is  unlikely. 

Treatment. — The  treatment  can  Ik*  directed  only  along  those  lines  which 
will  tend  to  improve  the  general  health,  of  which  the  most  useful  are  an 
out-dcwr  HFe,  hydrotherapeutics,  and  the  internal  use  of  tonics,  such  as  iron 
and  arsenic  if  there  is  aniemia,  and  nux  vomica  and  quinine  if  the  nervous 
system  is  atonic.  Phosphorus  may  also  be  useful.  When  lithsemic  or  gouty 
conditions  are  present,  the  iodides,  salicylates,  and  colchicum  may  be  of 
great  value.  It  is  needless  to  add  that  all  causes  known  by  the  experience 
of  the  patient  to  l>c  provocative  of  an  attack  should  be  sedulously  avoided, 
for  there  can  be  little  doubt  that  the  occurrence  of  one  attack  predisposes  to 
another. 


ERTTHROMELALOIA. 


Definition. — This  condition  was  fii-st  described  by  Weir  Mitchell  in  1S72. 
It  consists  in  a  hyperemia  of  the  foot  and  leg,  rarely  the  hand,  associated 
with  pain  which  may  vary  in  degree  from  a  sense  of  weight  and  heaviness 
to  exceedingly  severe  suffering.  The  inala<ly  first  affects  the  neighUirhood 
of  the  ball  of  the  foot,  and  thence  it  spreads  to  the  entire  plantar  surface. 
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In  other  cases  the  heel  is  first  affected.  Although  exercise  greatly  increases 
the  suffering,  it  is,  as  a  rule,  worse  at  night.  The  pain  may  he  intermittent 
or  continuous.  The  skin  is  often  not  only  hypera^mic,  but  is  often  marbled 
or  mottled  in  appearance.  Elevation  of  the  part^  by  decreasing  the  conges- 
tion, diminishes  the  pain. 

Etiology. — The  causes  of  the  nialarly  are  several.  In  rare  instances  it 
seems  to  dejiend  upon  lesions  in  the  spinal  cord,  in  others  it  apparently 
depends  upon  diabetes  melHtus,  and  in  still  others  arteriocapillary  fibrosis 
seems  to  be  the  underlying  factor- 
Diagnosis. — Before  determining  the  diagnosis  of  erj'thromelalgia  it  is 
essential  that  gout  and  diseases  of  the  soft  and  hard  tissues  of  the  foot  be 
excluded.  In  the  vast  majority  of  cases  the  s^Tnptoms  will  probably  be  due 
to  such  causes,  for  true  erjlhromelalgia  is  a  very  rare  malady  indeed,  and 
but  few  cases  have  been  recorded. 

Treatment. — Treatment  often  fails  to  give  much  relief.  The  part  should 
be  kept  in  an  elevated  posture  as  much  as  possible,  cool  lotions  may  be 
applied  to  it,  and  if  the  patient  be  litbu^mic  the  alkalies  and  salicylates 
should  be  given. 

MIGRAIKE. 


Definition.— Much  confusion  exists  as  to  the  exact  nature  of  the  condition 
which  is  called  migraine.  By  all  authors  it  is  used  to  describe  a  condition 
of  severe  pain^  more  or  less  limited  to  one  side  of  the  head,  often  accompanied 
by  some  clisturbance  of  vision  in  one  or  l)oth  eyes,  and  by  nausea  and  vomit- 
ing, which  often  do  not  develop  until  toward  the  end  of  the  attack.  Certain 
clinicians  have  expressed  the  belief  that  migraine  is  an  hereditary  affection, 
and  even  go  so  far  as  to  regard  it  as  a  manifestation  of  nervous  instability 
not  far  remove<l  from  epilepsy.  This,  however,  is  certainly  incorrect  in 
the  vast  majority  of  cases.  It  may  be  true  that  certain  neurotic  individuals 
who  are  subject  to  hysterical  or  epileptic  manifestations  often  suffer  from 
migraine.  But,  on  the  other  hand,  it  cannot  be  denied  that  in  the  majority 
of  instances  the  cfindition  is  a  toxic  neurosis  due  to  the  manufacture  and 
retention  in  the  body  of  abnormal  produ<*ts  of  metal>olism.  These  products 
are  chieHy  the  result  of  a  disturbed  action  of  tlu'  liver,  either  in  the  sense 
that  the  liver  fails  to  destroy  poisons  which  are  absorljed  from  the  intestines, 
or  in  the  sense  that  it  develops  substances  which  it  docs  not  produce  when 
in  health.  As  a  matter  of  fact  migraine,  as  a  toxic  condition,  is  rarely  the 
result  of  any  disorder  of  function  in  a  single  organ,  but  is  produced  by 
several  causes,  an  undue  development  of  poison,  a  deficient  action  of  the 
liver  in  destroying  these  poisons,  and  a  torpid  condition  of  the  kidneys, 
whereby  toxins  are  not  speedily  eliminated.  It  naturally  follows  that  in  high- 
strung,  nervous  individuals,  and  in  those  who  have  neurotic  tendencies, 
these  toxic  products  can  readily  disturb  the  functions  of  the  sensory  nerves 
of  the  head  and  so  produce  a  seizure. 

Among  the  active  causes  in  provoking  an  attack  of  migraine,  aside  from 
the  effects  of  autointoxication,  there  can  be  no  doubt  that  nervous  tire,  or 
exhaustion,  aids  materially  in  causing  an  attack,  particularly  if  in  addition 
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to  such  stress  there  is  added  undue  sexual  activity, 
All  these  factors  diminish  the  nervous  energy  which 
and  so  tend  to  cause  perversions  of  metabolism,  an 
diminish  the  resistance  of  the  nervous  and  vasculai 
such  poisons. 

The  disease  occurs  most  frequently  in  womc 
before  the  age  of  puberty.  It  is  particularly  pre 
have  a  gouty  ancestry.  Certain  schools  of  ophtha 
urged  the  view  that  all  cases  of  migraine  are  due 
There  can  be  no  doubt  that  in  many  instances 
exhaustion  is  a  potent  factor.  The  important  po 
remember  in  studying  this  malady  is  that  various  c£ 
for  it;  and  if  the  patient  is  to  be  permanently  reliev 
causes  must  be  discovered  and  removed. 

Symptoms. — ^The  mode  of  onset  of  an  attack  varie; 
state  that  for  several  days  prior  to  a  paroxysm  they 
and  anything  but  well.  Often  the  chief  sympto 
Other  patients  have  no  premonitory  symptoms  w! 
morning  in  perfect  health,  they  are  seized  at  soi 
with  blurring  of  the  vision  in  one  or  both  eyes,  so 
attack  of  pain,  or  pain  may  be  the  first  and  only 
may  be  so  sudden  and  severe  as  to  completely  inca] 
this  form  of  migraine  the  terms  "fulgurating"  or 
applied.  In  most  cases  the  pain  exists  chiefly  in  oi 
involves  the  supraorbital  region  and  the  eyeball.  \^ 
the  entire  head  may  suffer.  The  character  of  the  f 
sensation  in  the  head  is  tense.  Not  rarely  photop 
some  cases  vision  may  be  so  much  interfered  with 
is  described  by  the  patient.  In  addition  to  the  pa 
quently  has  some  vertigo^  is  mentally  heavy  and  dul 
apkasic. 

After  the  attack  has  lasted  from  one  to  several 
frequently  becomes  nauseated  and  then  vomits.  As 
not  contain  undigested  food;  on  the  contrary,  diges 
on  with  undue  rapidity.  The  material  vomited  is  i 
and  excessively  acrid  and  acid.  I  am  firmly  convin 
result  of  an  attempt  on  the  part  of  the  stomach 
materials,  just  as  this  organ  eliminates  oxydimorph 
ing.  If  the  vomiting  persists  for  any  length  of  tin 
be  brought  up  by  reason  of  the  drawing  of  bile  thi 
act  of  retching.  It  is  a  question  whether  this  vom 
action  of  the  poison  which  produces  the  symptoms, 
part  due  to  the  severity  of  the  pain  which,  when  it  a 
resembles  the  sickening  pain  produced  by  an  injury 
an  attack  the  patient's  face  is  usually  pallid  anc 
having  an  anxious  and  hunted  expression  or  one  i 
Sometimes  the  radial  pulse  is  small  and  hard,  and 
artery  on  the  affected  side  stands  out  like  a  whipa 
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come  ofteiier  than  once  a  week,  and  sometimes  much  more  rarely  than  this, 
unless  the  pationt  by  errors  in  diet  am]  hy  various  excesses  prn<l«pes  the 
provoking  condition  frequently.  Sometimes  patients  state  that  the  attack 
comes  on  in  the  midst  of  perfect  health.  Thus,  I  have  heard  a  patient 
remark  that  she  felt  so  well  that  she  was  sure  she  was  going  to  be  sick  the 
next  day.  as  it  had  been  her  experience  that  a  sensation  of  well-being  was 
not  rarely  followed  by  a  nervous  explosion.  In  rare  cases  a  certain  degree 
of  parahjsL'i  of  the  extraocular  muscles  may  be  present  during  the  attack. 
In  still  more  rare  instances  the  face  is  flushed  instead  of  being  pallid.  Not 
rarely  during  the  attack  the  urine  is  scanty  and  high  colored,  but  as  the 
attack  subsides  the  urine  is  frequently  passed  in  large  quaniiiies  and  is 
exceedingly  limpid.  Speedy  recovery  usually  follows  the  vomiting  of  the 
acrid  fluid  already  named. 

Treatment. — The  treatment  depends  upon  the  underlying  cause  of  the 
malady.  All  excesses  as  to  eating  and  sexual  activity  must  be  prevented. 
If  the  patient  is  run  <lown  and  neurasthenic,  a  vacation  or  a  rest  cure  is 
essential.  If  the  kidneys  fail  to  excrf^te  a  sufficient  quantity  of  urinary  solids 
pT  day.  the  various  potassium  salts,  such  as  the  acetate,  citrate,  or  bitar- 
tratc  of  potassium,  must  be  given  in  5  or  10  grain  doses  three  or  four  times 
a  day,  in  copious  draughts  of  water  to  increase  urinary  elimination.  If 
there  are  any  evidences  that  the  liver  is  persistently  or  occasionally  inactive, 
its  function  shouhl  l>e  stimulated  by  the  use  of  calomel,  blue  mass,  or  podo- 
phyllin.  Many  of  these  cases  do  very  well  if  5  to  10  grains  of  blue  mass  are 
taken  every  week  or  ten  days,  and  then  followed  by  a  saline  purge.  In  those 
instances  in  whicli  the  patient  leads  a  sedentary  life»  active  out-door  exercise 
to  ensure  perfect  oxidation  processes  in  the  body  are  essential.  In  those 
patients  who  suffer  fmm  gastrointestinal  catarrh,  a  dose  of  Hnnyadi  or 
Apenta  water,  taken  hot  and  in  sips,  before  breakfast,  will  often  be  efficient 
not  only  in  moving  the  bowels,  but  preventing  the  attacks.  Often  diluting 
one  of  these  waters  one-half  with  hot  water  makes  it  an  efficient  purgative. 
The  use  f)f  salol  in  the  dose  of  5  to  10  grains  a  day  as  an  intestinal  antiseptic 
is  often  advantageous. 

Of  all  forms  of  preventive  treatment,  that  which  is  devoted  to  the  in- 
creased activiy  of  the  intestines,  the  liver,  and  the  kidneys  is  of  most  impor- 
tance. If  the  patient  is  gouty,  or  suffers  from  that  condition  commonly  but 
erroneously  called  *'uricacida'mia/'  not  only  shouhl  the  treatment  just 
rec*ommended  l>c  emploveil.  but  the  use  of  other  more  active  salicylates,  such 
as  the  salicylate  of  stn>ntium  in  5  or  10  grain  doses  three  times  a  day,  are 
advisable.  If  errors  in  refraction  exist,  carefully  ?iiiQi\  glasses  should  be 
provi<led,  and  if  the  nasal  mucous  membrane  is  hypertrophied  or  other 
abnormalities  exist  in  this  region,  they  should  he  treated.  For  the  relief 
of  the  attack  many  measures  have  been  suggested.  In  those  instances 
where  the  patient  has  prodn»mal  symptoms,  a  brisk  saline  cathartic,  such  as 
Seidlitz  powder,  citrate  of  magnesia,  or  Rochelle  salt,  should  be  given,  with 
the  idea  of  sweeping  out  frf>m  the  bowels  poisonous  material.  This  may 
be  followed  in  half  an  hour  to  an  hour  by  2  grains  of  caffeine  with  10  grains 
of  bromide  of  sodium.  The  l>est  way  to  give  this  is  in  granular  effervescent 
salts.    In  some  instances  a  small  dose  of  phenacetin  or  acetanilid  should 


1080 


DISEASES  OF   THE  NERVOUS  SYSTEM 


be  added.     If  high  arterial  tension  is  present,  nitroglycerin   is  valuabPT 
For  the  reUef  of  the  pain  when  it  is  very  severe  phenacetin,  antipyrin,  and 
acetanilid  are  useful,  but  it  must  always  be  remembered  that  the  stomach 
is.  as  a  rule,  excreting  rather  than  absorbing,  and  that  the  mere  administra-  ^ 
tion  of  a  palliative  at  this  time  may  be  fruitless  for  this  reason.    Under  these 
circumstances  it  may  be  necessary  to  give  these  drugs  by  the  rectum,  or  to 
empty  the  stomach  by  vomiting  or  by  the  use  of  the  stomach  t\i\ye  liefore 
they  are  administered.    Sometimes  the  stomach  can  be  stimulated  to  absorp*  j 
tion  by  ^  grain  of  strychnine.    In  certain  cases  the  use  of  a  full  dose,  10, 15,  J 
or  20  drops,  of  the  tincture  of  gelsemium  with  a  grain  of  an  active  extract  of  1 
cannabis  indica  gives  the  greatest  relief.    The  use  of  cologne-water  contain- 
ing 5  to  10  grains  of  menthol  to  the  ounce  applied  over  the  course  of  the 
painful  nerve  may  give  much  relief.    In  many  instances  it  is  impossible  for 
any  of  these  remedies  to  do  good  unless  the  patient  will  lie  down  in  a  quiet 
and  dark  room  for  several  hours. 


STTKSTROKE. 


Definition. — Sunstroke,  more  accurately  called  heatstroke,  insolation,  or' 
thermic  fever,  and  by  the  French  coup  de  sdeil,  is  a  condition  of  the  body 
produced  by  exposure  to  great  heat.     In  rare  instances  the  tempeT»ture  of 
the  patient  does  not  rise,  but  fulls,  and  to  this  condition  is  given  the  name 
heat  exhaustion. 

Etiology. — The  chief   factor  in  producing   heatstroke  is  the  presence  of, 
great  heat  associated,  as  a  rule,  with  marked  humidity  of  the  atmosphere,! 
It  is  im[x>rtant  to  lx»ar  in  mind  the  fact  that  exposure  to  the  rays  of  the  sun 
is  not  necessarj'  for  the  development  of  heatstroke.      Cases  are  constantly 
met  with  in  which  the  illness  of  the  patient  is  due  to  artificial  heat,  and  heat-i 
stroke  may  occur  in  the  night  as  well  as  in  the  day  if  the  atmosphere  is  hot! 
and  moist.     Dr}'  heat  is  better  Ixirne  by  all  persons  than  is  moist  heat,  ] 
probably  because  evaporation  on  the  skin  proceeds  rapidly  in  dry  air,  and  soj 
the  body  is  cooled  by  the  function  of  perspiration,  whenas  in  a  moist  atmos-l 
phere  the  imperfect  evaporation  results  in  an  accumulation  of  heal  in  the 
body.    For  this  reason  heatstroke  is  very  rare  on  the  western  plains  of  the 
Unite*!  States,  where  the  temperature  in  summer  often  reaches  \0r^°  in  the 
shatle,  whereas  in  Philadelphia,  where  the  air  is  humid,  heatstroke  is  exceed- 
ingly common  when  the  thermometer  registers  a  temperature  of  90°.     In  the ' 
one  case  evaporation  is  so  rapid  that  the  heat  of  the  body  is  kept  at  a  normal 
level,  whereas  in  the  latter  case  the  perspiration  lies  on  the  skin  in  great  beads. 
A  second  factor  in  producing  heatstroke  is  the  use  of  alcoholic  drinks  in  any 
form.    There  can  be  no  doubt  that  all  such  beverages  greatly  predispose  lo 
the  development  of  this  state.    So,  too,  renal  disease  and  a  feeble  heart  may 
act  as  predisposing  factors.    Loss  of  sleep  and  torpidity  of  the  bowels  are 
also  possessed  of  an  exil  influence. 

Certain  French  clinicians  have  asserted,  with  notable  facts  in  support  of  ] 
their  views,  that  sunstroke  is  really  a  form  of  infection  which  develops  under 
the  atmospheric  states  already  named. 
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Pathology  and  Morbid  Anatomy. — While  a  very  considerable  number  of 
clinicians  in  America  ami  in  the  East  Indies  described  sunstroke  sjmp- 
toinatically  in  the  early  part  of  the  last  century,  it  was  not  till  H.  C.  Wood 
collated  our  knowledge  and  enriched  it  by  further  experimentation  tliat  the 
profession  began  to  fully  grasp  the  facts  concerning  its  production  and  the 
lesions  which  ensue<l. 

The  pathology  of  the  (Hsorder  resides  in  the  inabiUty  of  the  heat-regulating 
mechanism  of  the  bo<iy  to  maintain  a  normal  body  temperature.  The 
primary  difficulty  lies  in  a  decreased  power  of  the  body  to  carry  out  an 
efficient  heat  dissipation,  and  this  is  followed  by  an  unrestrained  heat  pK>- 
duction,  due,  in  Wood*s  opinion,  to  failure  of  the  inhibitory  lieat  centirs,  in 
the  pons,  to  check  oxidation  processes.  With  diminished  heat  dissipation 
and  increased  heat  production  it  is  not  difficult  to  perceive  why  the  tem- 
perature of  the  body  rises  until  a  state  of  hyperpyrexia  is  reached. 

The  morbid  anatomy  consists  in  changes  In  the  tissues  which  in  turn  j>er- 
niit  decomposition  to  set  in  very  rapidly^  lacing  preceded  by  well-marked 
rigor  mortis.  The  veins  of  the  brain  and  lungs  are  fount!  distended  with 
fluid  blood,  and  everywhere  the  blood  fails  to  clot  as  it  does  in  the  vessels 
of  the  ordinary  cadaver.  If  an  autopsy  is  made  very  soon  after  death,  the 
left  ventricle  is  found  in  firm  systole,  but  the  right  ventricle  is  distended  with 
blood.    The  liver  and  kidneys  arc  also  found  to  be  intensely  engorged. 

Symptoms. — The  symptoms  of  sunstroke  consist,  in  the  preliminary  stage, 
in  oppression  and  dizzinesfi.  If  these  evidences  of  heat  are  ignored,  the  stage 
of  »udiien  unconsciousness  develops,  and  is  often  usheretl  in  by  a  covv^dsion 
which  may  be  exceedingly  violent.  In  other  ctises  no  convulsion  develops, 
but  deep  stupor  with  stertorous  breathing  comes  on,  The  jace  is  at  first  livid 
and  later  deeplt/  ctfanotic,  the  great  vessels  of  the  neck  arid  upper  extremities 
being  distendetl.  The  temperature  of  the  patient  speedily  rises  to  a  height 
never  seen  in  any  other  disease,  sometimes  reaching  112*^  or  more,  the 
average  being  frf>m  IQr)^to  110°.  The  pupils  may  ho  coniracted  i\v  ividvly 
dilated.  If  the  fever  cannot  be  reduced  and  the  cardiac  and  pulmonary 
congestion  are  not  relieve<l,  death  ensues  within  twelve  to  thirty-six  hours. 
When  improvement  takes  place,  a  relapse  some  hours  later  often  ensues.  A 
patient  who  has  sunstroke  may  subsetpiently  become  very  ill  and  die  from 
a  secondary  meningitis.  Persons  who  have  had  sunstroke  are  very  suscep- 
tible to  high  temperatures,  and  when  exposed  in  after  years  may  be  greatly 
distressed  by  an  atmospheric  temperature  as  low  as  80°,  if  the  air  is  moist. 

Diagnosis. — There  are  only  two  other  states  that  resemble  heatstroke, 
namely,  uncmia  and  apoplexy.  The  first  can  be  excluded  by  the  absence 
of  h\'perpyrexia  and  albumin  in  the  urine.  The  second  is  excluded  by  the 
same  lack  of  temperature,  except  in  those  cases  in  which  the  pons  is  involved, 
when  the  fever  may  \ye  high,  but  pontile  hemorrhage  is  usually  speedily  fatal 
and  the  paralysis  severe.  Sunstroke  and  unemia  may,  however,  exist 
simultaneously.  The  history  of  the  patient  will  exclude  epilepsy  which  is 
also  excluded  by  the  high  fever. 

Prognosis. — The  prognosis  depends  on  the  height  of  the  fever  and  the 
resistance  which  it  offers  to  treatment.  Do  what  we  will  a  large  number  of 
these  cases  die. 
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Treatment. — The  treatment  of  sunstroke,  if  it  is  to 
factory  results,  must  be  bold  and  vigorous.  In  most 
essential:  First,  that  the  temperature  must  be  reduc 
level,  by  the  application  of  cold  water  or  ice.  This 
stripping  the  patient,  laying  him  upon  a  canvas  cot, 
stream  of  Cold  water  upon  his  body  from  a  hose,  the 
and  vigorously  rubbed  at  the  same  time  by  one  or  mo 
object  of  producing  reaction,  of  overcoming  internal  < 
the  blood  to  the  surface,  whereby  it  may  be  cooled, 
dissipation  of  heat,  for  frictions  increase  the  dissipati 
application  of  cold  nearly  fifty  per  cent.  During  this 
l>c  applied  to  the  head  constantly.  In  other  instana 
immersed  in  a  tub  of  cold  water,  and  if  necessary  pie« 
in  this  water.  If  the  tub  is  used,  active  frictions  are 
ease  just  stated.  Care  should  be  taken  that  the  tem 
begins  to  fall,  does  not  drop  too  rapidly,  so  that  the  pai 
thermia  and  collapse.  If  the  padent  is  robust  and 
venous  engorgement,  free  venesection  should  be  practi: 
of  large  experience  believe  that  venesection  is  of  aln 
with  the  use  of  cold.  Venesection  should  be  foil 
clysis  or  by  the  intravenous  injection  of  normal  salt  a 
measures  engorgement  of  the  right  side  of  the  hes 
toxiemia  coml>ated.  If  the  circulation  on  the  left  sii 
failing,  hypixlenuic  injections  of  Hoffmann's  anodyn< 
be  ailministortHl.  The  use  of  alcohol  should  be  avoid 
oonfinetl,  citrate  of  magnesia  should  be  given  in  full  pi 
them,  and  where  the  patient  is  unconscious  and  unat 
a  dt^se,  t  of  a  grain  of  elaterium  may  be  used  not  onl 
but  diminish  cerebral  congestion.  The  \*iolent  headac 
sunstroke  may.  in  some  instances,  yield  to  the  ordii 
comluneil  with  the  use  of  bromide  of  sodium  and  ca 
not  do  so,  and  tliere  are  any  e%Tldences  of  meningeal  < 
free  venesei^tiou  should  be  practiaed,  not  only  for  th< 
or\ler  to  prevent  the  development  of  secondarv  meninj 
of  \Try  great  im{x>rtance,  but  is  often  treated  as  of  litl 

In  the  after-trvatiuent  of  the  patient  it  is  essential 

should  Iv  can^fullv  watcheil,  as  it  nearlr  alwavs  ha: 

•  •  • 

siHx^nd  time.  Such  a  tendency  should  be  combated 
i»KI  to  the  iioad,  and  by  cold  bathing  if  actual  hyperp 
ftvt  rvst  in  U\l  for  a  number  of  days  after  the  sunstr 
upi>n,  and  tlio  |>atient  should  be  warned  that  any  expoe 
dav's  will  1h^  liable  to  pnxluce  another  atta<^ 


HXAT  KZBAUSnOH. 

lU^t  exhaustion  is  a  ov>ndition  produced  by  the  sami 
Imt  iust%\sd  v>f  hN-p«:^r|\\Texia  dexvlopinir  the  temperatur 
the  [^auent's  skin  may  be  bedewvd  with  a  cold  sweat. 
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of  severe  collapse  may  be  present.  This  comlition  is  to  be  treated  by  immers- 
ing the  patient  in  hot  water,  an tl  by  the  application  about  his  h<>«ly.  after  the 
removal  from  the  bath,  of  hot  bottles  or  iiot  bricks  to  maintain  body  tem- 
perature. A  failing  eirculation  should  be  supported  by  hy(M)dermic  injec- 
tions of  Hoffmann  s  anoflyne  and  atropine.  Care  should  be  taken  that  cold- 
ness of  the  extremities  is  not  mistaken  for  true  heat  exhaustioiij  for  it  some- 
times happens  that  the  extremities  arc  cold  in  thermic  fever,  although  the 
temperature  of  the  body  may  be  far  above  normal.  This  j>oint  must  be 
detemiined  by  taking  the  rectal  temperature.  If  the  recta!  tem[)eratiire  is 
foLmd  to  be  very  hi/^h,  the  treatment  for  heatstroke  should  be  instituted  and 
the  circulation  equalized  by  active  rubbing.  A  hot  bath  in  such  a  case  is 
not  advisable. 

FACIAL  HEMIATROPHY. 

This  IS  a  condition  in  which  one  side  of  the  face  undergoes  a  slo-wly  pro- 
gressive wasting.     As  a  rule  it  begins  l>etween  the  ages  of  ten  and  twenty 
years.    The  cause  is  unknown,  although  it  is  without  doubt  flue  to  some 
'localized  degenerative  change  in  the  nervous  system.     In  an  autopsy  upon 
Pb  case  of  this  character  Mindcl  found  degeneration  of  the  trifacial  nerve  in 
its  efferent  (ibres  and  atropliy  of  the  substantia  nigra* 

When  the  malady  first  tlevelops^  the  skin  of  the  affected  part  begins  to  be 
thin  and  glossy  and  s<'ems  to  be  stretched.  The  fine  hairs  fall  out  and  the 
sebaeeuus  glands  atrophy,  s^J  that  tlie  part  is  unduly  dry.  After  that  the 
subcutaneous  tissues  atrophy  so  that  the  natural  fulness  of  the  face  is  dimin- 
ished, and,  in  the  later  stages  of  the  affection,  even  the  underlying  bone  may 
be  atrophied  or  absorbed.  The  muscular  tissues  escape  the  atrophy  to  a 
Igreater  extent,  and  do  not  undergo  degenerative  changes.  The  eye  may 
become  sunken  from  wasting  of  the  orbital  part,  and  the  j>upil  may  be  in  a 
state  of  mydriasis.  Usually  the  condition  is  painless,  but  lota!  spasm  of  the 
muscles  of  the  part  may  occur.  No  treatment  is  of  any  avail  in  arresting 
the  progress  of  the  disease. 
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This  term  is  applied  to  an  extraordinary  condition  of  paralysis  involving 
widely  distributed  groups  of  muscles  in  the  anns,  legs,  an<I  trunk,  which 
develops  ra[iidly  in  apparently  healthy  individuals  without  any  appan*iit 
exciting  cause.  Not  rarely  several  memlKTS  of  a  family  arc  affected  by  the 
malady.  The  patient  may  go  to  Ijed  in  perfect  health  and  wake  to  find  him- 
self paralyzed,  or  the  paralysis  develops  after  a  preliminary  sense  of  weak- 
ness in  the  affected  parts.  As  a  rule»  the  legs  suffer  chiefly.  Very  rarely  the 
muscles  of  the  neck  are  affected,  but  the  cranial  nerves  always  escape. 
The  reflexes  are  minus,  and  the  muscles  and  nerve  trunks  lose  their 
nmction  to  faradic  stimulatir)n.  The  paralysis  lasts  from  a  few  hours  to  a 
day,  and  speedy  and  perfect  recovery  ensues,  but  relapses  frequently  take 
place 

The  condition  is  apparently  a  form  of  autointoxication,  and  is  said  to  be 
benefited  by  the  use  of  alkaline  diuretics. 
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^^^^^H                         disease  of  kidnev,  718 

mycotic,  534                                           ^^^^| 

^^^^H 

pathology  of,  534                                   ^^^^| 

^^^^^^B                 Amyotrophic  lateral  sclerosis,  080 

of  renal  artery,  543                              ^^^^| 

^^^^^^H 

sjicouliited .  534                                             ^^^H 

^^^^^^H                          in  Addison's  diseas**,  7(>1 

of  splenic  arter>',  543                                    ^^H 

^^^^^1                         brickmakers',  8S7 

of  superior  mesenteric  artery,  643            ^^H 

^^^^^^H                         in  chronic  lead  poisoning,  854 

of  thoracic  aorta,  536                           ^^^^H 

^^^^^^H                             definition          773 

complications  of.  538             ^^^^H 

^^^^^H                                difththrrj.H, 

diagnosis  of,  539                    ^^^^H 

^^^^^^H                         essentitd,  775 

prognosis  in.  540                  ^^^^M 

^^^^^H                         in  gastric  ulcer,  582 

sequelfc  of,  537.  53S            ^^^H 

^^^^^H                         infantum. 

symptoms  of,  536                  ^^^^H 

^^^^^^H                                 blood  cltanges  in,  785 

treatment  of.  540                  ^^^H 

^^^^^^H                                   definition         785 

operative.  541                  ^^^H 
Tufnell.  540                     ^^H 

^^^^^^H                                   treatment         785 

^^^^^H 

varicose.  534                                           ^^^^^ 

^^^^^^B                             pomicious, 

Aneurysmal  varix,  534                                   ^^^^H 

^^^^^^H                                   blood  changes  in,  778 

Angina  Ludovici,  552                                   ^^^^| 

^^^^^H                                 definition         777 

pectoris.  523                                           ^^^^H 

^^^^^^H                                   diaoiosis  of,  779 

definition  of,  523                             ^^^^H 

^^^^^H                                   etiotojo'  of, 

diagnosis  of.  525                           ^^^^H 

^^^^^H                                 morbid  anatomy  of,  778 

etiology  of,  523                             ^^^^| 

^^^^^H                                   prognosis         779 

pathology  of,  523                            ^^^H 

^^^^^H                                symptoms  of,  778 

prognosis  in,  525                            ^^^^| 

^^^^^1                                 treatment  of,  779 

symptoms  of,  524                        ^^^^H 

^^^^^B                           Porto  Rican,  S87 

treatment  of.  525                          ^^^^H 

^^^^^H                         primary,  775 

Angiomat4i.  cavernous,  of  liver,  668         ^^^H 

^^^^^B                        secondary,  773 

of  kidney,  732                                       ^^^H 

^^^^^H 

Angioneurotic  ccdema,  1075                        ^^^^H 

^^^^^H                                 diagnosis         774 

definition  of,  1075                         ^^^H 

^^^^H                               symptoms  of,  774 

diaf^nosis  of,  1076                          ^^^^H 

^^^^^"                                   treatment  of,  774 

prognosis  of,  1076                          ^^^^H 
treatment  of,  1076                         ^^^H 

^H                                      in  septicaemia,  194 

^H                                      splenic,  7(55 

Angioselerosis,  532                                        ^^^^B 

V                                              blood  in,  706 

Animal  parasites,  diseases  duo  to.  S63            ^^1 

^m                                               clinical  characteristios  of,  766 

Ankle  clonus  in  lateral  sclerosis,  979                ^H 

definition  of.  765 

Ankylosis  in  gonorrho^Ll  arthritis.  187            ^H 

diagnosis  of,  766 
etiolog^''  of,  765 

Ankylostomiasis.  887                                           ^^M 

Ankylostomiim  duodenale,  887                          ^^M 

morbid  anatomy  of,  765 

Annular  stricture  of  cesophagus,  561                ^^M 

patholog>-  of,  765 

Anorexia  ner\'osa,  604                                 ^^^^H 

progaoaia  in,  766     • 

.\nthrncoBis^  411                                               ^^^^H 
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Anthrax,  257 

bacillus  of,  257 
definition  of,  257 
diagnosis  of,  260 
etiology  of,  257 
frequency  of,  258 
lesion  of,  259 
morbid  anatomy  of,  258 
oedema,  malignant,  259 
pathology  of,  258 
prevention  of,  258 
prognosis  in,  260 
symptoms  of,  259 
treatment  of,  261 
Antirabic  serum,  265 
Antisepsis,  intestinal,  in  typhoid  fever,  56 
Anuria,  737 

treatment  of,  737 
Aorta,  abdominal,  aneurysm  of,  542 

thoracic,  aneurysm  of,  536 
Aortic  regurgitation,  508 

Corrigan  pulse  in,  510 

definition  of,  508 

diagnosis  of,  512 

Durozicz  sign  in,  512 

etiology  of,  508 

murmur  in,  511 

ox-heart  in,  509 

pathology  of,  508 

physical  signs  of.  509,  611 

pistol-shot  sound  in,  512 

prognosis  in,  512 

Quincke's  pulse  in,  510 

symptoms  of,  509 

trip-nammer  pulse  in,  511 

water-hammer  pulse  in,  511 
stenosis,  504 

definition  of,  504 

diagnosis  of,  507 

eti<3ogy  of,  505 

physical  signs  of,  506 

prognosis  in,  507 

symptoms  of,  506 
Aphasia,  930 

in  apoplexy,  920 
in  bram  tumor,  934 
conduction,  931 
definition  of,  930 
symptoms  of,  930 

transitory,  in  croupous  pneumonia,  160 
Aphemia,  931 
Aphonia,  hysterical.  1050 
in  smallpox,  83 
in  tuberculous  laryngitis,  375 
Aphthffi  tropics,  242 
Aphthous  stomatitis,  546 
Apoplectiform  attack,  913 
Dulbar  paralysis,  913 
type  of  yellow  fever,  216 
Apoplexy,  913 
adrenal,  761 
aphasia  in,  920 
astereo^osia  in,  920 
athetosis  in,  921 
bed-sores  in,  920 


Apoplexy,  contractures  in,  921 
definition  of,  913 
in  diabetes  mellitus,  797 
diagnosis  of,  922 

from  acute  alcoholism,  922 

from  coma  of  diabetes,  922 
of  uraemia,  922 

from  embolism  of  cerebral  vessels, 
922 

from  epilepsy,  922 

from  general  paralysis  of  insane, 
923 

from  opium  poisoning,  922 

from  sunstroke,  923 

from  syncope,  922 

from  thrombosis  of  cerebral  vessels, 
922 
etiology  of,  913 
frequency  of,  913 
hemians^athesia  in,  920 
hemianopsia  in,  920 
hemiplegia  in,  919 
Hutchinson's  pupil  in,  921 
ingravescent,  922 
muscular  atrophy  in,  921 
ocular  symptoms  of,  919 
paralysis  in,  919,  920 
patholo^  of,  914 
prognosis  in,  923 
pulse  in,  918 
reflexes  in,  919 
sequelee  of,  921 
stertorous  breathing  in,  918 
symptoms  of,  917 

premonitory,  917 
treatment  of,  921 
unconsciousness  in,  919 
uraemic,  923 
Appendicitis,  615 
abscess  in,  619 
catarrhal,  617 
definition  of,  615 
diagnosis  of,  621 

from  hepatic  colic,  621 

from  intestinal  obstruction,  621 

from  ovarian  inflammation,  621 

from  renal  colic,  621 

from  tuberculosis,  621 

from  typhoid  fever,  621 
etiology  of,  615 
gangrenous,  617 
McBumey's  point,  620 
morbid  anatomy  of,  617 
muscular  rigidity  in,  620 
obliterative-,  617 
pathology  of,  617 
perforative.  617 
prognosis  in,  622 
symptoms  of,  619 
treatment  of,  622 
in  typhoid  fever,  30,  39 
ulcerative,  617 
vomiting  in,  620 
Apraxia,  931 
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Aran-Duchenne   type  of  chronic  anterior 

poliomyelitis,  975 
Ai^U-Robertson  pupil   in  dementia  par- 
alytica, 952 
in  disseminated  sclerosis,  956 
in  locomotor  ataxia,  962 
Arhythmia,  622 
Arsenical  poisoning,  850 

cnronic,  etiolo^  of,  860 
prognosis  in,  861 
pseudotabes  in,  851 
symptoms  of,  851 
treatment  of,  851 
Arteries,  diseases  of,  628 
Arteriocapiilary  fibrosis,  529 
Arteriosclerosis,  529 
definition  of,  529 
etiolojo^  of,  529 
morbid  anatomy  of,  530 
pathology  of,  530 
symptoms  of,  533 
treatment  of,  533 
Arteritis,  syphilitic,  281 
Artery  of  cerebral  hemorrhage,  915 
Arthntis  in  cerebrospinal  fever,  137 
in  croupous  pneumonia,  161 
deformans,  818 

definition  of,  818 
diagnosis  of,  822 
etiology  of,  819 
Havgarth's  nodosities  in,  820 
Heberden's  nodes  in,  821 
morbid  anatomy  of,  820 
prognosis  in,  822 
symptoms  of,  820 
treatment  of,  822 
gonorrhoeal,  186 

ankylosis  in,  187 
chronic,  186 
endocarditis  in,  187 
symptoms  of,  186 
treatment  of,  188 
infections,  in  cholera,  209 
in  mumps,  118 
in  rheimiatic  fever,  acute,  199 
rheumatoid,  818 

in  bronchiectasis,  386 
septic,  in  scarlet  fever,  103 
in  smallpox,  83 
in  typhoid  fever,  44 
Articular   rheumatism,    acute,    196.      See 

Kheumatic  fever,  acute. 
Ascariasis,  884 

symptoms  of,  885 
treatment  of,  885 
Ascaris  lumbricoides,  884 
Ascending  myelitis,  983 

paralysis,  acute,  1000 
Ascites,  650 

definition  of,  650 
diagnosis  of,  652 

from  hepatic  enlargement,  652 
from  ovarian  cyst,  652 
from  splenic  enlaiigement,  652       | 
dyspnoea  in,  651  { 


Ascites,  etiology 

paracentesu 

physical  sig 

symptoms  < 

treatment  c 

Asiatic  cholera. 

Aspiration  pneu 

Astasia-abaaia,  \ 

definition  o 

symptoms  • 

Astereognosis  ii 

Asthenia  in  Adc 

Asthma,  bronct 

Charco 

Cursck 

definiti 

diagno! 

frc 

etiolog 

Harrisc 

morbid 

pathoU 

pigeon- 

progno 

sputun 

symptc 

treatm< 

br< 

cardiac,  39: 

renal,  391 

Asymmetrical  si 

Ataxia,  familv, 

Friedreich's 

hereditary, 

locomotor, 

Marie's  cere 

Atheroma,  531 

Athetosis  in  apo 

Athyrea,  756 

Atonic  dilatatio: 

gastrectasis, 

Atriplicism,  860 

treatment  o 

Atrophic  cirrhoa 

emphysema 

enteritis  of 

nasal  catan 

paralysis,  a^ 

rhinitis.  36£ 

spinal  paral 

Atropny  of  heai 

of  liver,  red 

yellow, 

muscular,  p 

of  pero] 

in  apop 

optic,  1014 

Auctioneers'  sor 

Auditory  nerve, 

del 

tin 

vei 

Aura  in  epilepsy 

Autumnal  CAtaii 

fever,  17 
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BABINSKI  reflex  in  amyotrophic  lateral 
sclerosis,  981 
in  lateral  sclerosis,  979 
Bacillary  dysentery,  227 
Bacillus  aerogenes  capsulatua  in  pneumo- 
pericax^um,  4o7 

of  amoebic  dysentery,  227,  231 

of  anthrax,  257, 

of  Asiatic  cholera,  204.  207 

coll  communis  in  typhoid,  18 

of  diphtheria,  172 

dysenterise,  18 

of  Eberth,  17 

leprae,  345 

mlallei  in  ghmders.  272 

pararcolon,  18 

pertussis  Eppendorf,  119 

pestis,  219,  220 

of  Pfeiffer  in  influenza,  125.  126 

of  tetanus,  2C7 

of  tuberculosis,  method  of  stuning,  322 

t3rphosu'*,  17 

of  typhoid  fever,  17 
Banti's  disease,  767 
Bartow's  disease,  831 

Barrel-shaped  chest  in  chronic  hypertrophic 
tonsillitis,  559 
in  emphysema,  413 
Basedow's  disease,  751 
Basilar  meningitis,  301 
Bath,  Brand,  m  typhoid  fever,  53 
Baths,  Nauheim,  m  myocarditis,  478 
Bed-sores  in  typhoid  fever,  33 
Beef-worm,  901 
Benign  goitre.  749 
Beriberi,  249,  1007 

acute  periiicious,  255 

blood  m,  256 

cardiac  changes  in,  255 

definition  of,  249 

diagnosis  of,  256 

distribution  of,  250 

etiology  of,  250,  251 

forms  of,  2r>4 

frequency  of,  252 

incubation  of,  252 

mild,  255 

morbid  anatomy  of,  253 

patholo^  of,  253 

prognosis  in,  256 

prophylaxis  of,  253 

rudimeutarj',  255 

symptoms  of,  254 

treatment  of,  256 

urine  in.  256 
Bile-ducts,  catarrh  of,  acute,  671 
chronic,  673 
treatment  of,  673 

constriction  of,  674 

inflammations  of,  suppurative,  673 
diagnosis  of,  674 
symptoms  of,  674 
treatment  of,  674 

occlusion  of,  674 
congenital,  674 

69 


Bilharzia  disease,  904,  905 
diagnosis  of,  907 
distribution  of,  905 
etiology  of,  905 
hematuria  in,  906 
patholo^  of,  906 
prognosis  in,  907 
schistosoma  haematobium  in,  905 
symptoms  of,  906 
treatment  of,  907 
Biliary  calculi,  677 
colic,  679 

passages,  malignant  growths  of,  683 
tract,  diseases  of,  671 
Bilious  fever,  874 

remittent  fever,  874 
Bilocular  heart .  527 

stomach,  598 
Birth  palsv,  1007 
"Black"  measles,  112 
smallpox,  81 

vomit  in  yellow  fever,  216 
-water  fever,  875 
Bladder,  tuberculosis  of,  340 
Blepharofacial  spasm,  1027 
Blepharospasm,  1027 
Blindness,  word-,  931 
Blood  in  berit>eri,  256 

in  cerebrospinal  fever,  138 
changes  in  anaemia  infantum,  785 

in  pneumonic  plague,  22^ 
in  chlorosis,  775 
in  diabetes  mellitus,  794 
in  diphtheria,  176 
diseases  of,  773 
in  Hodgkin's  disease,  768 
in  malarial  fever,  changes  in,  867 
in  pernicious  aniemia,  778 
in  septicfemia,  194 
-spitting  in  mitral  regurgitation,  497 
in  splenic  ansemia,  766 
in  splenomedullary  leukiemia,  781 
in  stools,  tests  for,  584 
in  typhoid  fever,  25,  33 
in  unne,  738 
in  yellow  fever,  214 
Blue  line  on  gums  in  chronic  lead  poisoning, 

853 
Boas'  reagent,  593 

test  meal  in  gastric  cancer,  593 
Boils  in  typhoid  fever,  34 
Bone-marrow  in  malarial  fever,  868 
Bones,  syphilis  of,  2H6 
Bossy  frontals  in  rickets,  827 
Botbiriocephalus  cordatus,  903 
cristatus,  903 
latus.  903 
Bou()uet  fever,  131 
Bovine  tuberculosis,  291 
Bowel,  hemorrhage  from,  in  typhoid  fever, 
36 
treatment  of,  57 
obstruction  of,  623 

by  congenital  malformations,  624 
by  fecal  impaction,  624 
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Bowel,  obstruction  of.  by  foreign  bodies. 

Bright's  disease 

624,  628 

chroni* 

by  internal  strangulation,  624. 626 

Bromatotoxism 

by  intussusception,  624 

Bronchi,  diseasi 

by  stricture,  624 

Bronchial  asthz 

by  tumors,  624 

Bronchiectasis, 

by  volvulus,  627 

brain  absoe 

perforation  of,  in  typhoid  fever,  30, 
37 

complicatio 
oougn  in,  £ 

diagnosis  of,  38 

in  croupou) 

treatment  of,  58 

definition  c 

Bradycardia,  522 

diagnosis  o 

Brain,  abscess  of,  &41 

from  p 
etiology  of, 

in  bronchiectasis,  387 

definition  of,  941 

forms  of,  3 

diagnosis  of,  943 
etiology  of,  941 
morbid  anatomy  of,  942 

hacmoptysii 

morbid  ant 

patholo^  i 

patholo^  of,  942 

prognosis  i] 

prognosis  in.  944 

pulmonarj' 

symptoms  of,  942 

osteoai 

treatment  of,  944 

rheumatoid 

cancer  of.  932 

sputum  in. 

diseases  of,  913 

sj'mptoms 

echinococcus  cyst  of,  932 

treatment  < 

fibroma  of,  932 

Bronchitis  actin 

glioma  of,  932 

capillary,  4 

rumraa  of,  932 
lemorrhage  into,  913 

catarrhal,  s 

de 

neuroma  of,  932 

dii 

osteoma  of,  932 

eti 

sarcoma  of,  932 

tni 

softening  of,  in  croupous  pneumonia, 

pa 

160 

pp 

syphilis  of,  285 
tabes  of,  952 

sy: 

tw 

tubercle  of,  932 

chronic 

tuberculosis  of,  343 

de 

tumors  of,  932 

in 

aphasia  in,  934 

in  croupous 

diagnosis  of,  939 

fibrinous,  3 

from  localized  meningitis,  939 

definiti 

etiology  of,  932 

diagnoi 

frequency  of,  932 

frc 

headache  in,  933 

etiolog; 
pathok 

morbid  anatomy  of,  932 

optic  neuritis  in,  934 

progno 

paralysis  in,  934 

symptc 

bilateral.  934.  935 

treatmi 

crossed,  934 

in  influenza 

patholo^  of,  932 

in  measles, 

prognosis  in,  940 

in  smallpox 
tent  in  broi 

symptoms  of,  933 

table  of  cerebral  localizing  qrmp- 

in  who 

toms  in,  938 

Bronchocele,  74 

treatment  of,  940 

Bronchopneumo 

surgical.  941 

complicatio] 

vascular,  932 

definition  o 

vertigo  in,  933 

diagnosis  o1 

vomiting  in,  933 

from  at 

Weber's  syndrome  in,  934 
Brand  bath  in  typhoid  feVer,  53 

from  cr 

from  m 

Breakbone  fever,  131 

from  til 

Breathing,  stertorous,  in  apoplexy,  918 

in  diphtheri 
distribution 

Brickmakers'  anaemia,  887 

INDEX 
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Bronchopneumonia,  duration  of,  403 

etiology  of,  397 

frequency  of,  398 

in  measles,  110,  112 

morbid  anatomy  of,  399 

patholo^  of,  399 

prevention  of,  398 

prognosis  of,  405 

m  scarlet  fever,  103 

in  smallpox,  83 

Bjnuptoms  of,  400 

treatment  of,  40*> 

types  of,  398 

in  whooping-cough,  122 
Brown  induration  of  heart,  474 
Bubo,  climatic.  226 

parotid,  551 

tropical,  226 
Buboes  m  bubonic  plague,  222 
Bubonic  plague,  219 
Buccal  psoriasis,  550 
Bucket  fever,  131 
Bulbar  paralysis,  977 

apoplectiform,  913 
Bulimia,  604 


CACHEXU,  miners',  887 
in  pellagra,  858 
Caecum,  tuberculosis  of,  336 
Caisson  disease,  1001 

treatment  of,  1002 
palliative,  1002 
prophylactic,  1002 
Calcareous  degeneration  of  heart,  474 
Calculi,  biliary,  677 
Calculus,  coral,  of  kidney,  733 
"hemp-seed,"  of  kidney,  734 
mulberrjr,  of  kidney,  734 
pancreatic,  693 
renal.  733 
Cancer  of  brain,  932 
of  kidney,  732 
of  oesophagus,  563 
of  peritoneum,  649 
of  stomach,  588 
Cancrum  oris,  548 
Canker,  548 

Capillary  bronchitis,  402 
Capsular  cirrhosis  of  liver,  665 
Carcinoma  of  biliary  ducts,  683 
of  gall-bladder,'  683 
of  liver,  668 
in  lung,  428 
of  mediastinum,  452 
of  thyroid  gland,  751 
Carcinosarcoma  of  tliyroid  gland,  751 
Cardiac  aneuiysm,  479.     See  Heart,  aneu- 
rysm of, 
asthma,  391 
changes  in  beriberi,  255 

in  croupous  pneumonia,  149 
in  yellow  fever,  214 
complications  in  rheumatic  fever,  200, 
201 


Cardiac  defects,  congenital,  527 

dilatation,  468,  471.     See  Heart,  dila^ 

tation  of. 
hypertrophy,    468,   469.     See  Heart, 

hypertrophy  of. 
palpitation,  521 
valvular  anomalies,  528 
Cardiospasm,  601 

treatment  of,  602 
Caseative  nephritis,  725 
Cataract  in  diabetes  mellitus,  797 
Catarrh,  autumnal,  367 
of  bile-ducts,  acute,  671 

chronic,  673 
gastric,   acute,  564.    See  Gastric   ca- 
tarrh, 
nasal,  atrophic,  366 

definition  of,  366 
etiology  of,  366 
pathoTo^  of,  366 
prognosis  of,  366 
symptoms  of,  366 
treatment  of,  366 
chronic,  365 

definition  of,  365 
etiology  of,  365 
pathology  of,  365 
symptoms  of,  365 
treatment  of,  366 
suffocative,  acute,  400,  402 
Catarrhal  appendicitis,  617 
bronchitis,  acute,  377 

chronic,  382 
cholecystitis,  675 
dysentery,  acute,  227 
enteritis,  609 
laryngitis,  acute.  369 

cnronic,  371 
pneiunonia,  397 
pyelonephritis,  726 
stomatitis,  546 
Cerebral  actinomycosis,  274 
embolism,  913 
hemorrhage,  913 

artery  of,  916 
meningitis,  946 
paralysis,  infantile,  926 
^phUis,  285,  286 
thrombosis,  913 
Cerebritis,  acute,  944 

definition  of,  944 
diagnosis  of,  945 
etiology  of,  944 
morbid,  anatomy  of,  944 
pathology  of,  944 
prognosis  of,  945 
symptoms  of,  945 
treatment  of,  945 
Cerebrospinal  fever,  134 
arthritis  in,  137 
blood  in,  138 
complications  of,  139 
cnnipous  pneumonia  in,  139 
definition  of,  134 
delirium  in,  137 
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Cerebrospiaal  fever,  diagnosis  of ,  139 

Chlorosis,  pat 

from  croupoiis  pneumonia.  140 
diplococcus         intracellularis 

prognosie 

symptom 

mcninKitides  in,   134 
from  innuenza,  140 

tarda,  71 

treatmen 

lumbar  puncture  as  aid  to,  140 
from  tuDerculous  meningitifl, 

140 
from  typhoid  fever,  139 
of  Weichselbaum  in,  134,  139 

tropical. 

Cholangitis,  a 
diagi 
aciit 

W^ 

eruption  in,  137 
etiology  of,  135 

ayiBl 

treat 

fever  m,  138 

chronic. 

forms  of,  138 

treat 

chronic,  138 

suppurat: 

intermittent,  138 

diag] 

malignant,  138 

moderate,  137 

typhoid.  138 
frequency  ot,  136 

sym] 

treal 

headache  in,  137 

Cholecystitis, 

herpes  in,  137 

defii] 

history  of,  135 

diag] 

incubation  of ,  137 

Kemig's  sign  in,  138 

morbid  anatomy  of,  136 

patholo^  of,  136 

prevention  of,  136 

prognosis  of,  142 

respiration  in,  137 

etiol 

Cheyne-Stokea,  137 

mori 

sequels  of,  139 

sym] 

symptoms  of,  137 

treal 

treatment  of,  142 

catarrhal 

meningitis,  134 
Cervical  acfenitis,  300 

in  typho 

Cholelithiasis, 

Cervicobrachial  neuritis,  1006 

colic  in. 

Ceatodes,  900 

complies 

Ceylon  sour  mouth,  242 

Courvoisi 

Chalicosis,  411 

definitioE 

Chancre,  280,  283,  284 

diagnosis 

leprous,  34S 

from 

Charcot  joint  in  locomotor  ataxia,  963 
Charcot-Leyden  crystals,  392 

from 

from 

in  distomatosis  of  limg,  908 

in  uncinariasis,  890 

from 

Charcot-Marie-Tooth   form   of  progressive 

from 

muscular  atrophy,  1037 

enlargem* 

Cheyne-Stokes  respiration  in  cerebrospinal 

etiolo^  ( 

fever,  137 

jaundice 

Chicken-breast  in  rickets,  828 

patholo^ 

Chickenpox,  90.     5c«  Varicella. 

perforatic 

Chickpea  disease,  859 

sequelae  i 

Chigger,  911 

symptomi 

treatment  of,  911 

treatment 

Chlopoma,  784 

in  typhoi< 

Chlorosis,  775 

urine  in, 

blood  in,  775 

Cholera,  204 

complications  of,  776 

arthritis, 

definition  of,  775 

Asiatic,  2 

diagnosis  of  776 

bacillus  0 

from  pernicious  anffimia,  776 

collapse  i: 

E^3rptian,  887 

complicat 

etiology  of,  775 

definition 

florida,  776 

diagnosis 

INDEX 


1093 


Cholera,  diarrhoea  in,  207 
distribution  of,  204 
etiology  of,  204 
facial  expression  in,  208 
gangrene  in,  208,  209 
history  of,  204 
incubation  in,  207 
infantum,  613 

definition  of,  613 

etiology  of,  613 

morbid  anatomy  of,  613 

pathology  of,  613 

prognosis  in,  614 

symptoms  of,  613 

treatment  of,  614 
liver  in,  206 
morbid  anatomy  of,  206 
nephritis  in,  209 
ceaema  of  lungs  in,  209 
parotitis  in.  209 
patholo^  of,  206 
prevention  of,  205 

inoculations  for,  205 
prognosis  in,  209 
purging  in,  208 
sequela;  of,  209 
sicca,  209 
stools  in,  208 
symptoms  of,  207 
treatment  of,  210 

irrigation  of  bowel  in,  211 
variations  in  symptoms  of,  208 
visceral  changes  m,  206 
vomiting  in,  20S 
Cholerine,  208 
Chondroma  in  lung,  428 
Chorea,  acute,  1043 

in  acute  rheumatic  fever,  201 
electrical,  1047 
gravidarum,  1043 
hereditary,  1046 

prognosis  in,  1047 

symptoms  of,  1046 

treatment  of,  1047 
Huntington's,  1047 
insaniens,  1045 
minor,  1043 

complications  of,  1045 

definition  of,  1043 

diagnosis  of,  1045 

from  hysteria,  1045 
from  infantile  cerebral  palsy 
1045 

duration  of,  1045 

endocarditis  in,  1045 

etiology  of,  1043 

exciting  causes  of,  1043 

frequency  of,  1044 

hysteria  in,  1045 

mental  state  in,  1045 

morbid  anatomy  of,  1044 

movements  in,  1044 

pathology  of,  1044 

prognosis  in,  1045 

symptoms  of,  1044 


Chorea  minor,  treatment  of,  1046 
paralytic,  1045 
Sydenham's,  1043 
Chvostek's  sign  in  gastric  tetany,  576 

of  tetany,  1065 
Chyluria.  744 

"dnder-sifting"  kidney,  696 
Circulatory  distiu'bances  in  kidney,  698 

system,  diseases  of,  457 
Circumscribed  peritonitis,  643 
Cirrhosis  of  kidney,  710 

of  liver,  658 
Claw-hand  in  chronic  anterior  poliomyelitis, 

975 
Clergymen's  sore  throat,  555 
CUmatic  bubo,  226 

definition  of,  226 
symptoms  of,  226 
treatment  of,  227 
Coffee-ground  vomit   605 
Coin  sound  in  hydropneumothorax,  451 
Cold  bathing  in  typhoid  fever,  52 
Colic,  biliary,  679 

in  chronic  lead  poisoning,  854 
painters',  854 
renal,  735 
CoUca  pictonum,  854 
CoUtis,  636 
acute,  636 

symptoms  of,  637 
treatment  of,  637 
croupous,  638 

treatment  of,  638 
follicular,  638 
mucous,  637 

definition  of,  637 
treatment  of,  637 

oounterin-itation  in,  638 
diet  in,  638 
rest  in,  637 
nodular,  638 
pseudomembranous,  639 
Collapse  in  cholera,  208 
"Collar  of  brawn"  in  scarlet  fever,  99 
Colloid  goitre,  750 
Colon,  dilatation  of,  639 

by  foreign  bodies,  640 
by  gas,  639 

treatment  of,  640 
idiopathic,  640 
by  obstruction,  640 
Coma  in  chronic  parench3rmatoua  nephritis, 
706 
diabetic,  796.  797 
in  ursemia,  721 
vigil  in  typhoid  fever,  43 
Comma  bacillus  of  Asiatic  cholera,  204,  207 
(>ompcnsatory  emphysema,  413 
Compression  of  spinal  cord,  993 
Conduction  aphasia,  931 
Condylomata,  syphilitic,  284 
Confluent  smallpox,  81 
Congenital  cardiac  defects,  527 
hydronephrosis,  728 
malformations  of  bowel,  624 
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Congenita  myxcedemA,  758 

stenosiB  of  pylorus,  596,  597 
wryneck,  1033 
Congestion  of  Ivmgs,  425 
definition  of,  425 
diagnosis  of,  427 

from    catarrhal    pneumonia, 

427 
from    croupous    pneumonia, 

427 
from  pleural  effusion, '428 
d}rspnoea  of,  427 
etiology  of,  425 
hypostatic,  426 
patholo^  of,  425 
prognosis  of,  428 
symptoms  of,  427 
treatment  of,  428 
Con|unctiva,  diphtheria  of,  179 
Conjunctival    hemorrhages    in   whooping- 
cough.  122 
Conjunctivitis  in  measles,  113 
Constltutio  l^phatica,  770 
Contracted  kidney,  710 
Contractures  in  apoplexy,  921 
Convulsions  in  acute  anterior  poliomyelitis, 
972 
in  chronic  lead  poisoning,  853 
in  croupous  pneimionia,  155 
in  epilepsy,  1054 
in  hysteria,  1048 

in  infantile  cerebral  paral3'8is,  927 
in  mumps,  118 
in  typhoid  fever,  44 
in  unemia,  721 
in  yellow  fever,  215 
Cor  bovinum  in  aortic  regurgitation,  509 
Corrigan  pulse  in  aortic  regurgitation,  510 
Coryza  in  measles,  110 
acute,  363 

definition  of,  363 
diagnosis  of,  364 
diplococcus  coryzs  in,  368 
etiolory^  of,  363 
morbid  anatomy  of,  363 
pathology  of,  363 
symptoms  of,  363 
transmission  of,  363 
treatment  of,  364 
Coup  de  soleil,  1080 
Courvoisier's  law,  681 
Cracked-pot  sound,  319 
Cramp,  flute-players',  1072 
pianists'  1072 
telegraphers',  1072 
viohnists'.  1072 
writers',  1072 
Cranial  nerves,  diseases  of,  1012 
Craniotabes,  827 
Crawcraw,  894 
Cretinism,  758 

definition  of,  758 
diagnosis  of,  759 
prognosis  in,  759 
symptoms  of,  758 


Cretinism,  trea 

thyroi 

Crisis  in  croup 

Croup,  false,  3 

spasmodic 
Croupous  coliti 

pharyngiti 

pneimiionij 

croupou 

Curschmann's  I 

Cyclasterion  ac 

Cyanosis  in  cr 

in  mitral  i 

in  cedema 
Cyclic  albumir 

vomiting, 
Cylindrical  str; 
Cynanche  ganj 
Cyst,  hydatid, 
Cystadenoma  < 
Cystic  adenom 

disease  of 
of  liv 

epitheliom 

poitre,  74! 
Cysticercus  me 
Cystitis  in  typ 
Cysts  of  mean 

of  pancrei 
Cytoryctes  va< 

71 
Cytoscopy  in  [ 


D 


ACrYLIT 
Dandy  f 
Deafnesi 
woi 
£>elirium  in  ac 
in  cerebro 
cordis  in  i 
in  croupoi 
f erox  in  t} 
in  relapsir 


m  smaupo 
in  typhoid 
Dementia  para 
Argjl) 
dennil 
diagn< 
etiolo^ 
morbii 
patho] 
progni 
sympt 
treatn 
Dengue,  131 
chill  in,  13 
crisis  in,  1 
definition  ( 
desquamat 
dia^osis  < 
from  i 
from  ] 
from  t 
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Dengue,  diagnosis  of,  from  syphilitic  rose- 
ola. 133 
distribution  of,  131 
eruption  in,  133 
erythema  in,  132 
history-  of,  131 
patholo^  of,  131 
prognosis  in,  133 
relapse  in,  133 
symptoms  of,  132 
treatment  of,  133 
Dentition  in  rickets,  828 
Dermatobia  cyaniventris,  912 
Dermoid  cyst  in  lung,  428 

of  mediastinum,  453 
Descending  myelitis,  983 
Desquamation  in  dengue,  133 
m  scarlet  fever,  104,  108 
Desquamative  nepfajitls,  chronic,    704 
Dhobie  itch,  909 

definition  of,  909 
etiology  of,  909 
treatment  of,  910 
types  of,  909 
Diabetes  insipidus,  806 

definition  of,  806 
diagnosis  of,  807 
etiology  of,  806 
morbid  anatomy  of,  806 
prognosis  in,  807 
symptoms  of,  806 
treatment  of,  807 
urine  in,  807 
mellitus,  789 

albuminuria  in,  796 
blood  changes  in,  794 
carbuncles  m,  795 
coma  in,  796,  797 
complications  of,  795 
dyspeptic,  796 
nervous,  796 
ocular,  797 
pulmonary,  796 
definition  of,  789 
diagnosis  of,  797 

blood  tests  in,  798 
urinary  tests  in,  799 
distribution  of,  789 
dyspeptic  symptoms  in,  796 
emaciation  in,  795 
etiology  of,  790 
frequency  of,  789 
gangrene  in,  795 
glycosuria  in,  794,  795 
kidney  changes  in,  793 
Kussmaul's  coma  in,  797 
morbid  anatomy  of,  793 
nervous  system  in,  changes  in,  793 
patholo^  of,  790 
prognosis  in,  800 
sequelae  of,  795 
symptoms  of,  794 
treatment  of,  801 

dietetic,  801,  802,  803 
medicinal,  804  | 


Diabetes  mellitus,  urine  in,  795 

"phosphatic,"  745 
Diarrhoea,  608 
alba,  242 
in  cholera,  207 
hiU,  240 

definition  of,  240 
etioloey  of,  240 
pathology  of,  241 
symptoms  of,  241 
treatment  of,  241 
in  influenza,  127 
in  measles,  112 
serous,  608 

causes  of,  608 
treatment  of,  608 
Simla,  241 
in  sprue,  243 
in  typhoid  fever,  27, 30 
Diazo  reaction  of  urine  in  t3rphoid  fever,  50 
Dibothriocephalus  latus,  901.  903 
Dietl's  crises  in  movable  kidney,  697 
Digestive  tract,  diseases  of,  545 
Dilatation  of  colon,  639 
of  GBsophagus,  561 
of  stomach,  572 
acute,  578 
Dilatation  of  tne  stomach,  paralytic,  578 
Diphtheria,  171 

albuminuria  in,  176,  177 
ansemia  in,  180 
antitoxin,  183,  184 

administration  of,  184 
disagreeable  effects  of,  185 
results  of  administration,  185 
bacillus  of,  172 
blood  in,  176 

bronchopneumonia  in,  176,  178,  179 
complications  of,  179 
of  conjunctiva,  179 
definition  of,  171 
"delirium  cordis"  in,  179 
diagnosis  of,  180 

bacteriological,  180 
from  tonsillitis,  181 
distribution  of,  172 
emphysema  in,  176 
etiology  of,  172 

Klandular  enlargement  in,  176,  177 
heart  failure  in,  179 
lesions  in,  175 
hcmorrha^  in,  180 
kidney  lesions  in,  176 
laryngeal,  178 
local  lesion  of,  174 
lymphatic  enlargements  in,  176 
in  measles,  113 
morbid  anatomy  of,  174 
myositis,  acute,  in,  175 
nasal,  178 
nephritis  in,  176 

nervous  manifestations  of,  176,  177 
neuritis  in,  176,  1010 
paralysis,  facial,  in,  180 

local  or  widespread,  in,  179 
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Diphtheria,  paralysis  of  phrenic  nerve  in,179 
pathology  of,  174 
poliomyelitis,  anterior,  acute  in,  176 
prognosis  of,  182 
prophylaxis  of,  182 
sequels  of,  179 
sore  throat  in,  177 
spleen  in,  176 
symptoms  of,  176 
transmission,  mode  of,  172 
treatment  of,  183 
local,  185 
serum,  183,  184 
visceral  lesions  of,  175 
Diphtheritic  dysentery,  227 

gastritis,  568 
Diplegia,  spastic,  926 
Diplococcus  coryzae,  363 

of  Weichseloaum  in  cerebrospinal  fever, 
134 
Diplopia  in  kubisagari,  362 

in  locomotor  ataxia,  963 
Diptera,  infection  by  larvse  of,  911 
Dipylidium  caninum,  901 
"Dissecting  aneurysm,"  534 
Disseminated  myelitis,  983 

sclerosis,  954 

Distomatosis,  904 

of  liver,  908 

symptoms  of,  909 
of  lung,  904.  907 

patholo^  of,  908 
prognosis  of,  908 
symptoms  of,  908 
treatment  of,  908 
Diverticula  of  oesophagus,  pressure,  561 

traction,  561 
Dracontiasis,  896 
Dracunculus  medinensis.  896 
Drop-foot  in  chronic  anterior  poliomyelitis, 

975 
Dropsy  in  mediastinal  tumor,  454 
Dry  mouth,  551 

pleurisy,  432 
Dubmi's  disease,  1047 
Duchenne's  type  of   ascending   paralysis, 

975 
Ductless  glands,  diseases  of,  749 
Dum  dum  fever,  883 
Dumb  rabies,  264 

Duodenal  ulcer,  628.     See  Ulcer,  duodenal. 
Duroziez  sign  in  aortic  regurgitation,  512 
Dwarf  tapeworm,  901 
Dysbaeda,  1068 
Dysentery,  227 
amoebic,  227 

diagnosis  of,  231 
hepatic  abscess  in,  232 

changes  in,  231 
intestinal  perforation  in,  234 
pathology  of,  231 
peritonitis  in,  234 
symptoms  of,  233 
bacillary,  227 

pathology  of,  230 


Dysentery,  bacills 

specific  t 

catarrhal,  22 

patholog 

sympton 

definition  of, 

diagnosis  of, 

diphtheritic, 

patholog 

sj-mpton 

etiology  of,  2 

frequency  of, 

morbid  anatt 

patholog  of 

prevention  o 

progno^  in, 

stools  in,  23; 

symptoms  ol 

treatment  of 

diet  in, 

local,  23 

Dysphagia   in   d: 

562 

in  tuberculoi 

Dyspnoea  in  acut 

in  ascites,  65 

in  croupous 

in  emphysen 

in  exoptithal 

in  Hoogkin'i 

in  mitral  re^ 

in  pleurisy  \ 

in  pneumotli 

in  ursemia,  ' 

Dystrophy,  muse 

definitio 

Erb's  ji 

etiology 

Landou: 

morbid 

patholof 

treatmei 


T^ARACHE  m 

JTi    Echinococc 

Echinoooccus  cys 

exogena,  9( 

multilocula 

Eclampsia,  1062 

infantile,  101 

diagnosi 

prognosi 

treatmei 

puerperal,  1< 

treatmei 

Ectopia  cordis,  5 

Eczema  of  tongu 

Effusion,  perican 

pleural,  436 

Egyptian  chloros 

Ehrhch's  reactior 

Electrical  chorea, 

Elephantiasis.  89 

Elephantoid  teve 
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Embolic  aneurysm,  534 
Embolism,  cerebrali  913 

in  croupous  pneumonia,  162 
in  typhoid  fever,  35 
Embtyocardia  in  typhoid  fever,  34 
Empbvsema  in  diphtheria,  175 
of  lungs,  413 

acute,  413,  419 

atrophic,  413 

barrel-shaped  chest  in,  413 

chronic,  413 

compensatory,  413,  419 

definition  of,  413 

diagnosis  of,  417 

dyspncea  in,  417 

etiology  of,  413 

frequency  of,  413 

hypertrophic,  413 

interstitial,  413,  419 

morbid  anatomy  of,  413 

pathology  of,  413 

physical  signB  of,  415 

prognosis  in,  417 

senile,  413 

small-lunged,  420 

treatment  of,  420 

subjective  signs  of,  417 

surgical,  413 

symptoms  of,  415 

treatment  of,  418 

venesection  in,  419 
in  whooping-cough,  122 
Emprosthotonos  in  tetanus,  269 
Empyema,  430,  443 

complications  of,  446 
in  croupous  pneumonia,  157 
definition  of,  443 
diagnosis  of,  446 

from  serous  effusion,  446 
etiologA'  of,  443 
micro-organisms  in,  444 
necessitatis,  446 
perforation  in,  446 
physical  signs  of,  446 
prognosis  in,  447 
sepsis  in,  446 
in  septicieinia,  195 
symptoms  of,  445 
in  typhoid  fever,  43 
treatment  of,  447 

aspiration  in,  447 
Encephalitis,  acute.  944 
Encephalomyelitis,  983 
Encephalopathia  satumina,  853 
Endarteritis,  obliterative,  532 

in  typhoid  fever,  26 
Endemic  hjematuria,  904 
hsemoptysis,  904 
multiple  neuritis,  249 
Endocarditis,  482 
acute,  482 

complications  of,  485 

diagnosis  of,  485 

etiology  of,  482 

malignant,  482 


Endocarditis,  acute,  morbid  anatomy  of, 
484 
pathology  of,  484 
prognosis  in,  485 
symptoms  of,  484 
in  tonsillitis,  557 
treatment  of,  486 
benign,  482 
chronic,  488 

valvular  disease  as  result  of,  489 
in  croupous  pneumonia,  149,  159 
definition  of,  481 
gonorrhccal.  187 
mural,  482 
papillary,  482 

m  rheumatic  fever,  acute,  200 
simple,  482 

tuberculous  vegetative,  343 
ulcerative,  485 

albuminuria  in,  487 
cerebral  type  of.  487 
complications  of,  487 
definition  of,  485 
diagnosis  of,  488 
in  erj'sipelas,  192 
etiology  of,  486 
hsematuria  in,  487 
malarial  type  of,  487 
morbid  anatomy  of,  486 
patholo^  of,  486 
pro^osis  in,  488 
septic  form  of,  487 
splenic  enlargement  in,  487 
symptoms  of,  486 
treatment  of,  488 
serum  in,  488 
typhoid  type  of,  487 
valvular,  482 
verrucous,  482 
Endothelioma  of  kidney,  732 
in  lung,  428 
of  thyroid  gland.  751 
Enteric  fever,  17.    See  Typhoid  fever. 

intussusception  of  bowel,  624 
Enteritis,  atrophic,  of  tropics,  242 
catarrhal,  609 

symptoms  of,  609 
treatment  of,  609 
Enteroptosis,  632 
definition  of,  632 
diet  in,  635 
etiology  of,  632 
symptoms  of,  634 
treatment  of,  634 
suipcal,  635 
Ephemeral  fever,  351 
Epidemic  gangrenous  proctitis,  239 
definition  of,  239 
etiology  of,  239 
pathology  of,  240 
symptoms  of,  240 
treatment  of,  240 
parotitis,  117 
roseola,  115 
Epididymitis  in  typhoid  fever,  42 
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Epilepsy,  1052 

apoplexy  in,  1058 

aura  in,  1054,  1056 

complications  of,  1057 

convulsions  in,  1054 

cry  in,  1054 

definition  of,  1052 

diagnosis  of,  1058 

from  alcoholic  epilepsy,  105S 
from  hysteria,  1058,  1059 
from  petit  mal,  1059 
from  sjrncope,  1059 
from  tetanus,  1059 
from  uraemia,  1059 

etiology  of,  1052 

Jacksonian,  1061 

localized,  1061 

minor,  1061 

motor  paralysis  in,  1057 

pathology  of,  1054 

prognosis  in,  1060 

risus  sardonicus  in,  1055 

spinal,  1039.  <See  Paramyoclonus  multi- 
plex. 

symptoms  of^  1054 

^aumatisms  m,  1057 

treatment  of,  1061 
Epiphysitis,  syphilitic,  286 
Epistaxis,  369 

etiology  of,  369 

in  leprosy,  348 

treatment  of,  369 
Epithelioma,  cystic,  of  pancreas,  694 
Erb's  juvenile  muscular  dystrophy,  1036 

sign  in  gastric  tetany,  576 
of  tetany,  1065 
Ergotism,  856 
Erosive  gastritis,  569 
Eructation,  nervous,  603 
Erui>tion  in  cerebrospinal  fever,  137 

in  dengue,  133 

in  frambesia.  359 

in  leprosy,  348 

in  measles.  111 

in  pellagra,  858 

in  rubella,  116 

in  scarlet  fever,  100 

in  smallpox,  75,  77 

in  tick  fever,  355 

in  varicella,  91 

in  verruga,  361 
Erysipelas,  189 

abscess  in,  192 

complications  of,  191 

definition  of,  189 

endocarditis  in,  192 

etiology  of,  189 

facial,  "191 

frequency  of,  189 

incubation  of,  190 

migrans,  191 

morbid  anatomy  of,  190 

pathology  of,  190 

pericarditis  in,  192 

pleuritis,  purulent  in,  192 

prognosis  in,  192 


Erysipelas,  sequ< 

-in  smallpox, 

symptoms  o 

treatment  oj 

local^  1! 

in  typhoid  f 

in  varicella. 

Erythema  in  acu 

in  dengue,  1 

E^rythromeLalgia, 

definition  of 

diagnosis  of, 

etiology  of, : 

treatment  of 

Esbach's  methoc 

tion  of  albumi 

Essential  emphy; 

Ewart's  sign  of  ] 

Exhaustion,  heat 

Exophthalmic  gc 

Exophthalmos    : 

753 
Exudative  nephx 
Eyeballs,   protru 
goitre,  753 


F 


ACXAl,  erysi 

expression  1 

in  typhi 

hemiatrophy 

nerve,  para) 

dia 

eti( 

pre 

syi 

tre 

spasm,  102'i 

prognos 

treatmc 

Fallopian  tubes. 

False  aneurysm, 

croup,  374 
Family  ataxia,  \ 
Famine  fever,  61 
Farcv,  272 
buds,  273 
chronic,  275 
Fatty  degenerat 

liver,  668 

Febriculaj  351 

definition  ol 

diagnosis  of 

etiology  of, 

symptoms  < 

treatment  o 

Febris  recurrens. 

Fecal  impaction 

struction,  624 

Fehling's  solutio 

Fetid  stomatitis. 

Fibrinous  broncl 

pericarditis, 

pleurisy,  43 

pneumonia, 

Fibroma  of  bra 
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Fibroma  in  lung,  428 

of  mediastinum,  453 
Fibromata  of  kidney,  732 
Filaria  noctuma,  892 

sanguinis  hominis,  892 
Filariasis,  892 

definition  of,  892 
elephantiasis  in,  895 
filaria  Demarquaii  in,  892 
diuma  in,  892 
loa  in,  892 
Magalhfcsi  in,  892 
microscopic  demonstration  of,  891 
noctuma  in,  892,  893 
Ozzardi  in,  892 
perstans  in,  892 
hsmatochyluha  in,  895 
lymph  scrotum  in,  896 
moroid  anatomy  of,  894 
pathology  of,  894 
symptoms  of,  895 
treatment  of,  896 
varicose  groin  glands  in,  896 
Fingers,  club-shaped,  in  mitral  regurgita- 
tion, 497 
Flatulence  in  sprue,  243 
Hea,  sand,  911 
Floating  kidney,  696 
Fluke,  lung,  904 
Flukes,  904 

Flute-players'  cramp,  1072 
Follicular  colitis,  638 
pharyngitis,  556 
stomatitis,  546 
Food  poisoning,  855 
Foot-and-mouth  disease,  356 

definition  of,  356 

Foramen  ovale,  persistence  of,  527 

Forchheimer's  spats  in  rubella,  116 

Foreign  bodies  m  bowel,  624,  628 

.Frambesia,  358 

definition  of,  358 
diagnosis  of,  360 

from  syphilis,  360 
from  verruga,  360 
eruption  in,  359 
etiology  of,  358 
incubation  of,  359 
prognosis  of,  360 
symptoms  of,  359 
treatment  of,  360 
tropica,  358 
Friedreich's  ataxia,  967 

definition  of,  967 
diagnosis  of,  969 

from  hereditary  cerebellar 
ataxia,  969 
etiology  of,  967 
|i;ait  in,  968 
mco-ordi nation  in,  968 
morbid  anatomy  of,  967 
pathology  of,  967 
prognosis  in,  970 
speech  in,  969 
symptoms  of,  968 


Friedreich's  ataxia,  treatment  of,  970 

disease,  967,  1039.  Ses  Paramyoclonus 
multiplex. 
Fulminant  migraine,  1078 
Fulminating  purpura,  786 
Fungus  foot  of  Indiaj  275 
Funnel  chest  in  chrome  hypertrophic  tonsil- 

Utis,  559 
Fusiform  ancurj'sm,  534 


f^  AIT  in  Friedreich's  ataxia,  968 
\jr        in  locomotor  ataxia,  961 
Ualactotoxismus,  857 
Gall-bladder,  carcinoma  of,  683 
diagnosis  of,  685 
etiology  of,  683 
carcinoma  of,  jaundice  in,  684 
inflammation  of,  acute,  675 
morbid  anatomv  of,  683 
patholo^  of,  683 
prognosis  in,  685 
symptoms  of,  683 
treatment  of,  685 
malignant  growths  of,  683 
perforation  of,  680 
Gallstone  crepitus,  680 
Gallstones,  677 
Gangrene  in  cholera,  208,  209 
diabetic,  795 
of  lung,  420 

cough  in,  422 

in  croupous  pneumonia,  148,  157 
diagnosis  of,  422 
etiology  of,  420 
frequency  of,  420 
morbid  anatomy  of,  421 
odor  of  breath  m,  421 
pathology  of,  421 
septic  diarrhoea  in,  422 
sputum  in,  422 
symptoms  of,  421 
treatment  of,  422 
surgical,  423 
pulmonary,  in  bronchiectasis,  387 
m  Raynaud's  disease,  1075 
of  skin  in  smallpox,  83 
in  typhoid  fever,  33 
Gangrenous  appendicitis,  617 
pancreatitis,  689 
proctitis,  epidemic,  239 
pyelonephritis,  726 
stomatitis,  548 
Gastralgia,  603 
Gastrectasis,  572 
acute,  578 

diagnosis  of,  578 

from  acute  indigestion,  578 
from  volvulus,  578 
etiolog}[  of,  578 
lavage  in,  579 
morbid  anatomy  of,  578 
prognosis  in,  579 
symptoms  of,  578 
treatment  of,  579 
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Gastrectasts,  atonic,  578 

toxic,  578 
Gastric  cancer,  588 

diagnosis  of,  592 

from  gastric  ulcer,  593 
from  pernicious  ansemia,  692 
microscopic,  594 
test  meal  in,  593 
duration  of,  594 
etiology  of,  589 
luematemesis  in,  592,  605 
mode  of  spreading,  589 
morbid  anatomy  of,  589 
Oppler-Boas  bacillus  in,  594 
prognosis  in,  594 
symptoms  of,  591 
treatment  of,  595 
vomiting  in,  592 
catarrh,  acute^  564 

definition  of,  564 
diagnosis  of,  565 
etiology  of,  564 
symptoms  of,  564 
treatment  of,  565 
chronic,  568 

changes  in  yellow  fever,  215 
crises  in  locomotor  ataxia,  962 
dilatation,  572 
acute,  578 
definition  of,  572 
diagnosis  of,  576 
etiology  of,  572 
morbid  anatomy  of,  573 
pathology  of,  573 
physical  signs  of,  574 
symptoms  of,  573 
treatment  of,  576 
vomiting  in,  673 
fever,  17 
ectasy,  572 
hyperperistalsis,  602 

treatment  of,  602 
juice,  hypersecretion  of,  604 

hyposecretion  of,  604 
neuralgia.  603 
neuroses,  601 
tetany,  575 

Chvostek's  sign  in,  576 
Erb's  sign  in,  576 
Trousseau's  sign  in,  575 
Tiirck*s  gyromele  in,  575 
ulcer,  579 

aneemia  in,  682 
classes  of,  580 
chronic,  582 
definition  of,  579 
diagnosis  of,  584 

from  duodenal  ulcer,  584 

tests  for  blood  in  stools, 
584 
from  gallstone  colic,  584 
from  gastric  cancer,  584 
from  gastric   crises  of  loco- 
motor ataxia,  584 
from  gastric  neuralgia,  584 


Gastric  ulcer,  eti 

frequen 

gastroei 

hsematc 

hemorr] 

hour-^1) 

morbid 

patholo 

perfora! 

prognoE 

sympto 

treatmc 

die 

sur 

in  typh 

Gastritis,  catarr] 

chronic, 

definiti< 

diagnoa 

fro 

diet  in, 

etiologj 

lava^  i 

morbid 

patholc 

prognof 

sympto 

tongue 

treatmc 

diphtheritic 

erosive,  66S 

mycotic,  56 

phlegmonou 

definitit 

diagnofi 

etiologj 

sympto 

treatmc 

polyposa,  5 

toxic,  acut€ 

die 

eti 

mc 

ayi 

tre 

Gastrodiaphany, 

Gastrodynia,  60 

Gastrointestinal 

Gastroptosis,  63 

Gastrorrhagia,  t 

Genito-urinary  < 

fever,  41 

system,  tub 

Geographical  toi 

Gerhard's  test  f< 

German  measles 

Gibralter  fever, : 

Gingko  poisonin 

Gland ,  tnvmus,  < 

Glanders/  271 

bacillus  ma 

chronic,  271 

definition  o; 

diagnosis  of 

from  ci 
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Glanders,  diagnosis  of »  from   multiple   ab- 
scesaesy  273 
etiolonr  of,  272 
morbid  anatomy  of,  272 
pathology  of,  272 
symptoms  of,  273 
treatment  of,  273 
Glands,  ductless,  diseases  of,  749 

suprarenal,  diseases  of,  760 
Glandular  enlargement  in  bubonic  plague, 
222 
in  diphtheria,  176,  177 
in  rubella,  116 
in  scarlet  fever,  99,  103 
in  whooping-cough,  122 
fever,  353 

definition  of,  353 
diagnosis  of,  353 
etiology  of,  353 
glandular  enlargements  in,  353 
nephritis,  acute,  in,  353 
prognosis  in,  354 
symptoms  of,  353 
treatment  of,  354 
tuberculosis,  299 
Glaucoma,  hemorrhagic,  in  chronic  inter- 
stitial ncjphritis,  715 
Glenard's  disease,  632 
Glioma  of  brain.  932.  933 
Globus  in  hysteria.  1050 
Glomerular  nephritis,  700 
Glomerulo  nephritis,  chronic.  704 
Glosso-labio-laryngeal  paralysis,  977 
Glossopharyngeal  nerve,  paralysis  of,  1030 
Glottis,  spasm  of,  in  tetanus,  269 
Glycosuria,  794,  795 
Goitre,  749 

benign,  749 
colloid,  750 
cystic,  749 
definition  of,  749 
etiology  of,  750 
exophthalmic,  751 
definition  of,  751 
d>[3pnoea  in,  754 
etiology  of,  752 
exophthalmus  in,  753 
frequency  of,  752 
Mobius'  sign  in,  753 
morbid  anatomy  of,  752 
nervous  symptoms  of,  754 
pathology  of,  752 
prognosis  in,  755 
Stel wag's  sign  in,  753 
symptoms  of,  753 
tachycardia  in,  753 
treatment  of,  755 
tremor  in,  754 
von  Graefe's  sign  in,  753 
hyperplastic,  749 
lingual.  750 
malignant,  749 
mixed,  749 
neoplastic,  749 
parenchymatous,  749 


Goitre,  simple,  749 

symptoms  of,  750 

treatment  of,  750 

vascular,  749 
Gold-dust  complaint,  412 
Gonorrhoeal  arthritis,  ankylosis  in,  187 
chronic,  186 
symptoms  of,  186 
temporary,  186 
treatment  of,  188 

endocarditis,  187 

infection,  186 

diagnosis  of,  187 
prognosis  of,  188 

pysemia,  186 

rheumatism,  187 
Gout,  808 

acute,  813 

symptoms  of,  813 

cardiovascular  changes  in,  812 

chronic,  814 

symptoms  of,  814 

definition  of,  808 

diagnosis  of,  815 

from  arthritis  deformans,  816 

etiology  of,  808 

frequency  of,  809 

irregular,  symptoms  of,  814 

joint  changes  m,  811 

morbid  anatomy  of,  811 

pathology  of,  809 

prognosis  in,  816 

retrocedent,  815 

symptoms  of,  813 

treatment  of,  816 
dietetic,  817 
Gouty  lesions  in  chronic  lead  poisoning,  853 
Grain  shovellers'  disease,  411 
Grand  mal,  1052 
Granular  kidney,  710 

meningitis,  301 
Graves'  disease,  751 
Green  sickness,  776 
Grindstone  consumption,  412 
Ground  itch,  889 
GuineaF-worm,  896 

definition  of,  896 

disease,  896 

distribution  of,  896 

symptoms  of,  897 

treatment  of,  898 
GuU's  disease,  756 
Gumma  of  brain,  932,  933 
Gunmiata,  syphilitic,  281,  284 


HiEMAMCEBA  malari»,  863 
in  man,  865 
in  mosquito,  867 
Hsematemesis,  604 
in  aneurysm,  605 

diagnosis  of,  from  hspmoptyais,    607 
in  gastric  cancer,  592,  605 

ulcer,  682,  604 
in  hemophilia,  605 
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HsematemeBLS  in  hepatic  cirrhosis,  605 
in  purpura,  605 
in  smallpox,  605 
in  yellow  fever,  605 
Hffimatinuria,  739 

treatment  of,  740 
Hffimatitis,  sui)purative,  780 
Hsematochyluria  in  filariasis,  895 
Hematuria,  738 

in  bilharzia  disease,  906 
causes  of,  738 
endemic,  904 
in  movable  kidney,  697 
treatment  of,  738 
in  ulcerative  endocarditis,  487 
Hsemoglobinuria,  739 

in  croupous  pneumonia,  155 
in  malarial  fever,  877 
Hsemopericardium,  467 
Hemophilia,  787 

definition  of,  787 
e^istaxis  in,  788 
etiology  of,  787 
hematemesis  in,  605 
morbid  anatomy  of,  788 
patholo^  of,  788 
prognosis  in,  788 
symptoms  of,  788 
treatment  of,  788 
Hsemoptysis,  607 

in  bronchiectasis,  386 
endemic,  904,  907 
parasitic,  904,  907 
m  pulmonary  tuberculosis,  316 
Hammerer's  palsy,  1072 
Hanot's  cirrhosis  of  liver,  664 
Harrison's  groove  in  rickets,  828 
Haut  mal,  1052 
Hay  fever,  367 

definition  of,  367 
distribution  of,  367 
etiolo^  of,  367 
morbid  anatomy  of,  367 
patholo^  of,  367 
prognosis  of,  368 
symptoms  of,  367 
treatment  of,  368 
Haygarth's    nodosities   in   arthritis  defor- 
mans, 820 
Head  tetanus,  271 
Heart,  aneurj'sm  of,  479 
causes  of,  480 
forms  of,  479 
^mptoms  of,  481 
atrophy  of,  474 
bilocular.  527 
brown  induration  of,  474 
congenital  defects  of,  527 
degeneration  of,  amyloid,  474 
calcareous,  474 
fattv.  474 
hyaline,  474 
parenchymatous.  473 
dilatation  of.  468,  471 
causes  of.  471 


Heart,  dilitation  of,  definition  of,  468 
physical  signs  of,  472 
prognosis  in,  472 
symptoms  of,  471 
treatment  of,  472 
diseases  of,  468 
failure  in  diphtheria,  179 
in  typhoid  fever,  35 
hypertrophy  of,  468,  469 
definition  of,  46i8 
diagnosis  of,  470 

from  cardiac  dilatation,  470 
from  pericardial  efi'usion,  470 
from  tobacco  heart,  470 
physical  signs  of,  469 
prognosis  in,  470 
symptoms  of,  469 
treatment  of^  471 
-muscle,  changes  in,  in  typhoid  fever,26 
neuroses  of,  521 

definition  of.  521 
treatment  of,  522 
palpitation  of,  521 
fragmentation  of,  474 
pulmonary  valves  of,  disease  of,  515 
segmentation  of,  474 
-sounds  in  typhoid  fever,  34 
trilocular,  527 
tuberculosis  of.  343 
valves  of,  mechanism  of,  490 
valvular  anomalies  of.  528 
disease  of,  chronic,  489 
causes  of,  489 
treatment  of,  516 
valves  affected  in,  489 
wounds  of,  481 
Heat  exhaustion,  1082 
Heatstroke,  1080 

Heat  test  for  albumin  in  urine,  742 
Heberden's  nodes  in  arthritis  defonnans, 

821 
Hematoma  of  dura  mater,  947 
Hemianesthesia  in  apoplexy,  920 

in  hysteria,  1049 
Hemianopsia,  1015 
in  apoplexy,  920 
binasal,     1015 
bitemporal,  1015 
homonymous,  1015 
Hemiatrophy,  facial,  1083 
Hemiplegia  in  apoplexy,  919 
in  croupous  pneumonia,  160 
in  malarial  fever,  876 
pneumonique,  159 
spastic,  925 
in  typhoid  fever,  44 
in  uremia,  722 
Hemorrhage,  cerebral,  913 
in  diphtheria,  180 
in  duodenal  ulcer,  630 
from  lungs,  607 
into  pancreas,  695 
in  pneumonic  plague,  223 
in  pulmonary  tuberculosis,  316 
retmal,  in  malarial  fever,  876 
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Hemorrhage  into  spina!  cord|  990 

definition  of,  990 

diagnosis  of,  991 

etiology  of,  990 

prognosis  of,  991 

symptoms  of,  990 

treatment  of,  991 

membranes,  991 
from  stomach,  604 

symptoms  of,  605 
subconjunctival    in     whooping-cough, 

122 
in  typhoid  fever,  30,  36,  37 

diagnosis  of,  36 

symptoms  of,  36 

treatment  of,  57 
Hemorrhagic  affections  of  newborn,  786 
albuminuric  retinitis,  714 
cysts  of  pancreas,  694 
glaucoma  in  chronic  interstitial  neph- 
ritis, 715 
internal  pachymeningitis,  947 
measles,  112 
nephritis,  701 
pancreatitis,  acute,  695 
peritonitis,  643 
smallpox,  81 
Henoch's  purpura,  786 
Hepatic  abscess,  653 

amcebae  dysenteriae  in,  656 

diagnosis  of,  657 

from  empyema,  658 

from  infection  of  gall-ducts, 

657 
from  malarial  infection,  657 

in  dysentery,  232 

etiology  of,'  653 

fever  m,  656 

morbid  anatomy  of,  654 

multiple,  655 

pathology  of,  654 

prognosis  in,  658 

pysemic,  654 

single  large,  654 

symptoms  of,  656 

traumatic,  653 

treatment  of,  658 

tropical,  654 
artery,  aneurysm  of,  543 
bloodvesselg,  affections  of,  666 
changes  in  croupous  pneumonia,  149 

in  yellow  fever,  215 
cirrhosis,  658.    See  Liver,  cirrhosis  of. 

hsematemesis  in,  605 
congestion,  666 

fever  of  Charcot,  intermittent,  679 
tuberculosis,  338 
Hepatitis,  acute,  653 

definition  of,  653 

etiology  of,  653 
Hepatization  of  lung.  426 

in  croupous  pneumonia,  147 
Hereditary  ataxia,  967 

^fane's  cerebellar,  970 
ataxic  paraplegia,  967  I 


Hereditary  chorea,  1046 

syphilis,  286 
Herpes  in  cerebrospinal  fever,  137 
in  croupous  pneumonia,  151 
in  typhoid  fever,  31 
Hill  diarrhoea,  240 

definition  of,  240 
etiology  of,  240 
pathology  of,  241 
symptoms  of,  241 
treatment  of,  241 
Hip,  spontaneous  dislocation  of,  in  typhoid 

lever,  44 
Hippocratic  factes  in  acute  peritonitis,  644 
in  cholera,  208 
in  yellow  fever,  216 
Hob-nail  liver,  659 
Hodgkin's  disease,  767 

blood  changes  in,  76S 
bronzing  of  skin  in,  768 
definition  of,  767 
diagnosis  of,  769 

from  true  leukemia,  769 
from    tuberculous    lymph 
glands,  769 
d^rspnoea  in,  768 
etiology  of,  767 
morbid  anatomy  of,  767 
oedema  in,  768 
patholo^  of,  767 
prognosis  in,  770 
symptoms  of,  767 
treatment  of,  770 
Hoffman's  si^  of  tetany,  1065 
Hookworm  disease,  888 
Horseshoe  kidney,  696 
Hour-glass  stomach,   598.     See  Stomach, 

hour-glass. 
Hunger  typhus,  61 
Huntington's  disease,  1046 
Hutchinson's  pupil  in  apoplexy,  921 

teeth  in  syphilis,  286 
Hyaline  degeneration  of  heart,  474 
Hybrid  scarlet  fever,  115 
Hydatid  cyst  of  mediastinum,  453 
of  peritoneum,  649 
of  spleen,  764 
Hydrocephalus,  927 
Hydronephrosis,  728 
acquired,  728 
congenital,  728 
definition  of,  728 
diagnosis  of,  729 
etiology  of,  728 
pathology  of,  728 
prognosis  of,  729 
in  tuberculosis  of  kidney,  342 
symptoms  of,  729 
treatment  of,  729 
Hydropericardium,  466 
prognosis  of,  466 
symptoms  of,  466 
treatment  of,  467 
Hydrophobia,  261 
definition  of,  261 
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Hydrophobia,  diagnosis  of,  266 

from  pseudohydrophobia,  265 
from  tetanus,  265 

distribution  of,  262 

etiology  of,  262 

frequency  of,  262 

morbid  anatomy  of,  262 

pathology  of,  262 

prevention  of,  262 

prognosis  of,  265 

symptoms  of,  in  animals,  263 
m  man,  264 

treatment  of,  265 
by  serum,  265 
Hydropneumothorax,  449 

com  sound  in,  451 

in  croupous  pneumonia,  157 

metallic  tinkling  in,  451 

physical  signs  of,  451 

Skodaic  resonance  in,  451 
Hydrotherapy  in  typhoid  fever,  52 
Hydrothorax,  448 
Hyperemia  of  kidney,  acute,  699 
chronic,  699 

of  liver,  666 
Hyperhsemocytosis  in  scarlet  fever,  99 
Hymenolipsis  nana,  901 
Hypersesthesia  of  stomach,  603 
Hypemephromata  of  kidney,  732 
Hyperperistalsis,  gastric,  602 
Hyperplastic  goitre,  749 

tuberculosis,  chronic.  296 
Hypertrophic  cirrhosis  of  liver,  663 

emphysema,  413 

pulmonary  osteoarthropathy,  810 

rhinitis,  365 

stenosis  of  pylorus,  595 

tonsillitis,  cKronic,  558 
Hypertrophy,  pseudomuscular,  1035 
Hypodermoclysis  in  cholera  infantum,  614 
Hypoglossal  nerve,  disease  of,  1034 
Hysteria,  1047 

anesthesia  in,  1049 

aphonia  in,  1050 

convulsion  in,  1048 

in  chorea  minor.  1045 

definition  of,  1047 

diagnosis  of,  1051 

from  organic  nervous  disease,  1051 

disturbances  of  special  sense  in,  1049 

etiologjr  of,  1047 

globus  in,  1050 

hemiansesthesia  in,  1049 

major,  1048 

merjjcismus  in,  1050 

ovarian  tenderness  in,  1050 

paralysis  of  motion  in,  1050 

pathology  of,  1048 

prognosis  in,  1051 

pseudo-angina  in,  1050 

symptoms  of,  1048 
sensory,  1049 

tachycardia  in,  1050 

treatment  of,  1051 
Hysteroepilepsy,  1051 


ICE,  infectioi 
'^Iced  live 
Ichthyosis  ling 
Ichthyotoxismi 
Icterus  neonat 
Idiocy,  acquire 
Idiopathic  dila 
muscular  t 
Deocffical  intusf 
Ileocolic  intuss 
Ileocolitis  of  cl 
definil 
diagn< 
fi 
etiolof 
morbi 
pathol 
progn< 
sjrmpt 
treatn 
Incarcerated  ki 
Inco-ordinatioE 
in  locomot 
"  India-rubber 
Indicanuria,  7^ 
test  for,  7 
Indurative  met 
Infantile  cerebi 
eclampsia, 

tile. 

palsy,  acu' 

spinal  pari 

scurvy,  83 

Infarct  of  sple< 

in  sep' 

Infarction  of  lu 

Infection,  dises 

latent  mal 

Inflammation 

673 

of  liver,  6. 

of  salivary 

Influenza,  125 

bacillus  of 

bronchitis 

chill  in,  12 

complicatit 

cardia 

definition  i 

diagnosis  < 

diarrhoea  i 

endemic-et 

etiolo^  dl 

fever  m,  1 

history  of, 

incubation 

i'aundice  ii 
lidneys  in 
meningitis, 
mental  dis 
nervous  m 
pleurisy  in 
pneumonic 
prophylaxj 
pulroonar}' 
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Influenza,  sequelte  of,  128 
aymptoms  of,  126 
toxic  neuritis  in,  127 
treatment  of,  129 
vera,  125 
vomiting  in,  127 
Infusoria,  parasitic,  909 
Ingravescent  apoplexy,  922 
Inoculation  preventive  in  plague,  224 
Insolation,  1080 

Insomnia  in  croupous  pneumonia,  155 
in  typhoid  fever,  26 
treatment  of,  58 
in  uraemia,  722 
Insular  sclerosis,  954 
Intermittent  fever,  dia^osis  of,  872 
from  septicaemia,  872 
from  tuberculosis,  872 
from  ulcerative  endocarditis, 
872 
prognosis  of,  872 
treatment  of,  872 
hepatic  fever  of  Charcot,  679 
malarial  fever,  863 
Interstitial  emphysem:i,  413 
neuritis,  1003 
nephritis,  chronic,  710 
Intestinal  ainocbiusis,  227 

antisepsis  in  typhoid  fever,  56 
changes  in  yellow  fever,  216 
hemorrhage  in  typhoid  fever,  36 

treatment  of,  57 
perfoHition  in  typhoid  fever,  37 

treatment  of,  58 
myiasis,  912 
obstruction,  623 
acute,  623 
causes  of,  623 
chronic,  623 

by  congenital  malformations,  624 
diagnosis  of,  624 
prognosis  of,  624 
symptoms  of,  624 
treatment  of,  624 
definition  of,  623 
by  foreign  bodies.  624,  628 
by  Internal  strangulation,  624,  626 

symptoms  of,  627 
by  intestinal  paralysis,  624.  627 
by  intussusception,  621 
etiology  of,  625 
freauency  of,  625 
patnolo^  of,  625 
prognosis  in,  626 
symptoms  of,  625 
treatment  of,  626 
by  volvulus,  627 

prognosis  in,  627 
symptoms  of,  627 
treatment  of,  627 
ulcers  in  paratyphoid  fever,  59 
Intestines,  diseases  of,  608 
tuberculosis  of,  335 

chronic  hyperplastic,  336 
Intoxications,  843 

7Q 


Intubation  in  acute  catarrhal  laryngitifi,  371 

in  oedematous  laryngitis,  3t4 
Intussusception,  624 

acute^  625 

enteric,  625 

etiology  of,  625 

frequency  of,  625 

ileocsecal,  625 

ileocolic,  625 

patholo^  of ,  625 

prognosis  in,  626 

retrograde,  625 

subacute,  625 

symptoms  of,  625 

treatment  of,  626 

ultra-acute,  625 
Iritis,  syphilitic,  284 
Itch,  dhobie,  909 


JACKSONIAN  epilepsy,  1061 
Japanese  river  fever,  357 

definition  of,  357 
etiology  of,  358 
fever  in,  358 
symptoms  of.  358 
treatment  of,  358 
Jaundice  in  acute  pancreatitis,  689 
in  cancer  of  gall-bladder,  684 
in  cholelithiasis,  678 
in  croupous  pneumonia,  155 
in  influenza,  127 
in  newborn,  686,  786 
in  relapsing  fever,  69 
in  typhoid  fever,  40 
in  yellow  fever,  216 
Joint  complications  in  typhoid  fever,  44 
Joints  in  gout,  changes  m,  811 

inflammation  of,   in  acute  rheumatic 

fever,  199 
in  verruga,  361 


K 


AKKE,  1007 
Kala-azar,  883 


definition  of,  883 
etiology  of,  883 
morbid  anatomy  of,  884 
pathology  of,  8»4 
symptoms  of,  884 
treatment  of,  884 
Keratitis  in  measles,  113 

syphilitic,  286 
Kemig^s  sim  in  cerebrospinal  fever,  138 
Kidney,  aoenoma  of,  732 
alveolar,  732 
papillary,  732 
amyloid  disease  of,  718 
definition  of,  718 
etiology  of,  718 
pathology  of,  719 
prognosis  in,  719 
symptoms  of,  719 
treatment  of,  719 
urine  in,  719 
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Kidney,  angiomata  of,  732 

Kubisagari,  p 

cancer  of,  732 

treatmen 

chronic  contracted,  710 

KussmauPs    < 

"  cinder-sifting,"  696 

797 

circulatory  disturbances  in,  698 

cirrhosis  of,  710 

contracted,  710 

1    ACQUER 

in  croupous  pneumonia,  149 
cystic  disease  of,  730 

JL         t 

La  gnppe,  15 

cysts  of,  congenital,  730 

l.andouzy-De, 

echinococcus,  731 

dystrophy. 

multiple,  730 

Tiandry's  pari 

single,  730 

Large-lunged 

symptoms  of,  731 

Larval  plagu< 

in  diabetes  mellitus,  changes  in,  793 

liaryngeal  di] 
tubercuk 

diseases  of,  696 

endothelioma  of,  732 

ulceratioi 

fibromata  of,  732 

Laryngitis,  ci 

floating,  696 

granular,  710 
horseshoe,  696 

hyperemia  of,  acute,  699 

treatment  of,  699 

chronic,  699 

albuminuria  in,  699 

diagnosis  of,  699 

symptoms  of,  699 

treatment  of,  699 

chro 

hypemephromata  of,  732 

incarcerated,  696 

in  influenza,  128 

large  white,  705 

lipomata  of,  732 

oedemato 

in  malarial  fever,  changes  in,  868 

cyan 

malformations  of,  696 

defit 

movable,  696 

diag 

diagnosis  of,  697 

Dietl's  crises  in,  697 

etiology  of,  697 

hsematuria  in,  697 

etiol 

symptoms  of,  697 

intui 

treatment  of,  698 

path 

papilloma  of,  732 

prog 

sarcoma  of,  732 

sym 

in  scarlet  fever,  99  102 

trac 

sclerotic,  710 

treal 

small  white,  705 

in  smallf 

stone  in,  733 

spasmodi 

suppuration  of,  in  septicaemia,  195 
tuberculosis  of,  341 

defir 

etioi 

tumors  of,  732 

treat 

malignant,  hematuria  in,  733 

syphilitic 

symptoms  of,  733 
in  typhoid  fever,  changes  in,  26 

diagi 

in  typhus  fever,  63 

Klebs-Loeff!er  bacillus  of  diphtheria,  172 

etiol 

Knee-jerks  in  locomotor  ataxia,  961 

prog 

Knife-grinders'  rot,  412 

symi 

Kopf-tetanus,  271 

treat 

Koplik's  spots  in  measles.  111 

tubercuk 

Korssakoff's  disease,  1009 

aphc 

Kreotoxismus,  S56 

coug 

Kubisagari,  362 

defin 

diplopia  in,  362 

diagi 

paresis  in,  362 

I\DEX 


1107 


Laryngitis,  tuberculosis,  diagnosis  of,  from 
syphilitic  laryngitis,  376 
dj^spnagia  in,  375 
etiology  of,  375 
lesion  m,  376 
pathology  of,  375 
prognosis  of,  376 
symptoms  of,  375 
treatment  of,  376 
Larynx,  diseases  of,  369 
Latah,  1066 
Lateral  sclerosis,  978 

amyotrophic,  980 
Latbyrism,  S59 

definition  of,  859 
etiology  of,  859 
history  of,  859 
symptoms  of,  859 
treatment  of,  860 
Lavage  in  chronic  gastritis.  572 
Lead  poisoning,  851 
acute,  851 
chronic,  851 

anaemia  in,  854 
blue  line  on  gums  in,  853 
colic  in,  854 
convulsions  in,  853 
diagnosis  of,  854 

from  acute  poliomyelitis, 

854 
from   chronic   poliomey- 

litis,  854 
from  epilepsy,  854 
from  pressure  palsy,  854 
etiology  or,  852 
gouty  lesions  in,  853 
morbid  anatomy  of,  852 
neuritis  in,  853 
optic  neuritis  in,  853 
patholo^  of,  852 
prevention  of,  852 
prognosis  in,  854 
squint  in,  853 
symptoms  of,  853 
treatment  of,  854 
wrist-drop  in,  863 
Leathery  stomach,  589 
Leontiasis,  349 
ossea,  840 
Leprosy,  344 

anflpsthetic,  349 
bacillus  of,  345 
clinical  forms  of,  347 
definition  of,  344 
diagnosis  of,  349 
distribution  of.  344 
epistaxiiiin,  348 
eruptions  in,  348,  349 
etiology  of,  345 
incubation  period  in,  348 
leontiasis  in,  349 
leprous  chancre  in,  348 
manner  of  infection  in,  345 
mixed,  349 
morbid  anatomy  of,  347 


Ijcprosy,  nodules  in.  348 
prognosis  in,  350 
prophylaxis  of,  351 
symptoms  of,  347 
treatment  of,  350 
tuberculous,  348 
Leptomeningitis,  948 
diagnosis  of,  949 
morbid  anatomy  of,  949 
pathology  of,  949 
symptoms  of,  949 
treatment  of,  950 
Lethargy,  African,  879 
Leucocythaemia,  780 
Leucocytosis  in  typhoid  fever, 

33 
Leukaemia,  780 

definition  of,  780 
diagnosis  of,  783 
etiology  of,  781 
lymphatic,  780,  782 

svmptoms  of,  783 
morbfd  anatomy  of,  781 
myelogenous,  780 
pathology  of,  781 
prognosis  in,  783 
splenomedullary,  780,  781 
blood  changes  in,  781 
spleen  in,  782 
symptoms  of,  783 
treatment  of,  784 
Leukoplakia  buccalis,  550 
Lingual  goitre,  750 
Lipomata  of  kidney,  732 
Lithiasis,  411 
Lithuria,  746 
Little's  disease,  929 
Liver,  abscess  of,  653 

diagnosis  of,  657 
in  dysentery,  232 
etiology  of,  653 
multiple,  655 
patholo^  of,  654 
prognosis  of,  658 
pysemic,  654 
single  large,  654 
symptoms  of,  656 
traumatic,  653 
treatment  of,  658 
tropical,  654 
amyloid,  667 

symptoms  of,  667 
treatment  of.  667 
angiomata,  cavernous,  of,  668 
carcinoma  of,  668 

secondary,  668 
changes  in,  in  typhoid  fever,  25 
in  cholera,  206 
cirrhosis  of^  658 
atrophic,  659 

etiolo^  of,  660 
hepatic  coma  in,  662 
morbid  anatomy  of,  660 
pathology  of,  660 
physiciu  signs  of,  662 
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Liver,  cirrhosis  of,  atrophic,  prognosis   in, 
662 
symptoms  of,  661 
treatment  of,  662 
capsular,  665 
dennition  of,  658 
hypertrophic,  659,  663 
definition  of,  663 
diagnosis  of,  664 
etiology  of,  663 
Hanot's  type  of,  664 
morbid  anatomy  of,  663 
patholo^  of,  663 
prognosis  in,  664 
symptoms  of,  664 
treatment  of,  664 
syphilitic,  664 

treatment  of,  665 
congestion  of,  666 

nutmeg  appearance  in,  666 
symptoms  of,  667 
treatment  of,  667 
cystic  disease  of,  668 
diseases  of,  653 
distomatosis  of,  90S 
hypenemia  of,  666 
fatty,  668 
flukes,  908 

varieties  of,  905 
"iced,"  464 
inflammation  of,  653 
in  malarial  fever,  changes  in,  868 
red  atrophy  of,  666 
sarcoma  oi",  668 
syphilis  of,  281 
tuberculosis  of,  338 
tumors  of,  668 

diagnosis  of,  669 

from  echinococcus  cyst,  669 
from  gumma,  669 
from   nypertrophic   cirrhosis, 
669 
prognosis  in,  669 
symptoms  of,  669 
treatment  of,  669 
in  typhoid  fever,  changes  in>  40 
yellow  atrophy  of,  acute,  670 
definition  of,  670 
diagnosis  of,  670 
etiology  of,  670 
morbid  anatomy  of,  670 
pathology  of,  670 
prognosis  in,  671 
symptoms  of,  670 
treatment  of,  671 
Lobar  pneumonia,  143 
Lobular  pneumonia,  397 
Localizea  epilepsy,  1061 

peritonitis,  643 
"  Lock-jaw  "  in  tetanus,  269 
Locomotor  ataxia,  958 

allochiria  in,  962 
Argyll-Robertson  pupil  in,  962 
Charcot  joint  in,  963 
crises  in,  962 


Locomotor,  ataxia,  definition  of,  958 

diagnosia  of,  964 

from  caries  of  vert^rz,  951 
from  cerebellar  tumor,  964 
from  general  paralysis  of  in- 
sane, 964 
from  paraplegia,  964 
from  peripheral  neuritis,  961 

diplopia  in,  963 

etiology  of,   958 

gait  in,  961 

^rdle  sensations  in,  962 

mco-ordination  in,  961 

knee-jerk  in,  961 

lightning  pains  in,  962 

morbid  anatomy  of,  958 

ocular  symptoms  of,  962 

optic  atropW  in,  9^ 

patholo^  of,  958 

perforatm^  lucer  of  foot  in,  964 

Prognosis  m,  964 
Romberg's  symptom  in,  961 
symptoms  of,  960 
treatment  of,  965 
baths  in.  966 
electrical,  966 
Westphal's  symptom  in,  961 
Loculated  pentonitis,  643 
Lucilia  macellaria,  911 
Ludvig's  angina,  552 

symptoms  of,  552 
treatment  of,  552 
Lues,  276 

venerea,  276 
Lumbar  puncture  as  aid  to  diagnosis  of 

cerebrospinal  fever,  140 
"Lumpy  jaw,"  274 
Lung,  abscess  of,  423 

in  croupous  pneumonia,  148,  157 
congestion  of,  425 
diseases  of,  397 
distomatosis  of,  904,  907 
emphysema  of,  413 
fever,  143 
flukes,  907 
gangrene  of,  420 

in  croupous  pneumonia,  148,  162 
hemorrhage  from,  607 
hypostatic  congestion  of,   in   tvi^id 
fever,  42 
in  typhus  fever,  63 
infarction  of,' in  typhoid  fever,  42 
oedema  of,  in  cholera,  209 
s)'philis  of,  281 
tumors  in,  428 
Lupinosis,  859 

Lymph  nodes,  syphilitic,  283 
scrotum  in  filariasis,  896 
Lymphadenoma  of  mediastinum,  452 
Lymphatic  areas  of  stomach,  590 
constitution,  770 
glands,  tuberculosis  of,  299 
involvement  in  diphtheria,  176 
leukaemia,  780,  782 
svstem,  diseases  of.  749 
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Ljrmphoma  of  mediastinum,  452 
Lyssa,  261 


McBURNEY'S  point,  620 
Macular  syphilide,  284 
ura  foot,  275 
Mftidismus,  857 
Malarial  fever,  863 

sestivo-autunmal,  parasite  of,  866 
ague  cake  in,  868,875 
blood  changes  in,  867 

examination  in,  869 
bone-marrow  in,  868 
chill  in,  869 
chronic,  863 

chanfps  in.  868 
complications  of,  875 

nervous,  876 
definition  of,  863 
distribution  of,  863 
etiology  of,  864 

mos<fuito  as,  864 
hemiplegia,  876 
hepatic  changes  in,  868 
intermittent,  863 
morbid  anatomy  of,  867 
nephritic  changes  in,  868 
pathology  of,  867 
pernicious,  863, 876 

symptoms  of,  875 
Plasmodium,  863 
prevention  of,  867 
quartan,  paramte  of,  866 
remittent,  863 
retinal  hemorrhages  in,  876 
sequelse  of,  875 
splenic  changes  in,  868 

enlargement  in,    876 
symptoms  of,  870 
tertian,  parasite  of,  865 
infection,  latent,  878 
Malformations,  congenital,  of  bowel,  624 

of  kidney,  696 
Malignant  anthrax  cedema,  259 
goitre.  749 

growths   of  gall-bladder   and    biliary 
ducts,  683 
of  spleen,  764 
of  vertebrte,  994 
Mali-mali,  1066 
Malta  fever,  245 

complications  of,  249 
definition  of,  245 
diagnosis  of,  247 
distribution  of.  245 
duration  of,  248 
etiolo^  of,  246 
fever  in,  247 
incubation  of,  247 
micrococcus  melitenats  in,  245 
patholo^  of,  246 
prognosis  of,  248 
spleen  in,  246 
symptoms  of,  247 


Malta  fever,  treatment  of.  248 

Mania  in  unemia,  722 

Marie's  cerebellar  hereditary  ataxia,  970 

disease,  837 
Measles,  108 

bacteriology  of,  109 

"black,"  112 

bronchitis  in,  110,  111 

bronchopneumonia  in,  110,  112 

chill  in,  110 

complications  of,  112 
nervous^  113 

conjunctivitis  in,  113 

coryza  in,  110 

diagnosis  of,  113 

diarrhcea  in,  112 

diphtheria  in,  113 

distribution  of,  108 

eruption  of,  111 

etioio^  of,  108 

fever  in,  111 

frequency  of,  110 

Gennan,  115.    See  Rubella. 

hemorrhagic,  112 

incubation  of,  109 

keratitis  in,  113 

"Koplik's  spots"  in.  Ill 

meningitis  in,  113 

morbid  anatomy  of,  110 

noma  in,  112 

patholo^  of,  110 

prevention  of,  109 

prognosis  in,  113 

respiratory  form  of,  111 

sequelie  of,  112 

stomatitis  in,  112 

symptoms  of,  110 

transmission  of,  mode  of,  109 

treatment  of,  114 

variations  of,  111 

vomiting  in,  112 

whooping-cough  in,  113 
Mediastinal       glands,      tuberculosis      of, 

300 
Mediastinop>eri  carditis,  indurative,  463 
Mediastinimi,  abscess  of,  452,  455 

carcinoma  of,  452 

dermoid  cyst  of,  453 

diseases  of,  452 

fibroma  of,  453 

hydatid  cyst  of,  453 

Ijrmphadenoma  of,  452 

lymphoma  of,  452 

sarcoma  of,  452 

teratoma  of,  453 

tumors  of,  452 

abdominal  effusion  in,  454 
dropsy  in,  454 
dyspnoea  in,  454 
pain  in,  455 
symptoms  of,  453 
Medina  worm,  896 
Mediterranean  fever,  245 
Melanuria,  746 
Membranous  oesophagitis,  560 
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M^nidre's  disease,  1029 

treatment  of,  1030 
Meningeal  tuberculosis,  acute^  301 
Meningitis  in  acute  rheumatic  fever,  201 
basilar,  301 
cerebral,  946 

definition  of,  946 
etiology  of,  946 
cerebrospinal,  134 
in  croupous  pneumonia,  149,  159 
granular,  :M)1 
m  influenza,  127 
in  measles,  113 
in  mumps,  118 
spinal,  997 

chronic,  999 

difl^osis  of,  999 
etiology  of,  999 
symptoms  of,  999 
treatment  of,  999 
definition  of,  997 
diagnosis  of,  998 
etiologv  of,  997 
morbid  anatomy  of,  997 
patbolo^  of,  997 
prognosis  in,  998 
symptoms  of,  997 
treatment  of,  998 
in  typhoid  fever,  43,  44 
Meningoencephalitis,  950 
Mental  disturbances  in  influenza,  127 

state  in  chorea  minor,  1045 
Merycismus,  603 

in  hysteria,  1050 
Mesenteric  artery,  superior,  aneurysm  of, 
543 
glands,  tuberculosis  of,  300 
MetaUic   tinkling   in   hydropneumothorax, 

451 
Metastatic  pneumonia,  408 
Micrococcus  lanceolatus  in  pneumonia,  143, 
147 
melitensis  in  Malta  fever,  245 
rheumaticus  in  acute  rheumatic  fever, 
198 
Microsporon  minutissimus  in  dhobie  itch, 

909 
Migraine,  1077 

definition  of,  1077 
fulgurating,  1078 
fulminant,  1078 
symptoms  of,  1078 
treatment  of,  1079 
Miliary  fever,  356 

definition  of,  356 
etiology  of,  357 
prognosis  in,  357 
symptoms  of,  357 
treatment  of,  357 
tubercle,  295 
tuberculosis,  acute,  297 
Milk,  infection  by,  in  typhoid  fever,  18 
sickness,  352 

definition  of,  352 
symptoms  of,  352 


Milk  sickness,  1 

Miners'  anafmi; 

cachexia, 

disease,  8i 

phthisis,  4 

Minor  epilepsy, 

Mitral  regurgit 

blood- 

club-6 

cyano 

diagn< 

dyspn 

oedem 

patho] 

physic 

progni 

sympt 

ol 

SI 

stenosis,  4 

definil 

diagnc 

fi 

fi 

fr 

etioloi 

pathol 

physic 

progn< 

Mdbius'  sign  in 

Monilia  candids 

Monoplegia  in  t 

in  unemia, 

MorbilU,  108. 

Morbus  maculoi 

Morphinism,  8^ 

chronic,  8^ 

sympt 

treatn 

Morvan's  disea 

Motor  neuritis, 

Mountain  fevei 

Mouth  breathii 

tonsiUitii 

diseases  of 

dr>',  551 

Jesions  in  ; 

putrid  son 

Movable  kidne; 

spleen,  76' 

Movements  in  ( 

in  paralysi 

Mucomembran< 

Mucous  colitis, 

patches,  5i 

in  syp 

Mueuet,  547 

Multiple  neurit 

endem 

myoclonus 

sclerosis,  9i 

serositis,  4 

Mumps,  117 

arthritis  in 

complicati< 
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Mumps,  convulsionB  in,  118 
dennition  of,  117 
etioloipr  of,  117 
fever  in,  117 
incubation  of,  117 
meningitis  in,  118 
orchitis  in,  117 
pancreatitis  in,  118 
pathology  of,  117 
aequelse  of,  117 
symptoms  of,  117 
treatment  of,  118 
Mural  endocarditis,  482 
Muaca  vomitoria,  912 

Muscle  changes  in  croupous  pneimionia,  149 
Muscles,  diseases  of,  1035 
Muscular  atrophy,  peroneal  type  of,  1037 
definition  of,  1037 
etiology  of,  1037 
morbid  anatomy  of,  1038 
pathology  of,  1038 
prognosis  in,  1038 
symptoms  of,  1038 
treatment  of,   1038 
in  apoplexy,  921 
progressive,  974,  1037 

Charcot-M^e-Tooth  fonn  of, 

1037 
neural,  of  Hoffman,  1037 
contractions  in  paramyoclonus  multi- 
plex, 1039 
dystrophies,  1035 

definition  of,  1035 
Erb's  juvenile,  1036 
etiology  of,   1035 
Landouzy-Dejerine  type  of,  1037 
morbid  anatomy  of,   1035 
pathology  of,  1035 
treatment  of,  1037 
rheumatism,  821 
rigidity  in  paralysis  agitans,  1042 

in  tetanus,  268 
spasm,  idiopathic,  1064 
tremors  in  typhoid  fever,  27 
Mycetoma,  275 

treatment  of,  27($ 
Mycotic  aneurysm,  534 

gastritis,  568 
Myelitis,  983 
acute,  983 

etiology  of,  983 
morbid  anatomy  of,  983 
paraplegia  in,  984 
pathology  of,  983 
prognosis  in,  985 
symptoms  of,  984 
treatment  of,  985 
ascending,  983 
central,  983 
chronic,  9^5,  988 

dennition  of,  985 
diagnosis  of,  986 
etiology  of,  985 
morbid  anatomv  of,  986 
pathology  of,  986  | 


Myelitis,  chronic,  prognosis  in,  986 
symptoms  of,  986 
treatment  of,  986 
definition  of,  983 
descending,  983 
disseminated,  983 
subacute,  983 
transverse,  983 
Myelogenous  leukaemia,  780 
Myelomalacia,  987 
Myelopathic  albumosuria,  746 
Myiasis,  911 

intestinal,  912 
Myocarditis,  476 
acute,  476 
chronic,  476 
definition  of,  476 
Nauheim  baths  in,  478 
physical  signs  of,  477 
prognosis  in,  477 
m  rheumatic  fever,  acute,  201 
in  smallpox,  83 
symptoms  of,  477 
treatment  of,  477 
in  typhoid  fever,  35 
in  typhus  fever,  63 
Myocardium,  degeneration  of,  473 
amyloid,  474 
calcareous,  474 
fatty,  473 
hyaline,  474 
parenchymatous,  473 
prognosis  of,  475 
symptoms  of,  474 
disease  of,  473 
tuberculosis  of,  343 
Myoclonus,  1039.    See  Paramyoclonus  mul- 
tiplex, 
epilepticus,  1039 
multiple,  1039 
Myomalacia  cordis  in  syphilis,  281 
Myositis,  acute,  in  diphtheria,  175 

in  typhoid  fever,  45 
Myotonia  congenita,  10:^ 
definition  of,  1038 
symptoms  of,  1038 
Myriachit,  1066 
Mytilotoxismus,  856 

treatment  of,  856 
Myxoedema,  756 
congenital,  758 
definition  of,  756 
etiology  of,  756 
frequency  of,  757 
morbid  anatomy  of,  756 
pathology  of,  756 
prognosis  in,  757 
symptoms  of,  757 
treatment  of,  757 

thyroid  gland  in,  757 


N 


ASAL  catarrh,  atrophic,  366 
chronic,  365 
diphtheria,  178 
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Nftsha  fever,  246 

symptoms  of,  245 
Nauheim  baths  in  myocarditis,  478 
Neapolitan  fever,  245 
Nematodes,  884 
Neoplastic  goitre,  749 
Nephritic  changes  in  yellow  fever,  215 
Nephritis,  acute,  in  glandular  fever,  353 
caseative,  725 
in  cholera,  209 
desquamative,  chronic,  704 
diffuse,  acute,  700 

definition  of,  700 
diagnosis  of,  702 
etiologry^  of,  700 
morbicl  anatomy  of,  700 
cedema  in,  701 
patholo^  of,  700 
prognosis  of,  702 
symptoms  of,  701 
treatment  of,  702 
tirine  in,  701 
chronic,  704 
in  diphtheria,  176 
exudative,  701 
glomerular,  700 
hemorrhagic,  701 
interstitial,  chronic,  703,  710 

hemorrhagic  glaucoma  in,  715 
Hirschberg's  vessels  in,  715 
patholo^  of,  710 
prognosis  in,  716 
retinal  detachment  in,  715 

lesions  in,  714 
symptoms  of,  710 
cerebral,  713 
circulatory,  713 
respiratory,  713 
treatment  of,  717 
climatic,  718 
dietetic,  717 
medicinal,  717 
urine  in,  712 
parenchymatous,  chronic,  703,  704 
coma  in,  706 
definition  of,  703 
diagnosis  of,  707 
dropsy  in,  705 
etiology  of,  703 
frequency  of,  704 
morbid  anatomy  of,  705 
patholo^  of,  705 
prognosis  in,  707 
retinitis  in,  706 
symptoms  of,  705 
treatment  of,  707 
dietetic,  707 
urine  in,  706 
in  scarlet  fever,  99,  102 
syphilitic,  281 
tubular,  chronic,  704 
in  typhoid  fever,  41 
in  varicella,  92 
Nephrolithiasis,  733 
colic  in,  735 


Nephrolithiasis,  i 

diagnosis  of, 

from  aci 

from  ga 

from  By 

from  nei 

from  tw 

etiology  of, 

freauency  of 

patnolo^  of 

prognosis  in, 

symptoms  oJ 

treatment  of 

urine  in,  735 

Nerve,  abducens, 

auditoiy,  dis 

facial,  diseas 

glossopharyE 

Hypoglossal, 

oculomotor, 

olfactory,  dii 

optic,  disease 

paralysii 

pathetic,  pai 

trifacial,  par 

vagus,  diseas 

Nerves,  cranial,  < 

diseases  of,  \ 

inflammation 

Nervous  complici 

fever, 

of  t5npho 

diseases,  iun< 

disorders  of 

eructation,  t 

exhaustion,  1 

manifestatioi 

system  in  dia 

793 

diseases 

Neuralgia,  ^astri< 

Neurasthenia,  10( 

definition  of, 

diagnosis  of, 

etiology  of,  1 

prognosis  of, 

symptoms  of 

treatment  of. 

Neuritis,  1003 

cervi  cobra  chi, 

prognosii 

treatmen 

in  croupous  ] 

definition  of, 

diagnosis  of, 

in  diphtheria 

endemic  mul< 

etiology  of,  ] 

interstitial,  1 

morbid  anatc 

motor,  1008 

multiple,  100 

definitioG 

diagnosis 

etiology 
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Neuritis,  multiple,  prognosis  in,  1010 
symptoms  of^  1007 
treatment  of,  1011 
obstetrical,  1007 
optic,  1012 

in  brain  tumor.  934 
in  chronic  lead  poisoning,  853 
symptoms  of,  1013 
treatment  of,  1014 
parenchymatous,  1003 
pathology  of,  1003 

periaxial,  of  Gombault  in  lead  poison- 
ing, S53 
peripheral,  1007 

in  chronic  arsenical  poisoning,  1009 
lead  poisoning,  863,  1009 
prognosis  in,  1004 
retrobulbar,  1013 
symptoms  of,  1001 
toxic,  in  influenza,  127 
treatment  of,  1004 
in  typhoid  fever,  44 
Neuroma  of  brain,  932 
Neuroretinitis,  albuminuric,  714 

in  syphilis,  285 
Neuroses,  gastric,  601 
of  heart,  521 
occupation,  1072 
traumatic,  1070 

definition  of,  1070 
etiology  of,  1071 
paralyses  in,  1071 
symptoms  of,  1071 
treatment  of,  1072 
Neurotic  atrophy,  1037 
Newborn,  hemorrhagic  affections  of,  786 

jaundice  in,  686,  786 
Nitnc  acid  test  for  albumin  in  urine,  742 
Nodding  spasm,  1034 
Nodular  colitis,  638 
Nodules,  leprous,  348 
Noma,  548 

in  measles,  112 
Nose,  diseases  of,  363 
Nummular  sputiun  in  tuberculosis,  316 
Nutrition,  diseases  of,  789 
Nystagmus  in  disseminated  sclerosiB,  956 


OBESITY,  833 
definition  of,  833 
etiology  of,  833 
symptoms  of,  833 
treatment  of,  834 
dietetic,  835 
Obliterative  appendicitis,  617 
Obstetrical  neuritis,  1007 
Obstruction,  intestinal,  623 
Occupation  neuroses,  1072 
Ocular  complications  of  diabetes  mellitus, 
797 
muscles,   disturbances  of  motility  of, 

1022 
symptoms  in  apoplexy,  919 

in  disseminated  sclerosis, '966 


Ocular  symptoms  in  locomotor  ataxia,  962 
Oculomotor  nerve,  diseases  of,  1018 
paralvsis  of,  1018 

diagnosis  of,  1019 
prognosis  in,  1019 
symptoms  of,  1019 
(Edema  in  acute  diiffuse  nephritis,  701 
annoneurotic,  1075 
in  Hodgkin's  disease,  768 
of  larynxj  372 
of  lungs  m  cholera,  209 
malignant  anthrax,  259 
in  mitral  regurgitation,  497 
(Edematous  laryngitis,  372 
(EsophagismuB,  562 
(Esophi^tis,  560 
chronic,  560 
membranous,  560 
in  typhoid  fever,  35 
(Esophagus,  cancer  of,  563 
prognosis  in,  563 
symptoms  of,  563 
treatment  of,  564 
dilatation  of,  561 
atonic,  562 
diagnosis  of,  562 
diffuse,  561 
d}^sphagia  in,  562 
etiology  of,  561 
localized,  561 
symptoms  of,  562 
treatment  of,  562 
diseases  of,  560 
spasms  of,  562 

treatment  of,  563 
stricture  of,  organic,  561 
annular,  561 
asynunetrical,  561 
cylindrical,  561 
multiple,  561 
single,  561 
symmetrical,  561 
symptoms  of,  561 
treatment  of,  561 
tuberciilosis  of,  334 
ulceration  of,  in  tvphoid  fever,  36 
Oidium  albicans  in  thrush,  547 
Olfactory  nerve,  diseases  of,  1012 
Ophthalmoplegia,  1023 
etiology  of,  1024 
externa,  1023 
interna,  1023 
pathology  of,  1024 
symptoms  of,  1024 
treatment  of,  1024 
Opisthotonos  in  tetanus,  269 
Oppler-Boas  bacillus  in  gastric  cancer,  594 
Optic  atrophy,  1014 

in  diabetes  mellitus,  797 
diagnosis  of,  1015 
etiology  of,  1014 
in  locomotor  ataxia,  963 
pathology  of,  1014 
prognosis  in,  1015 
^mptoms  of,  1014 


1114 


INDEX 


Optic  atrophy,  treatment  of,  1015 
nerve,  inflammation  of,  1012 
neuritis  in  brain  tumor,  934 

in  chronic  lead  poisoning,  853 
Orchitis  in  mumps,  117 
in  typhoid  fever,  42 
Orova  fever,  361 
Orthostatic  albuminuria,  741 
Osteitis  deformans,  839 
Osteoarthritis,  818 
Osteoarthropathy,  pulmonary,   in  bronchi- 
ectasis, 387 
hypertrophic,  840 
in  pulmonary  tuberculosis,  318 
Osteoma  of  brain,  932 

in  lung,  428 
Osteomyelitis  in  typhoid  fever,  44 
Otitis  media,  acut«,  in  typhoid  fever,  44 
in  croupous  pneumonia,  162 
in  scarlet  fever,  99,  103 
Ovaries,  tuberculosis  of,  342 
Ox-heart  in  aortic  regurgitation,  509 
Oxaluria,  745 
Oxyuris  vermicularis,  885 
Oysters,  infection  by,  in  typhoid  fever,  18 
Ozsena,  365,  366 

PACHYMENINGITIS,  947 
cervical,  hypertrophic,  996 
diagnosis  of,  947 
interna,  947 

morbid  anatomy  of,  948 
pathology  of,  948 
symptoms  of,  948 
morbid  anatomy  of,  947 
patholo^  of,  947 
prognosis  in,  947 
symptoms  of,  947 
treatment  of,  947 
Facet's  disease,  839 
Painters'  colic,  854 
Palpitation  of  heart,  521 
Palsy,  acute  infantile,  970 
birth,  1007 
hammerers',  1072 
scriveners',  1072 

shaking,  1040.    See  Paralysis  agitans. 
Pancreas,  adenoma  of,  695 
carcinoma  of,  695 
cystadenoma  of,  694 
cystic  epithelioma  of,  694 
cysts  of,  694 

hemorrhagic,  694 
hydatid.  694 
proliferation,  694 
pseudo-,  694 
retention,  694 
diseases  of,  687 
gumma  of,  695 
hemorrhages  into,  695 
sarcoma  of,  695 
tumors  of,  695 
Pancreatic  calculus,  693 

symptoms  of,  693 


Pancreatic  calci 

cysts,  694 

diagno 

prognc 

sympt 

treatm 

tumors,  69 

Pancreatitis,  6S 

acute,  687 

consti] 

diagno 

fn 

fi^ 

fp 


fn 

in 

etiolog 
fat-nec 
jaundii 
morbic 
patholi 
progno 
symptf 
treatm 
chronic,  68 
diflygnoi 
in 

in 

in 

interac 

interlol 

intersti 

intralo' 

progno 

8ympt< 

treatm 

definition  c 

gangrenous 

hemorrhagi 

in  mumps, 

subacute,  ( 

sympt* 

treatm 

suppurativa 

Pani-Ghao,  889 

Papillary  endoc 

Papillitis,  1013 

albuminuri( 

Papilloma  of  ki 

Paracentesis  ab 

thoracic  in 

441 

Paracholecystiti 

Paralysis  of  ab< 

agitans.  10 

definitj 

diagno 
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Paralysis  agitans,  diagnosis  of,  from  multi- 
ple sclerosis,  1042 
from  senile  tremor,  1042 
etiology  of,  1040 
movements  in,  1041 
muscular  rigidity  in,  1042 
patholo^  of,  1041 
prognosis  in,  1042 
symptoms  of,  1041 
treatment  of,  1042 
tremor  in.  1041 
ascending,  acute,  1000 

definition  of,  1000 
diagnosis  of,  1001 
etiology  of,  1000 
morbid  anatomy  of,  1000 
pathology  of,  1000 
prognosis  in,  1001 
symptoms  of,  1000 
treatment  of,  1001 
atrophic,  acute,  970 
of  bowel,  627 
in  brain  tumor,  934 
bulbar,  977 

apoplectiform,  913 
dia^osis  of,  977 
etioio^  of,  977 
morbid  anatomy  of,  977 
patholo^  of,  977 
prognosis  in,  977 
symptoms  of,  977 
treatment  of,  977 
cerebral,  infantile,  925 

convulsions  in,  927 
definition  of,  925 
deformities  in,  927, 928 
diagnosis  of,  928 

from    amaurotic    family 

idiocy,  929 
from   hereditary   spastic 
spina)  paralysis,  929 
etiology  of,  926 
lesions  in,  926 
morbid  anatomy  of,  926 
paralysis  in,  928 
patholo^  of,  926 
prognosis  in,  929 
symptoms  of,  927 
in  diphtheria.  176.  178, 179 
of  facial  nerve,  1024 
gastrointestinal,  578 
general,  of  insane,  950 
glosso-labio-laryngeal,  977 
glossopharyngeal  nerve,  1030 
of  internal  and  external  muscles  of  eye- 

baU,   1023 
Landry's,  1000 
monoplegic,    in   croupous   pneumonia, 

160 
of  oculomotor  nerve.  1018 
of  pathetic  nerve,  1020 
periodical,  1083 

of  spinal  accessory  nerve,  1034 
atrophic,  chronic,  974 
infantile,  970 


Paralysis,  spinal  spastic,  syphilitic,  980 
of  trifacial  nerve,  1020 
in  whooping-cough,  122 
Paralytic  chorea,  1045 

dilatation  of  stomach,  578 
Paramyoclonus  multiplex,  1039 
definition  of,  1039 
diagnosis  of.  1040 

from  chorea.  1040 
from  electrical  chorea,  1040 
from  hysterical  spasm.  1040 
from  "maladie  des  tics  con- 
vulsifs,"  1040 
etiology  of,  1039 
muscmar  contractions  in,  1039 
prognosis  in,  1040 
treatment  of,  1040 
Paraphasia,  931 

Paraplegia  in  acute  myelitis,  984 
ataxic,  hereditary,  967 
senile,  987 

symptoms  of,  987 
treatment  of,  987 
spastic,  978 
Parasites,  animal,  diseases  due  to,  863 
Parasitic  hsemoptysis,  904 
infusoria^  909 
stomatitis,  547 
strumitis,  749 
Parasyphilitic  affections,  283 
Paratyphoid  fever,  59 

bacteriology  of,  59 
complications  of,  60 
diagnosis  of,  60 
intestinal  ulcers  in,  59 
pathology  of,  59 
prognosis  of.  61 
splenic  enlargement  in,  59 
symptoms  of,  60 
treatment  of,  61 
Parenchymatous     degeneration  of    heart, 
473 
goitre,  749 
neuritis,  1003 
Paresis,  950 

in  kubisagari,  362 
Parkinson's  disease,   1040     See   Paralysis 

agitans. 
Parotid  abscess,  551 

bubo,  551 
Parotitis,  epidemic.  117.    See  Mumps, 
in  cholera,  209 
chronic  indurative,  552 
in  croupous  pneumonia,  162 
in  scarlet  fever.  103 
suppurative  interstitial,  551 
in  typhoid  fever,  35 
Parry's  disease,  751 
Pathetic  nerve,  paralysis  of,  1020 

symptoms  of,  1020 
Pectoriloquy,  319 
"  Peg"  teeth  in  syphilis,  286 
Peliomata  in  typhoid  fever,  32 
Peliosis  rheumatica,  786 
Pellagra,  857 
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FeUaffra,  cachexia  in,  858 
definition  of,  857 
diarrhoea  in,  858 
eruption  in,  858 
etioloffy  of,  857 
pathology  of,  858 
8ynipton:is  of,  858 
nervous,  858 
treatment  of,  859 
Pemphigus  contagiosus,  910 

neonatorum  in  syphilis,  286 
Peptic  uloer,  579 

Perforation  of  bowel  in  typhoid  fever,  37, 38 
in  duodenal  ulcer,  o29 

symptoms  of,  630 
in  empyema,  446 
of  gall-bladder,  680 
in  gastric  ulcer,  583 
Perforative  appendicitis,  617 
Pericardial  emision  in  croupous  pneumonia, 
153 
diagnosis  of,  461 

from  aortic  aneurysm,  462 
from  cardiac  dilatation,  462 

hypertrophy,  462 
from  pleural  effusion,  462 
physical  signs  of,  461 
tubercvuosis,  304 
"  Pericarditic  paeudocirrhosis  of  liver,"  464 
Pericarditis,  acute,  457 

definition  of,  457 
diagnosis  of,  461 

from  phthisis,  461 
etiology  of,  457 
forms  of,  459 
freouency  of,  458 
patnology  of.  459 
physical  signs  of,  460 
prognosis  in,  462 
saddle-leather  sound  in,  460 
symptoms  of,  459 
treatment  of,  462 
chronic,  463 

adhesive,  463 

definition  of,  463 
diagnosis  of,  465 
patnology  of,  463 
physicalsigns  of,  465 
prognosis  in,  466 
pulsus  paradoxus  in,  466 
symptoms  of,  465 
treatment  of.  466 
in  croupous  pneumonia,  149,  158 
in  erysipelas,  192 
externa  et  interna,  465 
in  rheumatic  fever,  acute,  201 
serofibrinous,  acute,  457 

symptoms  of,  461 
in  typhoid  fever,  34 
Pericardium,  diseases  of,  457 

tuberculosis  of.  304 
Pericholecystitis,  675 
Perihepatitia,  665 
Perinephritic  abscess,  737 
Perineuritis,  1003 


Periodic  rhinitis 

Periodical  paral; 

Peripheral  neur 

Peristaltic  unrei 

Peritoneal  absoc 

tubercuiosif 

Peritoneum,  cai 

cystic  adeni 

cuseases  of, 

hydatid  cyj 

sarcoma  of, 

tuberculosis 

Peritonitis,  acul 

complit 

definiti' 

diagnof 

fro 

fro 

fro 

fro 

( 

fro 

( 

fro 

etiology 

Hippoc 

micro-o 

morbid 

patholo 

prognof 

sequela 

sympto 

treatmc 

coi 

tympau 

adhesive,  sc 

in  amoebic  < 

chronic,  64' 

circumscribi 

hemorrhagi< 

localized.  6 

loculated,  t 

putrid,  643 

m  scarlet  f< 

septic,  642 

tuberculous 

in  typhoid  : 

dit 

Pernicious  ana^r 

malarial  fe^ 

Pertussis,  119. 

Pestis  minor,  22 

Petechise  in  rela 

in  smallpox 

in  typhoid 

in  typhus  f< 

Petechial  fever, 

Petit  mal,  1061 

Peyer*s  patches 

Pharyngitis,  acu 

definitii 

etioloff} 

patholo 

prognoc 
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Pharyngitis,  acute,  symptomfl  of,  553 
treatment  of,  553 
local,  554 
chronic,  555 

etiology  of,  555 
pathology  of,  555 
symptoms  of,  555 
treatment  of,  555 
croupous,  655 

etiology  of,  555 
treatment  of,  555 
follicular,  556 

etiology  of,  556 
treatment  of,  556 
phlegmonous,  554 
m  typhoid  fever,  34 
ulcerative,  554 

etiology  of,  554 
symptoms  of,  554 
treatment  of,  554 
Pharynx,  diseases  of,  552 

tuberculosis  of,  334 
Phlebosclerosis,  532 
Phlebitis  in  typhoid  fever,  35 
Phlegmonous  gastritis,  566 

pharyngitis,  554 
"  Phosphatic  diabetes,"  745 
Phosphaturia,  745 
Phthisis,  syphUitic,  282 

ventriculi,  569 
Pianists'  cramp,  1072 
Pigeon-breast,  3y2 

in  chronic  hypertrophic  tonsillitis,  559 
Pin-worm,  885 
Pistol-shot  sound  in  aortic  regurgitation, 

512 
Plagiomonas  urinaria,  909 
Plague,  219 

bacillus  of,  220 
bubonic,  219,  222 
buboes  in,  222 
fever  in,  222 

glandular  enlargements  in,  222 
symptoms  of,  222 
vomiting  in,  222 
definition  of,  219 
diagnosis  of,  225 
distribution  of,  219 
etiology  of,  220 
frequency  of,  222 
larval,  symptoms  of,  223 
mode  of  transmission  of,  221 
pathological  anatomy  of,  224 
pneumonic,  albuminuria  in,  223 
blood  changes  in,  223 
hemorrhage  in,  223 
relapses  in,  223 
sputum  in,  223 
symptoms  of,  223 
prognosis  in,  225 
prophylaxis  of,  223 
protective  inoculation  in,  224 
septicsemic,  symptoms  of,  223 
symptoms  of,  222 
treatment  of,  225 


Plasmodium  malaris,  863 
of  malarial  fever,  863 
Pleura,  diseases  of,  430 
Pleurcd  effusion,  436 
bloody,  449 
purulent,  443 
Pleurisy,  430 
chronic,  448 

definition  of,  448 
primitive  dry,  448 
in  croupous  pneumonia,  149,  156 
definition  of,  430 
dry,  430,  432 

cough  in,  434 
diagnosis  of,  434 

from  intercostal  neuralgia,434 
from  muscular  soreness,  434 
from    muscular   rheimiatism, 
434 
fever  in,  434 
friction  sound  in,  433 

pleuroperi cardial,  433 
physical  signs  of,  433 
prognosis  in,  435 
symptoms  of,  433 
treatment  of,  435 
etiology  of,  430 
fibrinous,  430 
forms  of,  430 
frecjuency  of,  432 
in  infiuenza,  127 
purulent,  430 

in  erysipelas,  192 
serofibrinous,  430 
in  smallpox,  83 
tuberculous,  303,  430 
in  typhoid  fever,  43 
with  effusion,  436 

cytoscopy  in,  440 
diagnosis  of,  438 

from    hydatid     cyst    of 

liver,  439 
from  hypostatic  conges- 
tion, 439 
from     new-growths     in 

lung,  439 
from  pleurisy  with  thick- 
ening, 439 
from  pneumonia,  439 
from  pneumothorax,  439 
from  pulmonary  oedema, 

439 
from  subphrenic  abscess, 

439 
from  tubercular  consoli- 
dation, 439 
duration  of,  438 
dyspnoea  in,  437 
paracentesis  thoracis  in,  440, 

441 
physical  signs  of,  437 
posture  in,  437 
prognosis  in,  440 
symptoms  of,  436 
treatment  of,  440 
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Pleurisy  with  effusion,  treatment  of,  blisters 

Pneumonia,  crou 

in,  442 

jaundio 

diaphoretics  in,  442 

meningi 

diuretics  in,  442 

microco 

purges  in,  442 

145 

tapping  in,  441 
Pleuritis,  430.     See  Pleurisy. 

monop! 

morbid 

Plumbism,  851.     See  Lead  poisoning. 

muscle 

Pneumogastric  nerve,  disease  of,  X030 

nephriti 

S3rmptoms  of,  1032 

nervous 

treatment  of,  1032 

neuritis 

Pneumonia,  aspiration,  398 

otitis  m 

catarrhal,  397 

I>ain  in 

croupous,  143 

paralys 

abscess  in,  148,  162 

parotiti 

aphasia,  transitory,  in,  160 

patholp 

arthritis  in,  161 

pericarc 

brain  softening  in,  160 

pericarc 

bronchiectasis  in,  158 

pbysica 

bronchitis  in,  149 

in 

cardiac  changes  in,  149 

pleurisy 

in  cerebrospinal  fever,  139 

pneumc 

chUl  in,  150 

prevent 

complications  of,  156 

prognofi 

congestion  of  lung  in,  147 

p>seudoc 

convulsions  in,  155 

pulse  in 

cou^h  in,  151 
crisis  in,  155 

riles  rec 

redhepi 

protracted,  156 
cyanosis  in,  151 

relapse 
renal  cl 

definition  of,  143 

respirat 

delirium  in,  152,  154 

sputum 

diagnosis  of,  163 

sweatin 

from  acute  pulmonary  tuber- 
culosis, 163 

sympto) 

in 

from  appendicitis,  163 

in  1 

from  catarrhal  pneumonia,  163 

from  hypostatic  congestion  cf 

tongue 

lung,  163 

treatmc 

from  pleurisy  with  effusion. 

tympac 

163 

unusual 

from    pulmonary    infarction, 

urine  ii 

163 

varietie 

distribution  of,  145 

venous 

duration  of,  162 

fibrinous,  1' 

dyspnoea  in,  151 

in  influenza 

embolism  in,  161 

lobar,  143 

empyema  in,  157 
enaocarditis  in,  149,  159 
engorgement  of  lung  in,  147 

lobular,  397 

metastatic. 

abscess 

etiology  of,  144 

definiti< 

frequency  of,  146 

emboliE 

gangrene  in,  148,  162 

etiolog} 
patholo 

gray  hepatization  in,  147 

hfenioglobinuria  in,  155 

prognof 

headache  in,  151 

sputum 

hemiplegia  in,  159 

sympto 

hemiplegie  pneumonique,  160 

treatmf 

hepatic  changes  in,  149 

pyaemic,  41( 

hepatization  in,  gray,  147 

m  typhoid  J 

red,  147 

Pneumonic  plag 

herpes  in,  151 
hydropneumothorax  in,  157 

Pneumonitis,  14 

Pneu  monocon  ioe 

incubation  of,  150 

definition  ol 

in  infants,  146 

etiology  of, 

^ 
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Pneumonoconiosis,  pathology  of,  412 
prognosis  in,  412 
symptoms  of,  412 
treatment  of,  412 
Pneumopericardium,  467 

bacillus  aerogencs  capsulatua  in,  467 
prognosis  of,  468 
symptoms  of,  467 
treatment  of,  468 
Pneumothorax,  449 
definition  of,  449 
diagnosis  of,  451 

from  diaphragmatic  hernia,  451 
from  emphysema,  451 
from  pyopneumothorax  subphren- 
icus,  451 
djrspnoea  in,  450 
etiology  of,  450 
physical  signs  of,  450 
prognosis  in,  451 
in  pulmonary  tuberculosis,  318 
symptoms  of,  450 
syncope  in,  451 
treatment  of,  452 
in  whooping  cough,  122 
Podagra,  808 
Poisonmg,  alcoholic,  843 
acute,  843 
chronic,  844 
arsenical,  850 
by  cheeae,  857 
by  coast  orach,  860 
by  ergot,  856 
by  fermented  maize,  857 
by  fish,  856 
food,  855 

by  gingko  tree,  861 
by  impure  milk,  857 
lacauer,  860 
lead,  acute,  851 
chronic,  851 
by  meat,  856 
morphine,  chronic,  848 
by  mus-sols,  866 
Poker  back,  821 
Polioencephalitis     superior    of     Wernicke, 

945 
Poliomyelitis,  983 

anterior,  acute,  970 

convulsions  in,  972 
definition  of,  970 
diagnosis  of,  973 
in  diphtheria,  176 
etiology  of,  970 
morbid  anatomy  of,  971 
paralysis  in,  97i 
pathology  of,  971 
prognosis  in,  973 
symptoms  of,  972 
treatment  of,  973 
chronic,  974 

Aran-Duchenne  type  of,  975 
claw-hand  in,  975 
definition  of,  974 
diagnosis  of,  976 


Poliomyelitis,  anterior,  chronic,  diagnosis 
of,  from  am3rotrophic 
lateral  sclerosis,  976 
from  muscular  dystrophy 

976 
from  neuritis,  976 
from  syringomyelia,  976 
drop-foot  in,  975 
etiologv  of,  975 
morbid,  anatomy  of,  975 
patholo^  of,  975 
prognosis  in,  976 
symptoms  of,  975 
treatment  of,  976 
Polyneuritis,  1007 
Poljmria  in  t>'phoid  fever,  42 
Porencephaly,  926 
Pork-worm,  901 
Portal  vein,  thrombosis  of,  666 
Porto  Rican  ancemia,  887 
Posture  in  pleurisy  with  efTusion,  437 
Potassium  fcrrocyanidc  test  for  albumin  in 

urine.  742 
Potters*  rot,  411 
Pox,  276 

Pregnancy,  typhoid  fever  complicating,  46 
Prevention  of  tetanus,  268 
Primitive  dry  pleurisy,  448 
Proctitis^  epidemic  gangrenous,  239 
Progressive  muscular  atrophy,  974 
Prouferation  cysts  of  pancreas,  694 
Prophylaxis  against  diphtheria,  182 

plague,  223 
Pseudoangina  in  hysteria,  1050 
Pseudocrisis  in  croupous  pneumonia,  156 
Pseudocysts  of  pancreas,  694 
Pseudohydrophobia,  265 
Pseudoleukiemia,  767 
Pseudolyssaphobia,  265 
Pseudomembranous  colitis,  639 

pyelonephritis,  726 
Pseudomuscular  hypertrophy,  1035 

prognosis  m,  1036 
Pseudotaoes,  arsenical,  851 
Pstlosis,  242 
Psoriasis,  buccal,  550 
Psorospermiasis,  879 
Ptosis  in  kubisagari,  362 
Ptyalism,  550 
Puerperal  eclampsia,  1063 
"Puking  fever,"  352 
Pulex  penetrans,  911 
Pulmonary  abscess,  423 
diagnosis  of,  424 
etimogy  of,  423 
multiple,  423 
prognosis  in,  425 
m  .st'ptico'mia,  195 
symptoms  of,  424 
treatment  of,  425 
in  typhoid  fever,  41 
complications  of  rheumatic  fever,  acute 

200 
congestion,  425 

in  influenza,  127 
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Pulmonary  emphysema,  413 
gangrene,  420 

in  bronchiectasis,  387 
cedema  in  cholera,  209 
osteoarthropathy  in  bronchiectasis,  378 
hypertrophic,  840 
in  pulmonary  tuberculosis,  318 
regurgitation,  516 
stenosis,  516 
tuberculosis,  309 
valves  of  heart,  diseases  of,  515 
Pulsus  paradoxus  in  chronic  adnesive  peri- 
carditis, 466 
Purpura,  785 

causes  of,  785 
fulminating,  786 
hsematemesis  in,  605 
hemorrhagica,  786 
Henoch's,  786 
micro-organisms  in,  785 
in  rheumatic  fever,  acute,  201 
rheumatica,  786 
treatment  of,  787 
Purulent  pericarditis,  459 
pleural  effusion,  443 
pleurisy,  430 
Pus  m  urine,  744 
Putrid  fever,  61 
peritonitis,  643 
sore  mouth,  546 
Pysemia,  193.     See  Septicsemia. 

gonorrhccal,  186 
Pyaemic  abscess  of  liver,  653 

pneumonia,  410 
Pyelitis,  725 
Pyelonephritis,  725 
catarrhal,  726 
definition  of,  725 
diagnosis  of,  727 

from  aneurysm,  728 
from  malanal  fever,  727 
from  perinephritic  abscess,  727 
from  suppurative  cystitis,  727 
from  typhoid  fever,  727 
etiology  of,  725 
gangrenous,  726 
micro-organisms  in,  725 
morbid  anatomv  of,  726 
pathology  of,  726 
prognosis  in,  728 
pseudomembranous,  726 
suppurative,  726 
symptoms  of,  727 
treatment  of,  728 
Pylephlebitis,  suppurative,  666 
Pylorospasm,  602 

Pylorus,  stenosis  of,  congenital,  595,597 
hypertrophic,  595 
definition  of,  595 
diagnosis  of,  596 

from  cicatricial    contrac- 
tion, 597 
from  gastric  cancer,  596 
etiology  of,  596 
morbid  anatomy  of,  596 


Pylorus,  stei 


Pyopericardi 

Pyonephritis 

Pyonephrosii 

in  tuber< 

Pyopneumot 

Pyuria,  744 

treatmei 

in  typhc 


QUARTA] 
866 
Quincke's  pu 

RABIES, 
dumb. 
Rachitic  rosa 
Rachitis,  S2l 
Ragweed  fev 
RAles  redux  i 
Rashes  in  sr 
Ray  fungus  ii 
Raynaud's  d 
defi 
etio 
gan 
tres 
Rectal  crises 
Rectum,  tub 
Red-light  tn 
Reflexes  in  i 
Regur^tatio: 
mitral,  < 
pulmont 
tricuspic 
Relapse  in  c 
Relapsing  fe 
chil 
cris 
defi 
deli 
dist 
etio 
fev€ 
hist 
inci 
jaui 
mbx 
pat] 
pet< 
pro| 
rela 
spir 
sple 
syn 
trea 
von 
Remittent  U 
coit 
diaf 
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Remittent  fever,  haemoglobinuria  in,  875 
aequelse  of,  875 
symptoms  of,  874 
treatment  of,  877 
Renal  artery,  aneurysm  of,  543 
astluna,  391 
calculus,  733 

changes  in  croupous  pneumonia,  149 
colic,  735 

disease,  acute,  in  typhoid  fever,  30 
tuberculosis,  341 
Respiratory  system,  diseases  of,  363 
Retention  cyst  of  pancreas,  694 
Retinal  hemorrhages  in  malarial  fever,  87G 
lesions  in  chronic  interstitial  nephritis, 
714 
Retinitis,  albuminuric,  in  chronic  parenchy- 
matous nephritis,  706 
degenerative,  714 
hemorrhagic,  714 
in  puerperal  eclampsia,  1063 
typical,  714 
diabetic,  797 
Retrobulbar  neuritis,  1013 
Retrocedent  gout,  815 
Retrograde  intussusception  of  bowel,  625 
Rheumatic  fever,  acute,  196 
arthritis  in,  199 
bacteriology  of,  198 
chorea  in^  201 


complications  of,  200 
definition  of,  196 
delirium  in,  201 
diagnosis  of,  201 

from  arthritis,  acute,  202 

septic,  202 
from  gonorrhoeal  rheum- 
atism, 202 
from    monoarti  cular   in- 
flammation, 202 
from  osteomyelitis,  acute, 
202 
distribution  of,  196 
duration  of,  200 
endocarditis  in,  200 
etiology  of,  197 
joints  m,  199 
meningitis  in,  201 
micrococcus  rheumaticus,  198 
morbid  anatonxy  of,  198 
myocarditis  in,  7X)\ 
pericarditis  in,  200,  201 
prognosis  of,  202 
pulmonary    complications  in, 

201 
purpura  rheumatica  in,  201 
rheumatic  nodules  in,  201 
sweating  in,  199 
symptoms  of.  199 
tongue  in,  199 
treatment  of,  202 
urine  in,  199 
urticaria  in.  201 
Rheumatism,    acute     articular,    190.     Sec 
Rheumatic  fever,  acute. 
71 


Rhetm:iatism,  chronic,  823 
definition  of,  823 
etiology  of,  823 
morbiu  anatomy  of,  823 
symptoms  of,  823 
treatment  of,  823 
gonorrhoeal,  187 
muscular,  824 

treatment  of,  824 
Rheumatoid  arthritis,  818 

in  bronchiectasis,  386 
Rhinitis,  atrophic,  365 
hypertrophic,  365 
periodic,  367 
syphilitic,  286 
Rice-water  stools  in  Asiatic  cholera,  208 
Rickets,  825 

bossy  frontals  in,  827 
chicken-breast  in,  828 
definition  of,  825 
dentition  in,  828 
diagnosis  of,  828 
etiology  of,  825 
Harrison's  groove  in,  828 
morbid  anatomy  of,  826 
prognosis  in,  829 
symptoms  of,  827 
treatment  of,  829 
Ringworms,  909 
Risus  sardonicus  in  epilepsy,  1054 

in  tetanus,  269 
Rock  fever,  245 

Romberg's  svmptom  in  locomotor  ataxia,061 
Rose  cold,  367 

rash  in  rubella,  116 
spots  in  typhoid  fever,  28 
Roseola,  epidemic,  115 

in  syphilis^  2H3 
notch's  sign  of  pericardial  e£fusion,  461 
ROthebi,  115.    See  Rubella. 
Round-worm,  884 
Rubella,  115 

definition  of,  115 
diagnosis  of,  116 

from  measles,  116 
from  scarlet  fever,  116 
eruption  in,  116 
etiology  of,  116 
Forchneimer's  spots  in,  116 
glandular  enlargements  in,  116 
mcubation  of,  116 
prognosis  in,  116 
''rose  rash"  of,  116 
.         symptoms  of,  116 
\  treatment  of,  116 

Rubeola  not  ha,  115 
Running  amok,  1066 
Rupture  of  spleen,  764 
Russian  tapeworm,  901 


ST.  ANTHONY'S  FIRE,"  189 
St.  Gothard'a  tunnel  disease,  887 
St.  Vitus'  dance,  UM3 
Saccharomyces  albicans  in  thrush,  547 
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Sacculated  aneurysm,  534 

Saddle-leather  sound  in  acute  pericarditis, 

460 
Salivary  glands,  diseases  of,  550 

functional  disorders  of,  550 
inflammation  of,  551 
Sal'vation,  550 
Sand  flea,  911 
Sanduhrmagen,  598 

Sansom's  sign  of  pericardial  effusion,  4C1 
Sarcoma  of  brain,  932,  933 
of  kidney,  732 
of  liver,  668 
in  lung,  428 
of  mediastinum,  452 
of  pancreas,  695 
of  peritoneum,  649 
of  thyroid  gland,  751 
Saturnine  epilepsy,  853 
Scarlatina,  93 
Scarlet  fever,  93 

bacteriology  of,  95 
bronchopneumonia  in,  103 
"collar  of  brawn"  in,  99 
complications  of,  102 
definition  of,  93 
desquamation  in,  104,  108 
dia^osis  of,  103 

from  erythema  scarlatiniform, 

104 
from  German  measles,  104 
from  nephritic  eruption,  104 
from  rasn  of  sepsis,  105 
from  rose  rash  of  indigestion, 

104 
from  syphilitic  rash,  104 
distribution  of,  93 
eruption  in,  100 

peculiarities  of,  100 
etiology  of,  93 
fulminant  form  of,  102 
glandular  enlargements  in,  99, 103 
hybrid,  115 

hyperhsemocytosisin,  99 
incubation  period  of,  99 
kidneys  in,  99,  102 
malignant,  101 
morbid  anatomy  of,  98 
mortality  of,  105 
nephritis  in,  99,  102 
otitis  in,  99,  103 
parotitis  in,  103 
pathology  of,  98 
peritonitis  in,  103 
prognosis  of,  105 
prophylaxis  of,  97 
septic  arthritis  in,  103 

infections  in,  99 
sequelae  of,  102 
sore  throat  in,  99,  100,  101 
"strawberry  tongue"  in,  104 
Buppression  of  urine  in,  101 
surgical,  102 
treatment  of,  105 
hygienic,  105 


Scarlet  fever,  valvu 

vomiting 

"  Schluck-pneumoi 

Schdnlein's  disease 

Scleroderma,  840 

treatment  of. 

Sclerosis,  dissemin 

Ai«yU-Rc 

definition 

diagnosis 

from 

ins 

from 

from 

from 

from 

etiolo^  < 

morbid  a: 

nystagmu 

pathoTo^ 

prognosis 

symptom! 

treatment 

insular,  954 

lateral,  978 

amyotrop 

Babu 

defini 

diagE 

i 

etiolc 

path< 

progi 

symp 

treat) 

ankle  cloi 

Babinski 

definition 

diagnosis 

etiology  < 

morbid  a 

patholo^ 

grojposLS 
triimpeU 
symptom! 
treatmenl 
multiple,  954 
Sclerotic  kidney,  7! 
Scorbutus,  830 
Screw-worm,  911 

treatment  of  : 
Scriveners'  palsy,  : 
Scrofula,  299 
Scurvy,  830 

definition  of, 

etiolo^  of,  8 

infantile,  831 

morbid  anato 

pathology  of, 

symptoms  of, 

treatment  of. 

Seat-worm,  885 

Secondary  ansemis 

Secretion,  gastric, 
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Secretion,   gastric,   nerv'ous    disorders    of, 

treatment  of,  604 
Segmentation  of  heart  muscle,  474 
Senile  emphysema,  413 

paraplegia,  987 
Sepsis  in  empyema,  446 
Septic  arthritis  in  scarlet  fever,  103 
in  smallpox,  83 

peritonitis,  642 

pneumonia,  409 
Septicemia,  193 

ansemta  in,  194 

blood  in,  194 

chUl  in,  194 

chronic,  195 

definition  of,  193 

diagnosis  of,  195 

empyema  in,  195 

etiology  of,  193 

infarction  of  spleen  in,  195 

morbid  anatomy  of,  193 

pathology  of,  193 

pulmonary  abscess  in,  195 

subacute,  195 

suppuration  of  kidney  in,  195 

sweating  in,  194 

symptoms  of,  194 

treatment  of,  196 
Septicsemic  plague,  symptoms  of,  223 
Serofibrinous  pericarditis,  acute,  459,  461 

pleurisy,  430 
Serositis,  multiple,  465 
Serous  diarrhoea,  608 

membranes,  tuberculosis  of,  301 
Serum,  antirabic,  265 

antitubercle,  331 

treatment  of  ulcerative  endocarditis, 
483 
Seven  days'  fever,  68 
Sewing  spasm,  1072 

Shaking  palsy,  1040.   See  Paralysis  agitans 
Shiga's  bacillus  in  dysentery,  230 
Ship  fever,  61 
Siderosis,  411 
Simla  diarrhoea,  241 
Sitotoxismus,  856 
Skin  changes  in  typhoid  fever,  32 

eruptions,  syphilitic,  283,  286 

gangrene  of,  in  smallpox,  83 

m  Hodgkin's  disease,  768 

pigmentation  of,  in  Addison's  disease, 
761 
Skodaic  resonance  in  hydropneumothorax, 

451 
Sleeping  sickness,  879,  881 
diagnosis  of,  883 
etiology  of,  882 
pathology  of,  882 
prognosis  in,  883 
symptoms  of,  882 
treatment  of,  883 
"Slows"  in  cattle,  352 
Smallpox,  70 

aberrant  manife-stations  of,  81 

abscesses  in,  82 


Smallpox,  aphonia  in,  8 
backache  in,  77 
bed-sores  in,  83 
black,  81 
bronchitis  in,  83 
bronchopneumonia  in,  83 
complications  of,  82 
confluent,  81 
cytoryctes  vaccinse  in,  71 
deafness  in,  83 
definition  of,  70 
delirium  in,  79 
diagnosis  of,  84 

from  chickenpox,  84 

from  measles,  84 

from  scarlet  fever,  84 

from  syphilides,  84 
distribution  of,  71 
earache  in,  83 
endocarditis  in,  83 
eruption  in,  75,  77 

development  of,  77 

forms  of,  78 

on  mucous  membrane,  79 

stamps  of,  78 

variations  in,  79,  80 
erysipelas  in,  83 
etiology  of,  71 
forms  of,  81 
frequency  of,  73 
gangrene  of  skin  in,  83 
hsematemesis  in,  605 
headache  in,  77 
hemorrhagic.  81 
history  of,  70 
incubation  of,  72 
laryngitis  in,  83 

mode  of  spreading  conta^on,  71 
morbid  anatomy  of,  75 
myocarditis  in,  83 
pathology  of,  75 
pericarditis  in,  83 
pleurisy  in,  83 
m  pregnancy.  83 
prevention  of,  73 
prognosis  of,  85 
rashes  in,  79 
septic  arthritis  in,  83 
sequelae  of,  82 
symptoms  of,  77 
treatment  of,  86 

red-light,  87 
urine  in,  77 

vaccination  as  a  preventive,  73.  88 
varioloid,  82 
Smokers'  tongue,  550 
"Snuffles,"  286 
Soor,  547 

Sore  throat,  clergymen's,  555 
in  diphtheria^  177 
in  scarlet  fever,  99,  100,  101 
ulcerated,  554 
Spasm,  facial,  1027 

muscular,  idiopathic,  1064 
nodding,  1034 
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Spasm  of  oesophagus,  562 

sewing,  1072 
Spasmodic  croup,  374 
laryngitis,  374 
wryneck,  1033 
Spasmus  nutans,  1034 
Spastic  diple^a,  926 
hemiplegia,  925 
paraplegia,  978 
Speech  in  Friedreich's  ataxia,  969 
Spinal  accessory  nerve,  disease  of,  1032 
symptoms  of,  1033 
paralysis  of,  1034 
cord,  compression  of,  993 
by  aneurysm,  995 
definition  of,  993 
by  disease  of  vertebrae,  993 
diagnosis  of,  994 
prognosis  in,  994 
symptoms  of,  994 
treatment  of,  994 
etiology  of,  993 

by    hypertroi>hic   cervical 
pachymeningitis,  996 
symptoms  of,  996 
treatment  of,  996 
by  malignant  growths,  994 
hemorrhage  into,  990 
definition  of,  990 
diagnosis  of,  991 
prognosis  in,  991 
symptoms  of,  990 
treatment  of,  991 
inflammation  of,  983 
syphilis  of,  285,  286 
tuoerculosis  of,  343 
epilepsy,  1039.      See    Paramyoclonus 

multiplex, 
membranes,  hemorrhage  into,  991 
definition  of,  991 
etiology  of,  991 
extrameningeal,  991 
intrameningeal,  991 
prognosis  in,  993 
symptoms  of,  992 
treatment  of,  993 
meningitis,  997 

chronic,  999 
paralysis,  atrophic,  chronic,  974 
infantile,  970 
spastic,  syphilitic,  980 
syphilis,  285,  286 
Spirillum  cholera  Asiatica,  204 

of  relapsing  fever,  68 
Splanchnoptosis,  632 
Spleen,  abscess  of,  764 
diseases  of,  704 
in  diphtheria.  176 
enlargement  of,  in  paratvphoid  fever, 

59 
in  hepatic  cirrhosis.  764 
hydatid  eyst  of,  764 
infarct  of,  764 

in  septietrmin,  195 
in  malarial  fever,  764 


Spleen  in  malaria 
malignant  gr 
in  Malta  fevi 
movable,  76^ 
in  relapsing 
rupture  of,  7 
in  splenic  an 
in  splenomed 
in  typhoid  f 
in  typhus  fe 
wandering,  7 
treatmei 

Splenic  ansemia, 
artery,  aneui 

Splenization  of  li 

Splenomedullary '. 

Splenomegaly,  tn 

Spondylitis  defor 
rhizomelique 

Spotted  fever,  61 

Sprue,  242 

ansmia  in,  2 
definition  of, 
diagnosis  of, 
diarrhoea  in, 
etiology  of,  : 
flatulence  in, 
mouth  lesion 
pathology  of 
predisposing 
prognosis  in, 
symptoms  of 
tongue  in,  2' 
treatment  of 

Sputum  in  bronc 
in  bronchieci 
in  croupous  • 
in  distomato 
in  metastatic 
in  pneumoni 
in  pulmonar 
tubercul 
mic 

3; 

Squint  in  chronic 

St.  Anthonv's  fin 

St.  Gothard's  tun 

St.  Vitus'  dance, 

Status  epilepticui 

lymphaticus, 

definitio 

etiology 

morbid 

patholo^ 

symptor 

tetany  < 

treatmei 

Stelwag's  sign  in 

Stenosis,  aortic, 

mitral,  499 

pulmonary, 

of  pylorus,  < 

hypertrc 

tricuspid,  51 

Still's  disease,  82 
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Stokea-AdamB  syndrome,  475 
Stomach,  bilociuar,  598 
cancer  of,  588 

dilatation  of,  572.    See  Gastric  dilata- 
tion, 
paralytic,  578 
diaeaaes  of,  564 
hemorrhage  from,  604 
hour-giass,  598 

(kfinition  of,  598 
etiology  of,  599 
morbid  anatomy  of,  599 
pathology  of,  599 
physical  signs  of,  599 
symptoms  of,  599 
treatment  of,  601 
Woelfler's  "first  sign"  in,  599 
"  second  sign*'  in,  600 
hypersesthesia  of,  603 
symptoms  of,  603 
lympftatic  areas  of,  590 
neuroses  of,  601 
ulcer  of,  579     .See  Gastric  ulcer. 
Stomatitis,  545 
aphthous,  546 
catarrhal,  545 

prognosis  of,  546 
symptoms  of,  545 
definition  of,  545 
fetid,  546 
follicular,  546 
■    gangrenous,  548 

symptoms  of,  549 
treatment  of,  549 
in  measles,   112 
parasitic,  547 

monilia  Candida  in,  547 
oidium  albicans  in,  547 
prognosis  in,  548 
saccharomyces  albicans  in,  547 
symptoms  of,  547 
treatment  of,  548 
ulcerative,  546 

treatment  of,  546 
vesicular,  516 
Stone  in  kidney,  733 
Stools  in  cholera,  20S 
in  dysentery,  233 
Strangulation,  internal,  of  bowel,  624,  626 
"Strawberr>-  tongue"  in  scarlet  fever,  104 
Streptococcus  erisipelatus,  189 
Streptothrix  actinomyces,  273 
Stricture  of  bowel,  623 

of  oesophagus,  organic,  561 
Strongyloides  intestinalis,  898 
classification  of,  898 
definition  of,  898 
diarrhcsa  in,  900 
distribution  of,  898 
emaciation  in,  900 
treatment  of,  900 
Struma.  749 

colloid,  740 
Strumitis,  cchinococcic.  749 
parasitic,  749 


Strumitis,  syphilitic,  749 

traumatic,  749 

tuberculous,  749 
Striimpell's  family  type  of  lateral  sclerosis, 

978 
Sudamina  in  miliary  fever,  357 

in  t>'phoid  fever,  31 
Suffocative  catarrh,  acute,  400,  402 
Sunstroke,  1080 

definition  of,  1080 

diagnosis  of,  1081 

etiology  of,  1080 

morbid  anatomy  of,  1081 

pathology  of,  1081 

prognosis  in,  1081 

symptoms  of,  1081 

treatment  of,  1082 

hydrotherapeutic,  1082 
venesection  in,  1082 
Suppression  of  urine,  737 
Suppuration  of  kidney  in  septicemia,  195 
Supi)urative  hsematitis,  780 

inflammation  of  bile-ducts,  673 

pancreatitis,  688 

pyelonephritis,  726 

pylephlebitis,  606 
Suprarenal  glands,  diseases  of,  760 
Surgical  emphysema,  413 

kidney,  727 

scarlet  fever,  102 
Sweating  sickness,  356 
Sydenham's  chorea,   1043.      See  Chorea 

minor. 
Symmetrical  stricture  of  oesophagus,  561 
Syncope  in  pneumothorax,  450 
Svphifis,  276 

acquired,  276 

anaemia  in,  284 

arteritis  in,  281 

of  bones,  286 

of  brain  and  spinal  cord,  285,  286 

chancre  of,  280,  283,  284 

condylomata  in,  284 

definition  of,  276 

diagnosis  of,  286 

distribution  of,  276 

etiology  of,  277 

frequency  of,  279 

gummata  in,  281 

headache  in,  285 

heart;  changes  in,  281 

hereditar\',  276,  286.  289 
epiphysitis  in,  286 
eruptions  in,  286 
Hutchinson  teeth  in,  286 
mucous  patches  in,  286 
rhinitis  in,  286 
symptoms  of,  286 

iritis  in,  284 

lesions  of,  primary,  280 
secondary,  280 
tertiary,  280 

of  liver,  281 

of  lungs,  281 

macular  syphilide  in,  284 
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Syphilis,  morbid  anatomy  of,  280 

mucous  patches  in,  284,  286 

of  nervous  system,  283,  285 

neuroretinitis  in,  285 

paralyses  in,  285 

patholo^  of,  280 

prevention  of,  279 

prognosis  of,  286 

roseola  in,  283 

skin  eruptions  in,  283 

stages  ot,  276,  280 

symptoms  of,  283 

transmission  of,  277,  278 

treatment  of,  286 
Syphilitic  alopecia,  284 

arteritis,  281 

cirrhosis  of  liver,  664 

condylomata,  284 

dactVlitiS;  286 

epiphysitis,  286 

eruptions,  283 

pmmata,  281,  284 

mfantilism,  286 

iritis,  284 

keratitis,  286 

laryngitis,  376 

lymph  nodes,  283 

marasmus,  286 

nephritis,  281 

phthisis,  282 

rhinitis,  286 

spastic  spinal  paralysis,  980 

strumitis,  749 
Syringomyelia,  988 

claw-hand  in,  989 

definition  of,  988 

diagnosis  of,  989 

etiology  of,  988 

history  of,  988 

morbid  anatomy  of,  988 

patholo^  of,  988 

prognosis  in,  990 

symptoms  of,  989 

treatment  of,  990 


TABES  of  brain,  952 
mesenterica,  300 
Tache  blendtre  in  typhoid  fever,  32 

cerebrale  in  typhoid  fever,  32 
Tachycardia,  521 

in  exophthalmic  goitre,  753 

in  hysteria,  1050 
Tffinia  confusa,  901 

cucunierina,  903 

echinococciis,  901 

mediocanellata,  901 

nana,  901 

saginata,  901 

solium,  901 
Tapewonn,  900 

dog,  double-pored,  901 

dwarf,  901 

Russian,  901 

symptoms  of,  903 


Tapeworm,  treatn 
Tappizig  in  pleurii 
Teetn  in  syphilis. 
Telegraphers'  cran 
Teratoma  of  medi 
Tertian  parasite  o 
Testicle,  tubercul< 
Test,  Widal.  in  ty 
Test-meal  in  gast 
Tests  for  albumin 
blood,  in  dial 
for  sugar  in  i 
Tetanilla.  1064 
Tetanus,  267 

bacillus  of,  2 
definition  of, 
diagnosis  of, 
from  hyc 
from  str 
from  teti 
distribution  ( 
emprosthoton 
etiology  of,  2 
frequency  of, 
head,  271 
kopf-,  271 
"lock-jaw"  i] 
morbid  an  ate 
muscular  rigi 
opisthotonos 
pain  in,  269 
patholo^  of, 
prevention  ol 
prognosis  of, 
risus  sardonit 
spasm  of  dia| 
of  glottif 
symptoms  of 
treatment  of, 
antitoxic 
Tetanv,  1064 

Cnvostek's  si 
diagnosis  of, 
from  Jac 
from  hys 
Erb's  sign  of 
etiology  of,  1 
gastric,  575 
Chvosteli 
Erb's  sig 
Troussea 
Hoffmann's  s 
morbid  anatc 
patholo^  of, 
prognosis  in, 
in  status  lyn 
symptoms  of, 
treatment  of. 
Trousseau's  s 
symptom 
Thermic  fever,  IC 
Thomsen's  disease 
Thread-worm,  88^ 
Three-day  fever, 
I  Thrombosis,  cereb 
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Thrombosis  in  croupo\is  pneumonia,  162 
of  portal  vein,  666 
in  typhoid  fever,  35 
venous,  in  croupous  pneumonia,  162 
sinuses,  94t) 

etiology  of,  946 
morbid  anatomy  of,  946 
patholo^  of,  946 
prognosis  of,  946 
symptoms  of,  946 
treatment  of,  946 
Thrush,  547.    See  Stomatitis,  parasitic. 
Thymus  gland,  diseases  of,  772 
Thyreocele,  749 

Thyroid  gland,  adenoma  of,  751 
carcinoma  of,  751 
carcinosarcoma  of,  751 
diseases  of,  749 
endothelioma  of,  751 
sarconm  of,  751 
swelling  of,  750 
tuberculosis  of,  343 
tumors  of,  751 
Tic  convulsif,  1027 
Tick  fever,  354 

albuminuria  in,  355 
definition  of,  354 
diagnosis  of,  355 
etiolo(|y  of,  354 
fever  m^  355 
prognosis  of,  356 
pyroplasma  hominis  in,  354 
rash  in,  355 
symptoms  of,  355 
treatment  of,  356 
Tinnitus,  1028 
Tongue,  eczema  of,  549 

treatment  of,  550 
geographical,  549 
smokers',  550 

strawberry,  in  scarlet  fever,  104 
Tonsillitis,  acute,  556 

definition  of,  556 
diffuse,  556 
endocarditis  in,  557 
etiology  of,  556 
follicular,  556 
forms  of,  556 
morbid  anatomy  of,  557 
pathology  of,  557 
symptoms  of,  557 
treatment  of,  558 
hypertrophic,  chronic,  558 

oarrel-shaped  chest  in,  559 
definition  of,  558 
funnel  chest  in,  559 
mouth  breathing  in,  559 
pigeon-breast  in,  559 
symptoms  of,  559 
treatment  of,  559 
Tonsils,  diseases  of,  556 
tuberculosis  of,  334 
Torticollis,  1033 
Toxic  gastrectasis,  578 
gastritis,  acute,  565 


Tracheotomy  in  acute  catarrhal  laryngitis, 
371 
in  oedematous  laryngitis,  374 
Transverse  myelitis,  983 
Traumatic  abscess  of  liver,  653 
neuroses,  1070 
strumitis,  749 
Trematodes,  904 

definition  of,  904 
"Trembles"  in  cattle,  352 
Tremor  in  exophthalmic  goitre,  754 

in  paralysis  agitans,  1041 
Trichina  spiralis,  885 
Trichiniasis,  885 

diagnosis  of,  887 
etiologv  of,  885 
morbicl  anatomy  of,  886 
patholo^  of,  886 
prognosis  in,  887 
symptoms  of,  887 
treatment  of,  887 
Trichocephalus  dispar,  900 
Trichomonas  hominis,  909 

vaginalis,  909 
Tricophyton,  909 
Tricuspid  regurgitation,  513 
definition  of,  513 
diagnosis  of,  514 
etiology  of,  513 
pathology  of,  513 
physical  signs  of,  514 
prognosis  in,  515 
symptoms  of,  514 
stenosis,  515 

diagnosis  of,  515 
Trifacial  nerve,  paralysis  of,  1020 

symptoms  of,  1020 
Trilocular  heart,  527 
Trip-hammer  pulse  in  aortic  regurgitation, 

5U 
Trommer's  test  for  sugar  in  urine,  799 
Tropical  abscess  of  liver,  654 
adenitis,  226 
bubo,  226 
chlorosis,  888 
splenomegaly,  883 
Trousseau's  sign  in  gastric  tetany,  575 

of  tetany.  1065 
Trypanosoma  fever,  880 

treatment  of,  881 
Trypanosomata,  varieties  of,  879 
Trypanosomiasis,  879 
definition  of,  879 
human,  880 
Tubercle,  295 
of  brain,  932 
miliary,  295 
Tuberculin  treatment  of  tuberculosis,  332 
Tuberculosis,  290 

miliary,  acute,  297 

bacillus  in,  2?)7 
diagnosis  of,  298 
prognosis  of,  299 
symptoms  of,  297 
treatment  of,  299 
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Tuberculosis  in  Addison's  disease,  760 
of  alimentary  canal,  334 
bacillus  of,  290 
of  bladder,  340 

diagnosis  of,  340 

symptoms  of,  340 

treatment  of,  341 
bovine,  291 
of  brain,  343 
of  caecum,  336 
of  cervical  glands,  300 
chronic  hyperplastic,  296 
definition  of,  290 
etiology  of,  290 
of  Fallopian  tubes,  342 
frequency  of,  293 
of  genitourinary  system,  338 
glandular,  299 

signs  of.  300 

treatment  of,  300 
of  heart,  343 
of  intestine,  335 

chronic  hyperplastic,  336 

prognosis  in,  337 

symptoms  of,  336 

treatment  of,  337 
of  kidneys,  341 

acute,  341 

chronic,  341 

hydronephrosis  in,  342 

pyonephrosis  in,  342 

symptoms  of,  342 
of  liver,  338 

of  mediastinal  glands,  300 
meningeal,  acute,  301 

diagnosis  of,  302 

from    acute    meningitis, 

302 
from  cerebrospinal  men- 
ingitis, 302 
symptoms  of,  301 
of  mesenteric  glands,  300 
mode  of  infection  in,  290 
morbid  anatomy  of,  295 
mortality  of,  294 
of  myocardium,  343 
of  cesophagus,  334 
of  ovaries,  342 
pathology  of,  295 
of  pericardium,  304 

symptoms  of,  304 
of  peritoneum,  304 

acute  miliary,  305 

caseous  type  of,  306 

chronic  fibroid,  306 
symptoms  of,  306 
of  pharynx,  334 
of  pleura,  303 

lesions  in,  303 
pneumonic,  acute,  diagnosis  of,  318 

physical  signs  of,  318 
predisposing  causes  of,  291,  292 
prevention  of,  293 
pulmonary,  300 

amphoric  breathing  in,  319 


Tuberculosis,     pulmonary,      bacillus       of, 
method  of  staining,  322 
caseation  in,  310 
cavities  in,  311 
complications  of,  316 
"cracked-pot  sound"  in,  319 
diagnosis  of,  31S 

fluoroscope  in,  321 

microscopic,   322 

tuberculin  in,  321 
hsemoptysis  in,  316 

prognosis  of,  324 

treatment  of,  333 
hemorrhage  in,  316 
infiltration  of  Laennec  in,  310 
lesions  in.  309 
metallic  tinkling  in,  319 
mode  of  infection  in,  309 
pectoriloquy  in,  319 
physical  signs  of,  318 
pneumothorax  in,  318 
prognosis  in.  323 

pulmonar>'  osteoarthropathy,  318 
reparation  in,  312 
symptoms  of,  314 

cough,  316 

dyspnoea,  316 

fever,  314,  315 

laryngeal,  314 

loss  of  weight,  315 

sputum,  315.  316 

sweating,  315 
treatment  of,  324 

antistreptococcic     serum     in, 
332 

bronchitis  in,  330 

climatic,  326 

cough,  331 

diet  in,  324 

exercise  in,  326 

fever,  330 

medicinal,  329 

night-sweats,  330 

out-door  life  in,  326 

serum,  331 

special  sjmptoms,  330 

tuberculin  in,  332 
types  of,  309 

caseating,  309,  310 

chronic,  309 

fibroid,  309,  312 

miliar)',  309 

ulcerative,  309 
vascular  changes  in,  310 
vomiting  in,  treatment  of,  333 
of  rectum,  336 

of  retroperitoneal  glands,  300 
of  serous  membranes,  301 

acute,  301 

chronic,  301 

treatment  of,  308 
of  spinal  cord.  343 
of  stomach.  335 
of  testicle,  338 
'  diagnosis  of,  339 
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Tuberculosis  of  testicle,  symptoms  of,  33i) 
treatment  of,  339 
of  thyroid  gland 
of  tonsils,  334 

of  uterus,  342 
Tuberculous  laryngitis,  375 
leprosy,  348 
pleuris>[,  303 
strumitis,  749 
vegetative  endocarditis,  343 
Tubular  nephritis,  chronic,  704 
Tumors  of  bowel  as  cause  of  obstruction, 
024 
of  brain  and  its  membranes,  932 
of  kidney,  732 
of  liver,  668 
in  lungs,  428 
of  mediastinum,  452 
of  pancreas,  695 
of  thyroid  gland,  751 
Tungau,  911 
Tunnel  ansemia,  888 
disease,  887 

St,  Gothard'8,  887 
Tiirck's  gj'romele  in  gastric  dilatation,  575 
Tympanites,  639 

m  croupous  pneumonia,  154 
in  typhoid  fever,  28,  40 
treatment  of,  57 
Tympany  in  acute  peritonitis,  644 
Typhoid  fever,  17 

albuminuria  in,  41 
anaemia  in^  34 
antisepsis  m,  56 
appendicitis  in,  30,  39 
arthritis  in,  44 
atypical  forms  of,  30 
bacillus  of,  17 

in  blood,  25 
bathing  in^  53 
bed-sores  m,  33 

treatment  of,  58 
blood  in,  34 

bloodvessels,  lesions  of,  in,  35 
boils  in,  34 

bone  complications  in,  44 
Brand  bath  in,  53 

contraindications  to,  53 
cardiac  failure  in,  35 
in  children,  30 
chills  in,  30,  32 
cholecystitis  in,  40 
cholelithiasis  in,  41 
circulatory  complications  in,  34 
cold  in,  52 
coma  vigil  in,  43 
complicating  pregnancy,  45 
complications  of,  34,  35 
constipation  in,  27 

treatment  of,  56 
convulsions  in,  44 
cystitis  in,  42 
definition  of,  17 
delirium  in,  28,  30 
delusions  in,  43 


Typhoid  fever,  diagnosis  of,  45 
diarrhoea  in,  27,  30,  36 

treatment  of,  56 
diazo  reaction  of  urine  in,  50 
diet  in,  54 
differentiation    of,    from    other 

fevers,  46,  47 
disinfection  of  discharges  in,  18 
dislocation  of  hip  in,  spontaneous^ 

44 
distribution  of,  17 
Ehrlich's  reaction  in,  50 
embolism  in,  35 
embryocardia  in,  34 
empyema  in,  43 
endarteritis  in,  26 
epididymitis  in,  42 
erysipelas  in,  34 
etiology  of,  17 
facial  expression  in,  27 
frequency  of,  21 
gangrene  in,  33 

gastric  ulcer  in,  36 
genitourinary  complications  in,  41 
headache  in,  27,  30 
heart  clot  in,  35 

muscle  in,  changes  in,  26 

sounds  in,  34 
hemiplegia  in,  44 
hemorrhage  in,  30,  36 

diagnosis  of,  36 

symptoms  of,  36 

treatment  of,  57 
hepatic  complications  in,  40 
herpes  in,  32 
history  of,  17 
hydrotherapy  in,  52 
hypostatic  congestion  of  lung  in, 

incubation  of,  27 
infarction  of  lung  in,  42 
insomnia  in,  27 

treatment  of,  58 
jaundice  in,  40 

ioint  complications  in,  44 
:idneys  in,  26 
laryngeal  ulceration  in,  42 
leukocytosis  in,  34 
liver  in,  26,  40 
medicines  in,  55 
meningitis  in,  43,  44 
mesenteric  nodes  in,  25 
mixed  infection  in,  32 
mode  of  infection  in,  18 
morbid  anatomy  of,  23 
mortality  of,  22 
muscle,  complications  in,  44 
muscular  tremors  in,  28 
myocarditis  in,  35 
myositis  in,  45 
nephritis  in,  41 
nervous  complications  of,  43 
neuritis  in,  44 
nose-bleed  in,  26 
oesophagitis  in,  35 
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Tjrphoid  fever,  cesophagusin,  ulceration  of, 

Typhus  fever,  en 

35 

etiolo^ 

orchitis  in,  42 

fever  m 

osteomyelitis  in,  44 

hepatic 

otitis  media,  acute,  in, 

44 

history 

parotitis  in,  35 

hy^sta 

pathology  of,  23 

peliomata  in,  32 

intestini 

pericarditis  in,  34 

kidneys 

perforation  in,  37 

morbtd 

diagnosis  of,  38 

myocar< 

signs  of,  38 

patholo( 

treatment  of,  58 

petechia 

peritonitis  in.  38 

prevent! 

diagnosis  of,  38 

prognosi 

petechia  in,  34 

pul^  in 

pharyngitis  in,  35 

relapses 

phlebitis  in,  35 

retentio] 

pleurisy  in,  43 

spleen  ii 

pneumonia  in,  30,  42 

terminal 

polyuria  in,  42 

treatmei 

prevention  of,  18 

siderans,  64 

preventive  inoculation 

in,  20 

Tyrotoxioon,  857 

prognosis  of,  51 

Tyrotoxismus,  8i 

pulmonarv  abscess  in, 
pulse  in,  27 

42 

pyuria  in,  42 

TTLCER,  duodi 
U         diagnosit 

recrudescence  in,  31 

renal  disease,  acute,  in 

,30 

froE 

respiratory  complications  in,  42 

fron 

lesions  in,  26 

froxi 

rose  spots  in,  28 

froD 

sequelae  in,  34 

6; 

skin  chances  in,  32 
splenic  enlargement  in, 

etiology 

25,  27 

hemorrh 

stimulants  in,  55 

morbid 

stools  in,  36 

patholo^ 

stupor  in,  28 
sudamina  in,  32 

perforati 

sym 

symptoms  of,  27 

prognosi 

tache  blenAtre  in,  32 

sympton 

cerebrale  in,  32 

treatmei 

temperature  in,  27,  31 

gastric,  579. 

tests  in,  48 

in  typhc 
intestinal,  in 

thirst  in,  27 

thrombosis  in,  35 

peptic,  579 

tongue  in,  27 
treatment  of,  52 

perforating, 
ataxia,  96 

during  convalescence,  59 

of  stomach. 

medicinal,  55 

Ulceration,  larj'm 

special  symptoms, 

56 

of  cesophagu 

tympanites  in,  28,  40 

Ulcerative  appen 
endocarditis, 

treatment  of,  57 

typhoid  spine  in,  44 
ulcer  in,  23,  24 

pharyngitis. 

stomatitis,  5 

vomiting  in,  36 

Ulcus  ventriculi. 

treatment  of,  56 

Uncinaria  Ameri< 

Widal's  test  in,  48 

duodenale,  8 

Typhus  fever,  61 

Uncinariasis,  887 

chill  in,  63 

aniemia  in,  \ 

complications  of,  65 

Charcot-Ley< 

definition  of,  61 

definition  of, 

delirium  in,  64 

diagnosis  of, 
etiology  of,  ; 

diagnosis  of,  65 

distribution  of,  61 

frequency  of 

INDEX 
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Uncinariasis,  morbid  anatomy  of,  890 

pathology  of,  S90 

prophylaxis  of,  889 

symptoms  of,  890 

treatment  of,  892 
Undulant  fever,  245 
Uraemia,  720 

amaurosis  in,  722 

convulsive  tvp>e  of,  721 

definition  of,  720 

diagnosis  of,  723 

from  heatstroke,  723 
from  opium  poisoning,  723 

etiology  of,  720 

hemiplegia  in,  722 

insomnia  in,  722 

latent,  722 

mania  in,  722 

monoplegia  in,  722 

odor  m,  722 

paralytic  form  of,  722 

pathology  of,  720 

prognosis  in,  723 

symptoms  of,  721 

treatment  of,  hot  pack  in,  724 
Uremic  apoplexy,  923 
Uric  acid  diathesis,  746 
Urinary  secretion,  disorders  of,  737 
Urine  acetone  in,  tests  for,  799,  800 

in  aeut«  diffuse  nephritis,  701 1 

albumin  in,  741 
tests  for,  742 

albumose  in,  746 

in  beriberi,  256 

blood  in,  738 

in  cholelithiasis,  679 

in  chronic  interstitial  nephritis,  712 
parenchymatous  nephritis,  706 

chyle  in,  744 

in  croupous  pneumonia,  153 

in  diabetes  insipidus,  807 
mellitus,  795 

haemoglobin  in,  739 

indican  in,  745 

melanin  in,  746 

oxalates  in,  745 

phosphates  in,  745 

pus  m,  744 

m  renal  calculus,  735 

in  rheumatic  fever,  acute,  199 

in  smallpox,  77 

sugar  in,  testa  for,  799 

suppression  of,  737 

in  ftcarlet  fever,  101 

uric  acid  in,  746 

in  yellow  fever,  216 
Urticaria  in  acute  rheumatic  fever,  201 
Uterus,  tuberculosis  of,  342 


VACCINATION,  88 
method  of,  88 
in  smallpox,  73,  88 
Vaccine  lymph,  glycerinated,  89 
Vaccinia,  88 


Vaccinia  in  man,  primary,  89 

secondary,  89 
X'agus  nerve,  disease  of,  1030 
Valv'ular  endocarditis,  482 
Varicella,  90 

definition  of,  90 

diagnosis  of,  92 

from  smallpox,  92 

eruption  in,  91 

erysipelas  in,  92 

etiologj'  of,  90 

incubation  in,  90 

nephritis  in,  92 

prognosis  in,  92 

symptoms  of,  90 

treatment  of,  92 
Varicose  aneurysm,  534 

groin  glands  in  filariasis,  896 
Variola,  70.     See  Smallpox, 

fulminans,  81 

pustulosa  hemorrhagica,  81 
Varioloid,  82 
Vascular  goitre,  749 

Venesection  in  pulmonary  emphysema,  419 
Venous  sinuses,  thrombosis  of,  946 

thrombosis   in    croupous    pneumonia, 
162 
Ver  macaque,  912 
Verrucous  endocarditis,  482 
Verruga,  360 

definition  of,  360 

distribution  of,  360 

etiolog>'  of,  361 

incubation  of,  361 

i'oints  in,  361 
Peruviana,  360 
prognosis  in,  362 
symptoms  of,  361 
treatment  of,  362 
VertebriE,  disease  of,  993 
diagnosis  of,  994 
prognosis  in,  994 
symptoms  of,  994 
treatment  of,  994 
malignant  growths  of,  994 
Vertigo,  1029 

in  brain  tumor,  933 
Vesical  crises  in  locomotor  ataxia,  962 

tuberculosis,  340 
Vesicular  stomatitis,  546 
Violinists*  cramp,  1072 
Visceroptosis,  632 
Visual  tract,  1016 
Volvulus,  627 

prognosis  of,  627 
svmptonis  of,  627 
treatment  of,  627 
Vomiting,  cvclic,  607 

Von  Graefe^s  sign  in  exophthalmic  goitre, 
753 


WATER-HAMMER  pulse  in  aortic  re- 
gurgitation, oil 
infection  by,  in  typhoid  fever,  18 
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Weber'8  s\'ndrome  in  brain  tumor,  934 

Weil's  disease,  352 

Weisscs  blut,  780 

Westphal's  symptom  in  locomotor  ataxia, 

961 
Wet  brain,  846 
Whipworm,.  900 
White  flux.  242 
Whooping-cough,  119 

amblyopia  in.  122 

bacillus  p>crtussis  Eppendorf  in,  119 

bronchopneumonia  m,  122 

conjunctival  hemorrhages  in,  122 

complications  of,  122 

definition  of,  119 

diagnosis  of,  123 

distribution  of.  119 

duration  of,  121 

emphysema  in,  122 

etiology  of,  119 

frequency  of.  119 

glandular  enlargement  in,  122 

mcubation  in,  120 

in  measles,  113 
■  morbid  anatomy  of,  120 

mortality  in,  123 

paralysis  in,  122 

paroxvsm  of,  120 

pathology  of,  120 

physical  signs  in,  121 

pneumothorax  in,  122 

prognosis  in,  123 

symptoms  of,  120 

treatment  of,  123 

bronchitis  tent  in,  123 

vomiting  in,  122 
Widal  test  in  typhoid  fever,  48 
Winckel's  disease,  786 
"Wooden  tongue,"  274 
Wool-sorters'  disease,  257 
Word  blindness,  931 

deafness,  931 
Worm,  beef-,  901 

guinea-,  896 

hook-,  888 

Medina,  896 

pin-,  885 

pork-,  901 

ring-.  <)09 

round-,  884 

screw-,  911 


Worm,  scat-,  885 

thread-,  885 

whip-,  900 
I  Wounds  of  heart,  481 
Wrist-drop  in  lead  poisoning,  863 
,  Writers'  cramp,  1072 
I  Wryneck,  1033 
I         congenital,  1033 

spasmodic,  1033 

spurious,  1034 

VEROSTOMIA,  651 


"AWS,  358 

YeUow  atrophy  of  li\-er,  acute,  670 
fever,  212 

albuminuria  in,  216 

apoplectiform  type  of,  216 

blood  in,  214 

cardiac  changes  in,  214 

convulsions  in.  215 

definition  of,  212 

diagnosis  of,  217 

from  dengue,  217 

from  malarial  hsmoglo- 

binuric  fever,  217 
from  pemiciotis  malaml 
fever  217 

etiology  of,  212 

gastric  chaiiges  in,  216 

mematemesis  in,  606 

headache  in,  215 

intermittent  changes  in,  21d 

jaundice  in,  216 

morbid  anatomy  of,  214 

mortality  of,  217 

nephritic  changes  in,  216 

pain  in,  215 

patholo^  of.  214 

prevention  of,  212 

prognosis  of,  217 

prophylaxis  of.  214 

remission  in,  215,  216 

respiration  in,  215 

symptoms  of.  215 

tongue  in,  216 

treatment  of,  218 

urine  in,  216 

vomiting  in,  216 


